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    FAX (386) 672-6194


PATIENT:

Pylman, Linda

DATE:

July 22, 2024

DATE OF BIRTH:
08/07/1960

Dear Davonne:

Thank you, for sending Linda Pylman, for evaluation.

CHIEF COMPLAINT: History of COPD and obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old female who has a prior history of COPD and history of obstructive sleep apnea. She has been short of breath with activity. She has been on home oxygen at 2 liters nasal cannula. The patient has been using a nebulizer at home with albuterol solution. She has had occasional coughing spells and has wheezing and does use a nebulizer with DuoNeb solution three times a day as well as a Trelegy Ellipta inhaler. She also has a prior history of pneumonia.

PAST HISTORY: Other past history includes history for wrist surgery in June 2023, history of obstructive sleep apnea for five years, and history of bilateral pneumonia with respiratory failure requiring hospitalization. The patient has ADHD.

HABITS: The patient smoked one and half pack per day for 30 years, presently vapes. Denies significant alcohol intake. She works as a travel clerk.

ALLERGIES: LISINOPRIL.
FAMILY HISTORY: Mother died of cervical cancer. Father died of colon cancer.

MEDICATIONS: Amlodipine 10 mg daily, BuSpar 10 mg two tablets b.i.d., clonazepam 0.5 mg as needed, fluoxetine 20 mg daily, DuoNeb nebs t.i.d., loratadine 10 mg a day, losartan 50 mg daily, meloxicam 15 mg h.s., Trelegy Ellipta one puff daily, and nebulized albuterol solution t.i.d. p.r.n.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has cataracts. No glaucoma. She has hoarseness, wheezing, and shortness of breath. She has reflux symptoms and nausea. No diarrhea or constipation. Denies chest or jaw pain or calf muscle pains or palpitations.
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She has anxiety attacks. No easy bruising. She has joint pains and muscle aches. No seizures, but has numbness of the hands. No memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This averagely built middle-aged white female is alert, in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/75. Pulse 76. Respirations 18. Temperature 97.6. Weight 148 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive and equal. 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 diminished breath sounds at the bases and scattered wheezes in the upper chest. 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: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD and chronic bronchitis.

2. History of hypertension.

3. Bilateral pulmonary infiltrates.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a CT of the chest, nocturnal oxygen saturation test, and home oxygen at 2 liters. She will continue with the Trelegy Ellipta inhaler 100 mcg one puff a day. A polysomnographic study will be arranged. The patient will continue with O2 at 2 liters at night and p.r.n. daytime. Followup in about three weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
07/23/2024
T:
07/23/2024

cc:
Davonne Nelson, APRN

