V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE
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ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Bohannon, Terri
DATE:

April 18, 2024

DATE OF BIRTH:
07/02/1964

CHIEF COMPLAINT: Shortness of breath and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old white female who has had a history of persistent cough and wheezing. She has a prior history of asthma. The patient has been using a nebulizer with DuoNeb solution as needed. She has periodically been treated with prednisone to control her symptoms of wheezing and cough. A most recent episode of bronchitis was a month ago. She is weaning off prednisone and does complain of shortness of breath with exertion. She does not have chest pain. She presently coughs up very little mucus.

PAST MEDICAL HISTORY: The patient’s past history has included history of diabetes mellitus, history of a fall while at work at a power plant in 1989 at which time she is suffered severe injuries to the legs and knee requiring extensive surgery on the leg. She has been disabled since then. She also had a fractured arm and has had several knee surgeries. She has had history of asthma since childhood. There is a history of C-section in 1995. She also had fractured arms in 1970. The patient has depression and has peripheral neuropathy. The patient had an appendectomy in 1982.

ALLERGIES: WALNUTS and BEES. She has allergies to RED DYE and IODINE.
HABITS: The patient had a history for smoking for over 25 years and quit more than a year ago. Denies significant alcohol intake.

FAMILY HISTORY: Father had history of strokes. Mother died of brain cancer. Her sister had a history of ovarian cancer and throat cancer.

MEDICATIONS: DuoNeb nebs t.i.d., duloxetine 30 mg b.i.d., buprenorphine 8 mg b.i.d., gabapentin 300 mg t.i.d., and meloxicam 7.5 mg a day.
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SYSTEM REVIEW: The patient has shortness of breath, wheezing, and cough. She has epigastric distress. No nausea, vomiting, or abdominal pain. She has no chest or jaw pain or palpitations. No leg edema. She has anxiety with depression. She has joint pains and muscle stiffness. She has no seizures, headaches, or numbness of the extremities. Denies urinary frequency or flank pains. She has glaucoma. Denies vertigo, hoarseness, or nosebleeds.

PHYSICAL EXAMINATION: General: This obese middle-aged white female who is alert, in no acute distress. No pallor, cyanosis, or clubbing. No peripheral edema. Vital Signs: Blood pressure 134/80. Pulse 72. Respiration 16. Temperature 97.6. Weight 202 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and scattered wheezes throughout both 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: Varicosities and minimal edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions are noted.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Allergic rhinitis.

3. Degenerative arthritis.

4. Depression.

5. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a complete pulmonary function study, CBC, IgE level, and eosinophil count. Also advised to get a polysomnographic study. She was placed on Ventolin two puffs q.i.d. p.r.n. Follow up visit to be arranged here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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