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INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A
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PATIENT:

Little, Brandon

DATE:

June 13, 2024

DATE OF BIRTH:
06/11/1984

Dear Erica:

Thank you, for sending Brandon Little, for pulmonary evaluation.

CHIEF COMPLAINT: Shortness of breath and chest tightness.

HISTORY OF PRESENT ILLNESS: This is a 40-year-old male who has been experiencing chest tightness and wheezing. He has a prior history of asthma but has only been on rescue inhaler as needed. The patient has had no recent respiratory infection. He does have a past history of smoking for over 20 years about six cigarettes per day and now has transitioned to e-cigarettes. He denies any sputum production but has some postnasal drip. Denied chest pain, nausea, or reflux.

PAST MEDICAL HISTORY: The patient’s past history has included history of hyperlipidemia and history for asthma. The patient has no history of hypertension or diabetes.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father had abdominal problems. Mother is in good health.

MEDICATIONS: Albuterol inhaler two puffs p.r.n. and recently started on a statin drug.

SYSTEM REVIEW: The patient has no fatigue or weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. He has wheezing, shortness of breath, occasional cough, and hay fever. He has no abdominal pains, nausea, reflux, or diarrhea. There is no chest or jaw pain or leg swelling. No depression or anxiety. He has no easy bruising. He has muscle stiffness and some joint pains. He has occasional headaches and numbness of the extremities. No skin. No itching.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged male who is alert in no acute distress. No pallor, icterus, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 120/60. Pulse 76. Respiration 20. Temperature 97.8. Weight 158 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Nasal mucosa is edematous. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and lung fields were essentially clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and scaphoid. No mass. No organomegaly. Bowel sounds are active. Extremities: 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. Reactive airways disease with chronic dyspnea.

2. Allergic rhinitis.

3. Probable obstructive sleep apnea.

4. Hyperlipidemia.

PLAN: The patient has been advised to get complete pulmonary function study, CT chest, and he has a history of smoking. He will also get a CBC, IgE level, total eosinophil count, and BMP. He was advised to discontinue e-cigarettes and use a nicotine patch. He will continue using Ventolin two puffs as needed for shortness of breath till his other results are available. A followup visit to be arranged here in four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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