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PATIENT:

Gildred, Janet

DATE:

September 29, 2023

DATE OF BIRTH:
01/10/1958

Dear Jonathan:

Thank you, for sending Janet Gildred, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female who has had persistent cough and episodes of bronchitis. She was treated earlier this month. She has had some chest tightness and attacks of anxiety associated with coughing spells. The patient also gets short of breath and states that she cannot take deep breaths and has had no significant relief with use of the albuterol inhaler. The patient denies any fever, chills but has some nasal congestion and postnasal drip.

PAST HISTORY: The patient’s past history has included history for bronchitis. She has been treated for migraines. She also has had panic attacks and anxiety for which she takes clonazepam 1 mg t.i.d. as needed. Denies prior history of surgery.

ALLERGIES: AMOXICILLIN.
HABITS: The patient denies history of smoking. No alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother is alive at age 95, but has dementia.

MEDICATIONS: Clonazepam 1 mg t.i.d. p.r.n., Trintellix 2.5 mg daily, and sumatriptan one p.r.n.

REVIEW OF SYSTEMS: The patient had some weight loss. She denies glaucoma, but has cataracts. She has no vertigo, hoarseness, or nosebleeds. She has urinary frequency and nighttime awakening. She has cough, wheezing, and chest tightness. Denies abdominal pains, nausea, reflux, or diarrhea. She has no jaw pain, chest pains, palpitations, or leg swelling. She has anxiety attacks and depression. She has no easy bruising. Denies joint pains or muscle aches. Denies seizures, but has headaches. No memory loss.
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PHYSICAL EXAMINATION: General: This thinly built middle-aged white female is alert, apparently anxious, but no distress. Vital Signs: Blood pressure 110/60. Pulse 82. Respirations 16. Temperature 97.5. Weight 116 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. No lymphadenopathy. Chest: Equal movements with scattered wheezes throughout both lung fields. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic cough with reactive airways disease.

2. Anxiety disorder.

3. Depression.

4. History of migraines.

PLAN: The patient has been advised to get a CT chest with contrast and a CBC, CMP, IgE level and a total eosinophil count. A complete PFT with bronchodilator study was ordered. She will use a Ventolin HFA inhaler two puffs p.r.n. and was advised continue with Klonopin as needed, come for a followup visit here in approximately three weeks. I will keep you abreast of any new findings.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Jonathan Screnock, M.D.

