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PATIENT:

Whisenhut, Joe
DATE:

May 1, 2024

DATE OF BIRTH:
07/01/1927
CHIEF COMPLAINT: Persistent cough and history of asthma.
HISTORY OF PRESENT ILLNESS: This is a 96-year-old male who has had a history for persistent coughing spells. He has been wheezing for over two months. The patient does use a nebulizer with albuterol solution and also is on Breo Ellipta one puff a day, but has had no significant relief over the past three to four weeks. He has cough, brings up whitish yellow mucus and he did go for a chest CT on 10/09/23, which showed patchy linear opacities in both lower lobes suggesting mild atelectasis or scarring and small pericardial effusion. The patient has had some weight loss. Denies fevers, chills, or night sweats.
PAST MEDICAL HISTORY: The patient’s past history has included history of multiple myeloma, history for chronic asthma and allergic rhinitis, has history of restless legs and depression. He has macular degeneration.
PAST SURGICAL HISTORY: Surgical history includes appendectomy, cholecystectomy, tonsillectomy, and cataract repair.
ALLERGIES: PEANUTS.
MEDICATIONS: Med list included levothyroxine 25 mcg daily, albuterol inhaler two puffs p.r.n., ropinirole 2 mg b.i.d., tamsulosin 0.4 mg daily and Breo Ellipta 100 mcg one puff a day.

HABITS: The patient smoked one pack per day for 11 years and quit many years ago. Alcohol use moderate daily.
FAMILY HISTORY: Father had prostate cancer. Mother died of heart disease. There is a history of diabetes in the family.
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SYSTEM REVIEW: The patient has had some weight loss and fatigue. He has had cataract repair and has macular degeneration. He has vertigo and hoarseness. He has shortness of breath, wheezing and cough. He has no abdominal pains, but has diarrhea and constipation. Denies chest or jaw pain, but has leg swelling. He has asthmatic symptoms and he has easy bruising. Denies joint pains or muscle aches. Denies seizures, headaches or memory loss. The patient has hearing loss.

PHYSICAL EXAMINATION: General: This elderly averagely built white male is alert, pale, but in no acute distress. There is no cyanosis or icterus. There is mild peripheral edema and no clubbing. Vital Signs: Blood pressure 130/80. Pulse 92. Respirations 20. Temperature 97.5. Weight 158 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Decreased excursions with wheezes bilaterally with prolonged expirations. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Reveal 1+ edema with decreased peripheral pulses. Neurological: Reflexes are brisk with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Asthma with chronic bronchitis.
2. COPD.
3. History of multiple myeloma.
4. Hypothyroidism.
5. Depression.
PLAN: The patient will be advised to get a CBC, IgE level, total eosinophil count and a complete pulmonary function study with lung volumes. He will continue with Breo Ellipta one puff daily and albuterol inhaler two puffs p.r.n. A followup visit to be arranged in approximately four weeks at which time I will make an addendum.
Thank you for this consultation.
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