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ORMOND BEACH, FLORIDA 32174
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PATIENT:

Noel, Matthew

DATE:

July 19, 2024

DATE OF BIRTH:
12/24/1996

Dear Shelly:

Thank you, for sending Matthew Noel, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 27-year-old male who has had a persistent cough since over a year. He has previously been treated for asthma and allergic rhinitis. The patient has been on a Flovent HFA inhaler but does not use it on a regular basis. He does bring up a little foamy mucus and has postnasal drip. The patient’s recent chest x-ray was a year ago, which was showing no acute infiltrate. He has also been on montelukast and states his symptoms have worsened over the past month but denies any fevers, chills, night sweats, or sinusitis.

PAST MEDICAL HISTORY: The patient’s past history has included history for hypertension. He has also history of hyperlipidemia and he has chronic sinusitis.

HABITS: The patient does not smoke. Denies significant alcohol use. He works as a school custodian.

ALLERGIES: POLLEN, DUST, and CAT DANDER.

FAMILY HISTORY: Mother is in good health and has no history of asthma. Father has diabetes.

MEDICATIONS: Amlodipine 5 mg daily, montelukast 10 mg daily, and Ventolin inhaler two puffs p.r.n.

SYSTEM REVIEW: He denies weight loss, fatigue, or fever. No double vision or cataracts. He has hoarseness, postnasal drip, and wheezing with cough. Denies abdominal pains but has heartburn and nausea. Denies urinary frequency or flank pains. He has no depression or anxiety. No easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This well built young African American male who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 148/90. Pulse 88. Respiration 16. Temperature 97.6. Weight 210 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Nasal mucosa is injected. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezes in the upper chest with no crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign without masses. No organomegaly. Bowel sounds are active. Extremities: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Skin: No lesions noted.

IMPRESSION:
1. Asthma with chronic cough.

2. History of hypertension.

3. Allergic rhinitis and sinusitis.

4. Hyperlipidemia.

PLAN: The patient will get a chest x-ray PA, lateral and a complete pulmonary function study, a CBC, CMP, and IgE level. He was advised to use Symbicort 160/4.5 mcg two puffs twice daily. Continue with Ventolin HFA two puffs q.i.d. p.r.n. He was also advised to get a polysomnographic study since he has a history for snoring. A followup visit to be arranged here in approximately four weeks.

Thank you, for this consultation.
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D:
07/19/2024
T:
07/19/2024

cc:
Shelly Fradet, PA-C

