V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Wagner, William

DATE:

September 19, 2024

DATE OF BIRTH:
03/09/1965

Dear Kirsten:

Thank you, for sending William Wagner, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old male who had an episode of COVID-19 infection in November 2022. He had a persistent cough for over four months after his first bout of COVID. The patient had a chest x-ray in November 2022, which was clear. He had no specific therapy given. He also had another episode of bronchitis about six weeks ago but had no COVID testing done. There is no recent chest x-ray or CT chest. The patient denies hemoptysis, fevers, chills, or night sweats. He has not lost any weight. Denies nausea, vomiting, reflux, or aspiration. The patient’s cough is mostly resolved. He had a complete cardiac evaluation done recently, which was unremarkable for coronary artery disease.

PAST MEDICAL HISTORY: The patient’s past history has included COVID-19 infection in October 2022. No history of surgery. Denies history of hypertension. No history of diabetes or heart disease.

HABITS: The patient denies smoking. He drinks alcohol moderately. He worked in sales and presently retired.

FAMILY HISTORY: Father alive at age 95. Mother died of heart disease at age 63. Father had a history of asthma.
ALLERGIES: No drug allergies are listed.

SYSTEM REVIEW: The patient has no fatigue, fever, or weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. He has no urinary frequency or flank pain. He has shortness of breath and coughing spells. No heartburn, rectal bleeding, or diarrhea. No chest or jaw pain but has some arm pains. No calf muscle pains or palpitation. No depression or anxiety. Denies easy bruising. He has joint pains, muscle aches, and stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is well built middle-aged white male who is alert and pale, but in no acute distress. There is no cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 106/60. Pulse 62. Respiration 20. Temperature 97.6. Weight 184 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and there are wheezes scattered but no crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic cough and reactive airways.

2. History of COVID-19 infection.

3. Possible interstitial lung disease.

PLAN: The patient has been advised to get a CBC, IgE level, total eosinophil count, and a BMP. He was advised to get a complete pulmonary function study with bronchodilators. Also get a CT chest without contrast. He will use a Ventolin HFA inhaler two puffs t.i.d. p.r.n. Followup visit to be arranged here in approximately four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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