Nalini M. Dave, M.D.

Board Certified – Internal Medicine

1201-D Briarcrest Drive

Bryan, TX 77802

Tel: 979-776-5600

Fax: 979-704-5461

Patient Name: Banda Singh

Date of Exam: 12/19/2022

History: Ms. Banda Singh is a 65-year-old white female who has moved back from New York. In 2020, she moved into New York and started living in assisted living facility where she states there was COVID-19 and bedbugs and everything, she got tired of it and has moved back here. She had moved there because one of her sons lives there and she has moved back because she has another son and daughter-in-law that live here. The patient, when she came here, she got extremely ill and was hospitalized with pulmonary embolus and bilateral pneumonia. She was on multiple medications. She was seen by cardiologist, Dr. Paul Bilhartz and then was admitted by the hospitalist. The patient wanted some prescriptions. The patient was seen in consultation by Sarah Miller who felt the patient had a worsening pneumonia. The patient with history of morbid obesity, hypertension and coronary artery disease, admitted on 12/03/2022, with shortness of breath and fever. The patient has flown back from New York a week prior and she started developing some cough and shortness of breath. The patient started having significant wheezing and fevers. The patient was found to have an oxygenation of 89% in the emergency room, temperature of 103.9, was tachycardic and tachypneic. An initial chest x-ray showed right-sided pneumonia. She then had a CT of the chest, which showed bilateral multifocal pneumonia. She was treated with broad-spectrum antibiotics with very slow improvement and further testing revealed she had multiple pulmonary emboli.

Past Medical History: The patient has a past medical history of:
1. Hypertension.

2. Hyperlipidemia.

3. Coronary artery disease.

4. COPD.

5. Hypothyroidism.

6. Chronic anxiety.

7. Chronic pain.

Operations: Hysterectomy, back surgery, stents in the heart, and hernia repair.
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Medications:
1. Cefepime 1 g every 12 hours.

2. Rocephin 2 g IV daily.

3. Vancomycin 750 mg IV q.12h.

4. Metronidazole 500 mg IV q.8h. for two days.

5. Doxycycline 100 mg every 12 hours.

6. Solu-Medrol IV.

Social History: She is a former smoker. Does not drink alcohol.

The labs revealed white count of 10,600, hemoglobin of 12.1, platelet count of 307,000. Creatinine was 0.7. Influenza A/B and COVID-19 screens negative. Legionella and Streptococcus pneumoniae antibodies were negative. A chest x-ray showed streaky reticulated opacity in the right lung base. A CTA of the chest showed scattered nodular opacities in the anterior aspect of upper and right mid lobe, ground-glass opacities in the bilateral lobes. A V/Q scan showed moderate size perfusion defect in the right lung and moderate size perfusion defect in the anterior left lung. Lower extremity venous Doppler showed no DVT. A chest CT on 12/08/2022, showed multifocal ground-glass areas of attenuation in upper lobes and left lobe suggesting multifocal pneumonia. She was found to have bilateral pulmonary emboli and multifocal pneumonia. It seemed like her fevers were related to pulmonary emboli. Her COVID-19 and influenza tests were negative.
The patient apparently had an insurance of Aetna HMO Managed Care from New York and that I am not under the plan, but the patient states she plans to change her insurance to Traditional Medicaid.
The patient’s date of admission was 12/03/2022 to 12/12/2022 with diagnoses of:

1. Pneumonia of right lobe.

2. COPD with exacerbation.

3. Sepsis without septic shock.

4. Acute respiratory failure with hypoxia.

5. Primary hypertension.

6. Bilateral pulmonary emboli.
The patient was started on IV steroids. She went into atrial fibrillation and was started on amiodarone drip. Her MRSA was positive. The cardiology was consulted and felt the patient had pneumonia, treated with steroids and antibiotics, pulmonary embolus on Eliquis therapy, atrial fibrillation, history of paroxysmal status. Recommend rate control therapy, diltiazem drip was started and transition to oral diltiazem. So, this is a lady with really multiple medical problems.
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Discharge Medications: The patient’s discharge medications included:

1. Ipratropium bromide/Atrovent 2.5 cc q.4h. via nebulizer.

2. Guaifenesin ER p.r.n.
3. Hydralazine 50 mg twice a day.

4. Diltiazem CD 120 mg daily.

5. Rosuvastatin 40 mg p.o. daily.

6. Oxybutynin ER 10 mg a day.

7. Mometasone formoterol, which is Dulera, two puffs twice a day.

8. Apixaban 5 mg twice a day, which is Eliquis.

9. Labetalol 50 mg twice a day.

10. Paroxetine 40 mg a day.

11. Famotidine 20 mg a day.

12. Plavix 75 mg a day.

13. Stool softener.

14. Quetiapine 100 mg at bedtime.

15. Levothyroxine 50 mcg daily.

16. Benzonatate 100 mg three times a day.

17. Calcium carbonate.

18. Tylenol.

19. Prednisone.
As the patient does not have any insurance, we have let her know that we are not going to bill later date to Medicare and that I am charging her $150 for visit as person with no insurance and that we will not be able to convert it to any other visit if she decides to bill Medicare or whatever. The patient understands plan of treatment. Multiple prescriptions given.
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