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ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:
Zambrano, Olinda
DATE OF BIRTH:
07/11/1932
DATE:
March 24, 2023
Dear Humberto,
CHIEF COMPLAINT: Cough and history for asthma.

HISTORY OF PRESENT ILLNESS: This is a 90-year-old lady who has a history of asthma and wheezing has recently been admitted to the Advent Hospital with shortness of breath and exacerbation of chronic bronchitis. She does have a history of CHF, asthma, glaucoma, arthritis and hypertension. She is presently coughing up clear mucus, but apparently had dark phlegm three weeks ago and was placed on antibiotic coverage as well as on steroids and a chest x-ray was done on 03/05/23 which showed basilar atelectasis and mild pulmonary vascular congestion. The serology for influenza, COVID and RSV were negative. The patient was discharged satisfactorily after treatment of pneumonia and presently is not on oxygen and is using the albuterol inhaler on a p.r.n. basis.
PAST MEDICAL/SURGICAL HISTORY: Past history has included history of hypertension, glaucoma and history for CHF, hyperlipidemia, asthma, and chronic bronchitis. She also has arthritis and surgery also includes corneal transplant in the left and cataract extractions. The patient also has compression fracture of the thoracic vertebrae.

HABITS: The patient never smoked. No alcohol use.
ALLERGIES: No drug allergies listed.

FAMILY HISTORY: Mother died at the age 104. Father’s illness unknown.

MEDICATIONS: Medication list included Protonix 40 mg daily, albuterol inhaler two puffs p.r.n., amlodipine 2.5 mg daily, atorvastatin 40 mg daily, and prednisone eye drops.

SYSTEM REVIEW: The patient had gained weight. Denies any fevers or chills. She has fatigue and she has had no blurred vision. Denies vertigo or hoarseness. She has wheezing, cough, shortness of breath, and weight loss. No chest or jaw pain. No palpitations or leg swelling. She has no depression or anxiety. She has arthritis and muscle stiffness. Denies headache, seizures or memory loss. No skin rash.
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PHYSICAL EXAMINATION: This elderly averagely built Hispanic female, in no acute distress. Vital Signs: Blood pressure 138/70. Pulse 75. Respirations 16. Temperature 97.5. Weight 154 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Throat is clear. Nasal mucosa injected. Ears: No inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with occasional expiratory wheezes in the upper lung fields. No crackles on either side. Heart: Heart sounds are regular. S1 and S2 wit no murmur. No S3. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.
IMPRESSION:
1. Asthmatic bronchitis, resolved.

2. COPD.

3. History of hypertension.

4. Hyperlipidemia.

5. Glaucoma.

PLAN: The patient has been advised to get a CT of the chest without contrast and a complete pulmonary function study. She will also use a nebulizer with albuterol solution t.i.d. p.r.n. A nocturnal oxygen saturation study will be obtained to see if she qualifies for home oxygen. She will use albuterol inhaler two puffs t.i.d. p.r.n. and a followup visit to be arranged here in approximately four weeks.
Thank you for this consultation.

V. John D'Souza, M.D.
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