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PATIENT:
Wingo, Linda
DATE:
December 9, 2022

DOB:

06/08/1950
CHIEF COMPLAINT: History of asthma and recurrent bronchitis.
HISTORY OF PRESENT ILLNESS: This is a 72-year-old female who has a history for asthma as a child. She has been having symptoms of cough and wheezing since the past two to three months. The patient has been on inhaled bronchodilators and she has also been treated for hypertension, diabetes, NASH, and hypothyroidism. The patient has some cough with wheezing and no sputum production. Her most recent chest x-ray on 10/11/22 showed no acute infiltrate.
PAST MEDICAL HISTORY: The patient has a past history includes history for pneumonia, history of hypertension, diabetes, and history of hernia repair in 1956.

PAST SURGICAL HISTORY: Tubal ligation in 1977, cholecystectomy in 2012, has been treated for hemochromatosis and NASH and the patient has had hysterectomy.
ALLERGIES: CODEINE.
MEDICATIONS: Medication list included glyburide 5 mg b.i.d., Synthroid 25 mcg daily, escitalopram 10 mg a day, benazepril 20-25 mg daily, Azelastine nasal spray twice a day, Ozempic weekly 1.5 mL, Lantus insulin 62 units daily, and Flonase nasal spray daily.
HABITS: The patient smoked for eight years under one pack per day. No alcohol use.
FAMILY HISTORY: Father died of cancer of the bladder. Mother died of COPD.
REVIEW OF SYSTEMS: The patient has had no weight loss, but has some fatigue. Denies fever. She has cataracts. No glaucoma. She has no vertigo or hoarseness, but has postnasal drip. She has no urinary frequency, burning or flank pains. She has wheezing and shortness of breath and hay fever. She has no abdominal pain. No diarrhea or constipation. Denies palpitations or leg swelling. She has depression. She has muscle aches. No seizures, headaches, or memory loss.
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PHYSICAL EXAMINATION: General: This elderly averagely built white female who is in no acute distress. No pallor, icterus, cyanosis, peripheral or lymphadenopathy. Vital Signs: Blood pressure 122/70. Pulse 80. Respirations 16. Temperature 97.6. Weight is 141 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat was clear. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished breath sounds at the bases with wheezes bilaterally.  Prolonged expirations. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Diabetes mellitus type II.

3. Hypertension.

4. Allergic rhinitis.
PLAN: The patient was advised to get a CT chest without contrast and a complete pulmonary function study, CBC IgE level and a basic metabolic profile. She was given a Ventolin HFA inhaler two puffs t.i.d. p.r.n. Follow up visit to be arranged in approximately three weeks.
Thank you for this consultation.

V. John D'Souza, M.D.
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