V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Wilkerson, Diane
DATE:



DATE OF BIRTH:
07/12/1951
CHIEF COMPLAINT:  History of asthma and chronic bronchitis.
HISTORY OF PRESENT ILLNESS:  This is a 71-year-old female who has a prior history of asthma, has had episodes of wheezing and shortness of breath.  The patient also has cough and has been on bronchodilators including Symbicort inhaler two puffs twice a day.  She denies any chest pains and denied fevers or night sweats.  She has had no recent chest x-rays.  The patient also uses albuterol inhaler on a p.r.n. basis.
PAST HISTORY:  The patient’s past history has included history for spinal cavernous angioma that was resected and history for hysterectomy.  She also has had long-standing history of asthma and has hypothyroidism.  The patient had a right knee replacement on 04/28/23.

MEDICATIONS:  Med list included Symbicort 160/4.5 mcg two puffs b.i.d. and Synthroid 100 mcg daily.

ALLERGIES:  To PERFUMES and CHEMICALS, but no known drug allergies.
HABITS:  The patient does not smoke, but she was exposed to secondhand smoke for over 18 years during her childhood.  No significant alcohol use.

FAMILY HISTORY:  Father died of unknown causes.  Mother died of pulmonary embolism and seizures.
SYSTEM REVIEW:  The patient complains of wheezing, shortness of breath, and occasional cough.  She denies abdominal pains, nausea, or heartburn.  She denies diarrhea. She has no chest or jaw pain, but has leg swelling. She has no depression or anxiety.  She has vertigo.  She denies any blurry vision.  She has no easy bruising or enlarged glands.  She does have joint pains and muscle stiffness.  She has no headaches, seizures, or memory loss and denies any skin rash, no itching.
PATIENT:

Wilkerson, Diane

DATE:



Page:
2

PHYSICAL EXAMINATION:   General:  This moderately overweight elderly white female is alert, no acute distress.  No pallor, cyanosis, clubbing, or peripheral edema.  Blood pressure 120/70.  Pulse 75.  Respirations 16.  Temperature 97.2.  Weight 212 pounds.  Saturation 93% on room air.  HEENT:  Normocephalic.  Pupils are reactive and equal.  Sclerae are clear.  Tongue is moist.  Throat is clear.  Ears, no inflammation.  Neck:  Supple.  No venous distention.  No thyromegaly.  Chest:  Equal movements with diminished excursions and there are scattered wheezes in the upper lung fields.  Heart:  The heart sounds are regular.  S1 and S2 with no murmur.  No S3 gallop.  Abdomen:  Soft and obese without masses.  No organomegaly.  The bowel sounds are active.  Extremities: Mild peripheral edema with mild varicosities.  No calf tenderness.  Reflexes are 1+ with no gross motor deficits.  Cranial nerves are grossly intact.  Skin:  No lesions observed.
IMPRESSION:

1. Asthma with chronic bronchitis.

2. Hypothyroidism.

3. Allergic rhinitis.
PLAN:  The patient has been advised to get a CT of the chest as well as a complete pulmonary function study with bronchodilator studies, CBC, IgE level and a complete metabolic profile.  She was placed on Breztri 160 mcg two puffs twice a day and use an albuterol inhaler two puffs t.i.d. p.r.n.  Followup visit to be arranged here in approximately four weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
05/13/2023
T:
05/13/2023
cc:
Brittany Newton, M.D.
