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:

Sledge, Mark

DATE:

March 5, 2024

DATE OF BIRTH:
05/22/1957

CHIEF COMPLAINT: Shortness of breath and history of asthma.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old male who has had a previous history of asthma. He has had recurrent exacerbations of his asthma over the past two to three months and also has been coughing up clear whitish mucus. The patient has wheezing and chest tightness. He denied any fevers, chills, or night sweats.

PAST HISTORY: The patient’s past history has included history of hypertension for more than five years. He also had a non-Hodgkin’s lymphoma treated. He has had a history of laparoscopic biopsy of the lymph node and colon resection. He denied history of pneumonia.

HABITS: The patient smoked one pack per day for 20 years and quit. He drinks beer daily.

ALLERGIES: MOLD and POLLEN.
MEDICATIONS: Med list included Symbicort 160/4.5 mcg two puffs b.i.d., Medrol Dosepak as directed, and omeprazole 40 mg ______.

FAMILY HISTORY: Father is alive and has a history of coronary artery disease. Mother is alive at age 83 and has no major medical problems.

SYSTEM REVIEW: The patient has no weight loss, fatigue, or fever. No cataracts or glaucoma. No vertigo, hoarseness, and nosebleeds. No urinary frequency or flank pains. He has shortness of breath, wheezing, and cough. He has no abdominal pains, rectal bleeding, or diarrhea. No chest or jaw pain or calf muscle pain. No anxiety or depression. No easy bruising.

PATIENT:

Sledge, Mark

DATE:

March 5, 2024

Page:
2

PHYSICAL EXAMINATION: General: This averagely built elderly white male is alert and pale, in no acute distress. Vital Signs: Blood pressure 136/70. Pulse 85. Respirations 16. Temperature 97.5. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement. Chest: Equal movements. Decreased excursions. Scattered wheezes in the upper chest. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. Abdomen: Soft and benign. No masses. Extremities: No edema or lesions. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthmatic bronchitis.

2. Non-Hodgkin’s lymphoma.

3. COPD.

PLAN: The patient has been advised to get a CT chest without contrast and complete PFT with bronchodilator study. Advised to use the Ventolin inhaler two puffs q.i.d. p.r.n. Followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
03/05/2024
T:
03/05/2024

cc:
James McDonnell, M.D.

