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DATE OF BIRTH:
06/08/2000
Dear Amy:

Thank you for sending, Stephanie Ferris, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 23-year-old female with a past history of asthma has been coughing and bringing up thick mucus and has a tickle in her throat. The patient sometimes brings up yellowish mucus and she has wheezing, chest tightness and shortness of breath with exertion. The patient previously was treated with Zithromax and has been on inhaled bronchodilators including Trelegy Ellipta, but now these have helped. The patient has had no chest x-ray or PFT.
PAST HISTORY: The patient’s past history is not significant for any surgery, but she has had asthmatic attacks and bronchitis.
HABITS: The patient denies smoking, but has vaped for three years and mostly vaped nicotine. Denies significant alcohol intake.
FAMILY HISTORY: Both parents are alive and in good health. Mother has a history of asthma.
ALLERGIES: None listed.
MEDICATIONS: Flovent HFA 44 mcg two puffs b.i.d., recently finished a course of prednisone with a Z-PAK and also on Trelegy Ellipta 200 mcg one puff a day and albuterol HFA two puffs p.r.n.
SYSTEM REVIEW: The patient has had fatigue and some weight loss. She has no glaucoma. Denies vertigo, but has hoarseness and postnasal drip. She has wheezing and coughing spells. She does have some nausea but no vomiting. No reflux. Denies urinary symptoms, frequency or dysuria. She has chest pains and back pains. Denies leg swelling. She has anxiety attacks. She has joint pains and muscle stiffness. She has no headaches, numbness of the extremities or memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This is averagely built white female who is alert, in no acute distress. No pallor, icterus, or cyanosis. No peripheral edema or lymphadenopathy. Vital Signs: Blood pressure 110/60. Pulse 62. Respirations 20. Temperature 97.5. Weight 140 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Occasional wheezes in the upper lung fields, no crackles. Heart: Heart sounds are regular. S1 and S2. No S3. 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. Asthma with recurrent bronchitis.

2. Allergic rhinitis.
PLAN: The patient was advised to get a CT chest with contrast and also get a complete pulmonary function study with bronchodilator studies. She will continue with Trelegy Ellipta one puff daily, albuterol inhaler two puffs p.r.n. and also placed on Ceftin 500 mg b.i.d. for 7 days for exacerbation of bronchitis. A followup visit to be arranged in approximately four weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.
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