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PATIENT:

Trigg, Freda
DATE:

February 16, 2024

DATE OF BIRTH:
04/12/1947
CHIEF COMPLAINTS: Persistent cough for the past 2 to 3 years and shortness of breath.
HISTORY OF PRESENT ILLNESS: This is a 76-year-old female with a history of hypertension, hyperlipidemia, and depression has been previously treated for COVID-19 pneumonia approximately three years ago. The patient states that since then she has had coughing spells and has had chest x-rays, which showed no active infiltrates. She does not bring up mucus sputum. Denies fevers or chills and has no chest pains or abdominal pains and no nausea vomiting or aspiration. She has been overweight.
The patient’s most recent chest x-ray done on 02/13/24, showed no acute abnormalities.
PAST HISTORY: The patient’s past history has included history of hypertension, previous history for hyperlipidemia and pneumonia and history for atrial fibrillation with cardiac ablation in 1992. The patient also had cholecystectomy in 2013, and bilateral mastectomy for breast cancer in July 2013. She has had lumbar disc surgery and right knee replacement.
HABITS: The patient smoked one-pack per day for 25 years and quit in 1986. No alcohol use. Presently retired.
FAMILY HISTORY: Father died of unknown causes. Mother died of competitions of surgery. Father had a history of black lung disease.
ALLERGIES: CODEINE.
MEDICATIONS: Valsartan 160 mg b.i.d., Crestor 20 mg daily, sertraline 50 mg daily and zolpidem 10 mg h.s.
SYSTEM REVIEW: The patient had no weight loss. Denies fatigue or fever. No double vision or cataracts. No vertigo or hoarseness. She has no urinary frequency or flank pains. Denies any wheezing, but has coughing spells. She has no abdominal pains, rectal bleed or diarrhea. No chest or jaw pain. No calf muscle pains. She has depression. No easy bruising. She has joint pains and muscle stiffness. Denies seizures, headaches or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is elderly obese white female who is alert, in no acute distress. No pallor, cyanosis, or clubbing, but has mild leg edema. Vital Signs: Blood pressure 130/70. Pulse 92. Respirations 20. Temperature 97.5. Weight 196 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Distant breath sounds with scattered wheezes in the upper lung fields, prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Minimal edema. Mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Chronic cough with reactive airways disease.
2. Hypertension.
3. Depression.
4. Hyperlipidemia.

5. Atrial fibrillation chronic.
PLAN: The patient has been advised to get a low dose CAT scan of the chest and a complete pulmonary function study with bronchodilator studies CBC and IgE level. She will use albuterol inhaler two puffs t.i.d. p.r.n. and will continue with and hypertensive medications and come for a followup visit approximately four weeks.
Thank you for this consultation.
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