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PATIENT:

Rountree, Sunnyie

DATE:

June 11, 2024

DATE OF BIRTH:
______

CHIEF COMPLAINT: Asthma.

HISTORY OF PRESENT ILLNESS: This is a 47-year-old female who has a history of asthma, has been on Advair Diskus on and off over the past four years. The patient also has degenerative hip arthritis and has been scheduled for surgery on the hip and needs pulmonary clearance. At the present time, the patient denies any cough or wheezing, but has some shortness of breath with activity. Denies any chest pains, but has some sinus drainage and postnasal drip.

PAST MEDICAL HISTORY: The patient’s past history is significant for asthma for over three years, history of breast augmentation surgery, and a history of C-section x2.

ALLERGIES: The patient has no significant drug allergies.

MEDICATIONS: Med list included fluticasone/salmeterol 250/50 mcg one puff b.i.d. and albuterol inhaler two puffs p.r.n.

FAMILY HISTORY: The patient’s father died of stomach cancer. Mother is alive, in good health and has arthritis.

HABITS: The patient smoked half a pack per day for five years and then quit. Alcohol use moderate weekly.

REVIEW OF SYSTEMS: The patient denies weight loss, fatigue, or fever. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. She has no urinary frequency or flank pains. She has asthma, wheezing, shortness of breath, and cough. She has no abdominal pains, nausea, heartburn, or diarrhea. No chest or jaw pain. No calf muscle pains. No palpitations or leg swelling. She has no depression or anxiety. She has no easy bruising. No joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This is an averagely built middle-aged female who is alert, in no acute distress. Vital Signs: Blood pressure 116/70. Pulse 92. Respirations 16. Temperature 97.5. Weight 132 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. 
Chest: Equal movements with decreased excursions and scattered wheezes bilaterally with prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Revealed no edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Degenerative arthritis.

3. Allergic rhinitis.

4. COPD and chronic bronchitis.

PLAN: The patient has been advised to quit cigarette smoking. She will use a nicotine patch daily. She was advised to refrain from being exposed to crowded areas and wear a mask during any functions. She will use the Symbicort inhaler 160/4.5 mcg two puffs twice a day. Also, advised to get a chest x-ray, a CBC, and an IgE level and a followup visit after that is completed.

Thank you for this consultation.

V. John D'Souza, M.D.
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