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PATIENT:

Chang, Sabine

DATE:

April 17, 2023

DATE OF BIRTH:
06/13/1964

AGE:
58

CHIEF COMPLAINT: History of COPD, recurrent bronchitis and history for persistent asthma.

HISTORY OF PRESENT ILLNESS: This is a 58-year-old female CNA who has had recurrent episodes of bronchitis with asthma. She has been on various bronchodilators and inhaled steroids. The patient had a chest x-ray on 03/13/2023, which showed chronic interstitial changes and no acute abnormalities. She has been coughing up some whitish mucus. Denies chest pains, fevers, or chills. She has chronic back pain as well as shoulder pain due to torn rotator cuff. She also complains of some leg swelling.

PAST HISTORY: Past history includes history for coronary artery disease with stenting x5, history for tonsillectomy remotely, and history of appendectomy. She has had rotator cuff repair of the right shoulder. She had a previous history of mild strokes x2. The patient also has chronic dizziness.

HABITS: The patient smoked one pack per day for 40 years. No alcohol use.

MEDICATIONS: Med list included Plavix 75 mg daily, Lexapro 10 mg daily, gabapentin 300 mg h.s., tramadol 50 mg p.r.n., irbesartan 150 mg daily, Zetia 10 mg a day, Crestor 20 mg daily, Coreg 6.25 mg b.i.d., and Trelegy Ellipta 200 mcg one puff a day.

ALLERGIES: PENICILLIN.
FAMILY HISTORY: Mother is in good health. Father’s illness is unknown.

REVIEW OF SYSTEMS: The patient complains of fatigue. Denies glaucoma or cataracts. She has vertigo. Denies hoarseness, but has postnasal drip. She has no urinary frequency, burning, or flank pain. No hay fever or asthma. She has shortness of breath and coughing spells. She has reflux symptoms. No nausea or vomiting. No diarrhea. Denies chest or jaw pain. No calf muscle pain or palpitations. She has leg swelling, she has depression or anxiety. She has joint pains and muscle aches. Denies seizures, but has headaches and has had syncopal episodes.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white female is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 142/70. Pulse 60. Respirations 16. Temperature 97.6. Weight 227 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly Chest: Equal movements with scattered wheezes in the upper lung fields. No crackles on either side. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: Mild edema with diminished peripheral pulses. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Hypertension.

3. History of coronary artery disease.

4. Gastroesophageal reflux disease.

5. Chronic back pain.

PLAN: The patient has been advised to get a complete pulmonary function study with blood gas studies and a CT chest without contrast. We will start her on nebulized albuterol solution t.i.d. p.r.n. Continue with Trelegy 200 mcg one puff a day. A CBC, IgE level, and a complete metabolic profile to be done. A followup will be arranged in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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Dr. James Brown

