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PATIENT:

Logan, Diane

DATE:

February 2, 2024

DATE OF BIRTH:

CHIEF COMPLAINT: Shortness of breath for over two years.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old female who has a history of shortness of breath for over three years. She has had a chest x-ray, which apparently showed changes of COPD. The patient has been a prior smoker, but she denies significant cough or wheezing but has shortness of breath with activity.

PAST MEDICAL HISTORY: The patient’s past history has included hyperlipidemia and history of gastroesophageal reflux. She also has supraventricular tachycardia and prior history of non-Hodgkin's lymphoma. The patient also had lump removed from her left breast and a cyst removed from the left side of her head.

MEDICATIONS: Meloxicam 15 mg h.s., esomeprazole 20 mg daily, Lasix 20 mg daily, and atorvastatin 40 mg daily.

HABITS: The patient smoked one pack per day for 20 years and quit. She does not drink alcohol.

ALLERGIES: PENICILLIN and CODEINE.

FAMILY HISTORY: Father died of heart disease. Mother had dementia.

SYSTEM REVIEW: The patient has had some fatigue and weight loss. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency or dysuria. She has shortness of breath and wheezing. No abdominal pains, but has heartburn. She has jaw pain, chest pain, calf muscle pain, anxiety, and depression. She has joint pains and muscle aches. She has headaches and memory loss.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert in no acute distress. No pallor, icterus, cyanosis, clubbing, or leg edema. Vital Signs: Blood pressure 135/70. Pulse 80. Respiration 16. Temperature 97.6. Weight 135 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with occasional wheezes throughout both lung fields and prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Dyspnea with history of COPD.

2. Hyperlipidemia and hypertension.

PLAN: The patient will be sent for a CT test and a complete PFT. She was given a CBC, alpha-1 antitrypsin level, and IgE level. She was placed on Ventolin HFA two puffs q.i.d. p.r.n. Follow up visit to be arranged in four weeks.

Thank you, for this consultation.
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