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PATIENT:

Wells, Dylan

DATE:

November 4, 2024

DATE OF BIRTH:
03/25/1996

Dear Stephanie:

Thank you, for sending Dylan Wells, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 28-year-old overweight male who has been experiencing cough and wheezing for the past two years, has been using an albuterol inhaler on a p.r.n. basis as well as Tessalon Perles as needed. The patient is coughing up foamy white mucus and experiences chest tightness and wheezing and has had no significant relief with most of the inhalers or pills that he has used. He denies fevers, chills, or night sweats. He has had no reflux, nausea, or vomiting.

PAST HISTORY: The patient’s past history includes history for tonsillectomy, history for surgery on his ear on the right, history of chronic cough and wheezing.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke. Alcohol use occasional. He works for a TV operator and has a desk job.

FAMILY HISTORY: Mother and father, their medical condition unknown.

MEDICATIONS: Med list included AIRSUPRA two puffs q.i.d. p.r.n., Tessalon Perles 200 mg t.i.d. p.r.n., and an allergy pill.

SYSTEM REVIEW: The patient denies fever, fatigue, or weight loss. No double vision, cataracts, or glaucoma. No vertigo, but has some sore throat and hoarseness. He has wheezing, cough, and shortness of breath. He has reflux symptoms and occasional nausea. No diarrhea or constipation. No chest or jaw pain or palpitations. No anxiety. No depression. Denies easy bruising or enlarged glands. No joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is a moderately obese young white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 148/80. Pulse 76. Respirations 20. Temperature 97.6. Weight 297 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased breath sounds at the periphery. No definite wheeze or crackles. 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: Reveal 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 with reactive airways disease.

2. Chronic bronchitis.

3. Allergic rhinitis.

4. Possible obstructive sleep apnea.

5. Exogenous obesity.

PLAN: The patient has been advised to get a complete pulmonary function study. He also will get a chest x-ray PA lateral. He will continue with the AIRSUPRA two puffs p.r.n. A CBC and an IgE level were ordered. He is scheduled to have a polysomnographic study. The patient was placed on Zithromax 500 mg daily x5 days for an exacerbation of bronchitis and placed on prednisone 30 mg daily x1 week with taper in three weeks. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
11/04/2024
T:
11/04/2024

cc:
Stephanie Sanchez, APRN

