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PATIENT:

Doe, Annette

DATE:

November 21, 2024

DATE OF BIRTH:

Dear Corretta:

Thank you, for sending Annette Doe, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old female who has a past history of COPD. She has been on home oxygen at 2 liters nasal cannula. The patient states she has shortness of breath with exertion and on 2 liters of oxygen she maintains O2 saturation over 95%. She has a cough and brings up whitish mucus. She denies any chest pains or hemoptysis. Denies recent weight loss. The patient does have a history of hypertension and chronic atrial fibrillation. She has had arthritis of her extremities. She has had previous knee replacement surgery. Most recent chest x-ray was done more than a year ago.

PAST MEDICAL HISTORY: The patient’s past history includes history for atrial fibrillation and history for bilateral knee replacement surgery. She has hypertension and diabetes mellitus. She also has had lumbar laminectomy x2 and cervical laminectomy. She also had cataract surgery with implants.

HABITS: The patient smoked under one pack per day for 12 years and then quit. No alcohol use. She is presently retired.

FAMILY HISTORY: Mother died of cancer. Father died of old age.

ALLERGIES: MORPHINE SULFATE.

MEDICATIONS: Metoprolol 100 mg daily, Breo 100 mcg one puff daily, Ozempic injection weekly 4 mg, montelukast 10 mg daily, Xarelto 20 mg daily, Protonix 40 mg daily, Lasix 20 mg every other day, clonidine 0.2 mg once a week patch. Combivent Respimat one puff q.6h., Lasix 20 mg every other day, gabapentin 600 mg t.i.d., allopurinol 100 mg daily, and atorvastatin 20 mg daily.
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SYSTEM REVIEW: The patient has fatigue and weight loss. She has no cataracts or glaucoma. She has urinary frequency and nighttime awakening. She has hay fever and also has shortness of breath and wheezing. Denies chest pain but has nausea and vomiting. Denies diarrhea or constipation. She has occasional chest pains and joint pains. No calf muscle pains, but has leg swelling. She has anxiety attacks. She has easy bruising. She has joint pains and muscle stiffness. She has no skin rash. No itching.

PHYSICAL EXAMINATION: General: This moderately overweight elderly female who is alert and pale but in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 72. Respiration 18. Temperature 97.6. Weight 211 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with occasional wheezes in the upper chest. No crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses.
IMPRESSION:
1. COPD and emphysema and chronic bronchitis.

2. History of DVT and pulmonary embolism.

3. Hypertension.

4. Diabetes mellitus.

5. Obstructive sleep apnea.

PLAN: The patient has been advised to get a CT scan of the chest and get a complete pulmonary function study. She will be using albuterol inhaler two puffs t.i.d. p.r.n. A followup visit here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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