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PATIENT:

Seward, Petra

DATE:

January 16, 2024

DATE OF BIRTH:
07/14/1970

CHIEF COMPLAINT: History of asthma.

HISTORY OF PRESENT ILLNESS: This is a 53-year-old female with a long-standing history of asthma. She has been previously evaluated by pulmonologist and has been on inhaled bronchodilators including Trelegy 100 mcg one puff a day. The patient also has restless legs syndrome and reflux disease. She states that she has had episodes of apnea but never had a sleep study done. She has gained weight. She has nasal congestion with postnasal drip. Denies any chest pains or abdominal pains. She complains of cough and wheezing.

PAST MEDICAL HISTORY: The patient’s past history has included history of hysterectomy, cholecystectomy, and lumbar discectomy at L3-L5 and S1. She also had jaw reconstruction at a young age. She had C-sections x2 as well as abdominoplasty. The patient has no hypertension but has hypothyroidism.

HABITS: The patient does not smoke cigarettes, but she has smoked marijuana since more than 10 years. She does not drink alcohol. She works as a property manager.

FAMILY HISTORY: Both parents in good health. No history of asthma in the family.

ALLERGIES: CIPRO, PENICILLIN, and MORPHINE SULFATE.

MEDICATIONS: Advair Diskus 100/50 mcg one puff b.i.d., albuterol two puffs p.r.n., Synthroid 50 mcg a day, finasteride 2 mg daily, and Lyrica 100 mg daily.

SYSTEM REVIEW: The patient has had fatigue. She has wheezing, postnasal drip, cough, and sputum. She has fibromyalgia and muscle aches. She has depression and anxiety. She has restless legs, neuropathy with foot drop and chronic back pain due to disc disease. She also has some leg edema.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white female who is alert and pale but in no acute distress. No pallor, cyanosis, icterus, or lymphadenopathy. Vital Signs: Blood pressure 130/70. Pulse 84. Respiration 20. Temperature 97.5. Weight 145 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and scattered wheezes in the upper lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. 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. Asthma with recurrent bronchitis.

2. Anxiety disorder.

3. Restless leg syndrome.

4. Hypothyroidism.

5. Rule out obstructive sleep apnea.

PLAN: The patient has been advised to get a complete pulmonary function study and a chest CT with contrast. She will also get a CBC, IgE level, total eosinophil count, and alpha-1 antitrypsin genotype. She was advised to quit smoking marijuana. She will continue with albuterol inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged in four weeks. A polysomnogram will be arranged at a later date.

Thank you, for this consultation.

V. John D'Souza, M.D.
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