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PATIENT:

Cruit, Jessica

DATE:

June 2, 2023

DATE OF BIRTH:
07/14/1981

CHIEF COMPLAINT: Cough with recurrent bronchitis.

HISTORY OF PRESENT ILLNESS: This is a 47-year-old female who has had a history of asthma since childhood. She has had recurrent bronchitis, persistent symptoms of wheezing and cough. The patient was treated with periodic courses of antibiotics and steroids over the past four years but has only been on cough syrup and not on any bronchodilators. She has some nasal congestion and postnasal drip but denied fevers, chills, or night sweats. A most recent chest x-ray was seven months ago, which showed no active infiltrates.

PAST MEDICAL HISTORY: The patient’s past history includes history of tonsillectomy in 1992, bilateral hernia repairs in 1981, appendectomy in 2009, uterine myomectomy in 2019, and C-section in 2020. She also had a COVID-19 infection in 2022 and phenomena in 1992, 2003, 2014, and 2019. The patient also has had strep throat.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke. No alcohol use. She works as a software engineer.

FAMILY HISTORY: The patient’s father had a history of heart disease. Mother had pneumonia and cancer of the ovary.

MEDICATIONS: Prilosec 20 mg daily and sumatriptan 100 mg p.r.n. for headaches.

SYSTEM REVIEW: The patient has fatigue. She has postnasal drip, shortness of breath, wheezing, and cough. She has abdominal pains, nausea, and heartburn. She has sore throat, vertigo, and hoarseness. She has joint pains and muscle stiffness. She denies seizures but has headaches. She also has palpitations. Denies anxiety or depression. Denies urinary symptoms or flank pains. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert and pale, in no acute distress. Vital Signs: Blood pressure 110/60. Pulse 84. Respiration 20 Temperature 97.2. Weight 136ounds. Saturation 99. HEENT: Head is normocephalic. Pupils are reactive. Nasal mucosa is injected. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased breath sounds at the bases and scattered expiratory wheezes in the upper lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and scaphoid without masses. No organomegaly. Bowel sounds are active. Extremities: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+. There were no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Recurrent bronchitis with history of reactive airways.

2. Allergic rhinitis.

3. History of migraine.

PLAN: The patient has been advised to get a complete pulmonary function study with bronchodilator studies and a CT of the chest. She also gets a CBC, IgE level, and complete metabolic profile. She was placed on Ventolin HFA two puffs q.i.d. p.r.n. She will be a candidate for long acting bronchodilator with an inhaled steroid once her PFTs are completed.

Thank you, for this consultation.
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