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PATIENT:

Hoy, Keri

DATE:

October 31, 2024

DATE OF BIRTH:
05/19/1961

Dear Erica:

Thank you, for sending Keri Hoy, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old female who has a prior history of asthma. She has been experiencing wheezing, cough, and upper airway symptoms with postnasal drip and has been on decongestant and albuterol inhaler. The patient has some shortness of breath with activity and also has sinus drainage with postnasal drip, but denies any night sweats or fevers. Recent CTA of the coronary arteries did not report any abnormal lung findings. The patient has had no recent chest x-ray done.

PAST MEDICAL HISTORY: The patient’s past history has included history of pneumonia and history of hypertension as well as hypothyroidism. She has a history of adrenal gland adenoma. She has chronic kidney disease. She had a myomectomy of the uterus and removal of a ganglion cyst of the left wrist. The patient has gastroesophageal reflux, chronic insomnia, secondary hyperparathyroidism, and degenerative arthritis.

ALLERGIES: DEPO-PROVERA MOTRIN, and TOPAMAX.

FAMILY HISTORY: Father died of heart disease. Mother died of lung cancer.

HABITS: The patient denies smoking but drinks alcohol occasionally.

MEDICATIONS: Levothyroxine 88 mcg daily, amiloride 5 mg daily, Coreg 6.25 mg b.i.d., rabeprazole 20 mg b.i.d., losartan 100 mg daily, venlafaxine 37.5 mg daily, pravastatin 40 mg daily, and albuterol inhaler two puffs p.r.n.

SYSTEM REVIEW: The patient has gained weight. Denies any fever or chills but had some fatigue. She has cataracts. She also has vertigo and hoarseness. She has shortness of breath with wheezing and cough. She has heartburn and nausea. Denies diarrhea or constipation. She has hay fever. She has no urinary frequency or flank pains. She denies chest or jaw pain or calf muscle pains. Denies anxiety. No depression. She has no easy bruising. She denies seizures but has headaches. She has no numbness of the extremities. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert and pale but in no acute distress. There is no cyanosis, icterus, or clubbing. Vital Signs: Blood pressure 130/80. Pulse 70. Respiration 16. Temperature 97.5. Weight 199 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. 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 scattered wheezes in the upper lung fields. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Reactive airways disease.

2. Allergic rhinitis.

3. Recurrent bronchitis.

4. Hypertension.

5. Hypothyroidism.

PLAN: The patient has been advised to get a complete PFT with bronchodilator study. Also get a chest x-ray PA lateral, CBC, IgE level, and total eosinophil count. She was advised to continue with albuterol inhaler two puffs q.i.d. p.r.n. as well as a decongestant. A followup visit to be arranged here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
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Erica O’Donnell, D.O.

