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PATIENT:

Boner, Alan
DATE: 

September 16, 2024

DATE OF BIRTH:
03/15/1955
Dear David:

Thank you, for sending Alan Boner, for pulmonary evaluation.
HISTORY OF PRESENT ILLNESS: This is a 69-year-old male who has been experiencing shortness of breath on and off for the past four to five years. He has not been able to exercise nor go for a walk. The patient has not received any benefit from the use of albuterol inhaler and he was recently seen for chest pains and had a cardiac catheterization done. The patient also has chronic back pain and has degenerative disc disease. The patient has no fever, chills, night sweats or recent weight loss.
The patient is a 69-year-old male who has been experiencing shortness of breath for five years, has been tried intermittently on inhalers without much relief. He has history of coronary artery disease, which was evaluated with a coronary angiogram and had angioplasties done. He also has history for chronic back pain and had a myelogram. The patient has hyperlipidemia.
PAST HISTORY: The patient’s past history has included history for right and left shoulder repairs for rotator cuff and history of cholecystectomy. He has had lumbar disc surgery and right knee surgery as well.
Past history includes shoulder repair and rotator cuff repair right more than left, has history for cholecystectomy and history of lumbar disc surgery. No history of diabetes, but has hypertension.
HABITS: The patient does not smoke. He has infrequent alcohol use. He works as a salesman. His mother died at an elderly age.
ALLERGIES: DUST and OAK.
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SYSTEM REVIEW: The patient has shortness of breath and fatigue. No hemoptysis, but he did have some earlier in the week. No weight loss, fevers or chills. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. He has had hay fever and asthmatic symptoms. He has joint pains and muscle stiffness. No headaches, seizures, or memory loss. No skin rash. No itching. He has no chest or jaw pain or calf muscle pains.
PHYSICAL EXAMINATION: General: This is an elderly, averagely built male who is alert, pale, in no acute distress. No pallor, cyanosis or icterus, but has leg edema. Vital Signs: Blood pressure 137/80. Pulse 95. Respirations 20. Temperature 97.5. Weight 162 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions. Heart: S1 and S2 are normal. There is no gallop or murmur. Abdomen: Demonstrated no mass lesions or tenderness. Bowel sounds are active. No organomegaly. Extremities: Mild varicosities. Minimal edema. Neurologic: Reflexes are 1+.
IMPRESSION:
1. Chronic dyspnea, etiology to be determined.
2. Coronary artery disease.
3. Hypertension.

4. Hyperlipidemia.
PLAN: The patient has been advised to continue with the albuterol inhaler two puffs t.i.d. p.r.n. He will get a ventilation/perfusion lung scan to rule out pulmonary emboli and a complete pulmonary function test, CBC and an IgE level and he will use the albuterol inhaler as needed. Followup to be arranged in four weeks.
Thank you for this consultation.
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