V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Lapidus, Brian

DATE:

February 22, 2024

DATE OF BIRTH:
07/30/1974

CHIEF COMPALINT: Cough and whitish mucus production.

HISTORY OF PRESENT ILLNESS: This is a 49-year-old male who has had a prior history of asthma and current bronchitis. He has had several episodes of severe asthmatic attacks over the past two months requiring emergency room visits. He also has been seen at the outpatient clinic and has taken two courses of antibiotic as well as tapering doses of steroids. The patient states that when he is off the steroids his symptoms return. He also has been coughing up some thick mucus but denied fever, chills, night sweats, or hemoptysis. The patient is on a Symbicort inhaler and he also uses a nebulizer with albuterol solution p.r.n.

PAST MEDICAL HISTORY: The patient’s past history is significant for Achilles tendon repair with rupture and history for hypertension for more than 10 years. He has had history for asthma.

ALLERGIES: DUST, POLLEN, DANDER, and RAGWEED.

HABITS: The patient smoked half a pack per day for 20 years and then quit. Alcohol use moderate. He works in an office.

FAMILY HISTORY: Both parents are alive. No history of asthma. Denies any medical illness.

MEDICATIONS: Symbicort 160/4.5 mcg two puffs b.i.d., montelukast 10 mg daily, completed a course of prednisone 60 mg a day for four days, and albuterol inhaler two puffs p.r.n.

SYSTEM REVIEW: The patient had no weight loss or fatigue. Denies glaucoma or cataracts. He has no vertigo, hoarseness, or nosebleeds. No urinary frequency or nighttime awakening. He has shortness of breath, wheezing, and cough. No abdominal pains or heartburn. No black stools or diarrhea. No chest or jaw pain. No calf muscle pains. No leg swelling. He has anxiety with depression. Denies easy bruising or enlarged glands. No joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built elderly male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 150/80. Pulse 85. Respiration 20. Temperature 97.8. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and breath sounds are diminished at the periphery. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3 gallop. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Asthmatic bronchitis.

2. Hypertension.

3. Allergic rhinitis.

PLAN: The patient has been advised to get a CT chest with contrast. Also advised to get a complete pulmonary function study. He was advised to get a CBC, IgE level, and total eosinophil count. He will be placed on Trelegy Ellipta 100 mcg one puff a day in place of Symbicort. Continue with nebulized albuterol solution t.i.d. p.r.n. and Ventolin HFA two puffs t.i.d. p.r.n. Follow up visit to be arranged here in four weeks.

Thank you, for this consultation.
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