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PATIENT:
Oenbrink, Cheryl

DATE OF BIRTH:
05/13/1960

DATE:
September 10, 2024

CHIEF COMPLAINT: Persistent cough for two months.

HISTORY OF PRESENT ILLNESS: This is a 64-year-old overweight female with a history of asthma and recurrent bronchitis as well as obstructive sleep apnea. She has had a persistent cough for the past two months, unresponsive to two courses of antibiotics and a course of prednisone. The patient also has been using Tessalon Perles for the cough without much relief. She went for a chest x-ray this past month and it was clear. The patient states she does not bring up much sputum. She denies any fevers, chills, or night sweats.

PAST MEDICAL HISTORY: The patient’s past history has included history of recurrent bronchitis and asthma, prior history of obstructive sleep apnea – on CPAP but not using it. She has had hypertension for over 15 years. She has restless legs syndrome.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, and hysterectomy as well as tonsillectomy remotely.

ALLERGIES: PERFUMES, CHEMICALS, and DUST.

HABITS: The patient does not smoke and drinks alcohol occasionally. She worked at a medical office and was housing veterans.
FAMILY HISTORY: Father died of mesothelioma. Mother died of breast cancer and dementia.

MEDICATIONS: Coreg 25 mg b.i.d., Isordil 30 mg b.i.d., Mirapex 1.5 mg b.i.d., Symbicort inhaler 160/4.5 mcg two puffs b.i.d., Ventolin two puffs p.r.n., and recently completed a course of prednisone.

SYSTEM REVIEW: The patient has fatigue. No weight loss. Denies double vision or cataracts. She has hearing loss. She has vertigo and hoarseness. She has urinary frequency and nighttime awakening. She has wheezing, cough, and shortness of breath. She has had nausea, heartburn, and diarrhea. Denies any abdominal pains.
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She has occasional chest pains. No calf muscle pains but has arm pains. She has no anxiety. No depression. She has easy bruising. She has joint pains and muscle stiffness. Denies seizures, but has headache. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a moderately obese middle-aged female, who is alert, in no acute distress. No clubbing, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 82. Respirations 20. Temperature 97.6. Weight 225 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears: No inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds and occasional scattered wheezes. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: Mild peripheral edema with decreased peripheral pulses. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic cough with reactive airways.
2. Obstructive sleep apnea.

3. Restless legs syndrome.

4. Hypertension.

5. Exogenous obesity.

PLAN: The patient has been advised to get a CT chest without contrast, complete pulmonary function study with lung volumes, and a CBC, IgE level, and total eosinophil count. She was advised to use Breztri inhaler 160 mcg two puffs twice a day and also advised to continue with prednisone 30 mg daily with taper over a two-week period. Continue with albuterol two puffs q.i.d. p.r.n. Followup visit to be arranged in three weeks at which time I will make an addendum. The patient was urged to use her CPAP mask nightly for sleep apnea. A followup will be arranged in three weeks.

Thank you for this consultation.
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JD/gf
D:
09/10/2024
T:
09/10/2024

cc:
Joseph Cook, M.D.
Family Practice Center

