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DIPLOMATE OF THE AMERICAN BOARD OF
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    FAX (386) 672-6194


PATIENT:

Rowan, Jonas

DATE:

December 16, 2024

DATE OF BIRTH:
04/17/2000

CHIEF COMPLAINT: History of asthma.

HISTORY OF PRESENT ILLNESS: This is a 24-year-old male student of Embry-Riddle University. He has had a prior history of asthma with intermittent episodes of wheezing. The patient, however, has not had any new symptoms over the past year, but has applied for a position in the Air Force and he has been asked to get a pulmonary evaluation and a methacholine challenge test if indicated. The patient has no cough, wheezing, or shortness of breath. He does not use any inhalers presently. Denies any chest pains, nasal congestion, or sinus drainage.

PAST HISTORY: Past history has included history of asthmatic attacks since childhood. He denies any significant surgery.

ALLERGIES: MOLD and PETS.
HABITS: The patient does not smoke. Drinks alcohol rarely.

FAMILY HISTORY: Both parents in good health. No history of asthma in the family.

MEDICATIONS: None listed.

SYSTEM REVIEW: The patient denies fatigue or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. He has no hay fever. Denies eczema. Denies cough, wheezing, or shortness of breath. He has no abdominal pains or heartburn. No diarrhea or constipation. No chest or jaw pain. No calf muscle pain. No anxiety. No depression. Denies easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss.
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PHYSICAL EXAMINATION: General: This thinly built young white male is alert, in no acute distress. No pallor, cyanosis, icterus, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 128/70. Pulse 88. Respirations 20. Temperature 97.5. Weight 160 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and lung fields are essentially clear. 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.

IMPRESSION:
1. History of asthma.

2. Allergic rhinitis.

PLAN: The patient has been advised to get a complete PFT with bronchodilator study and a methacholine challenge test if the PFT is normal, also get a CBC, IgE level, and eosinophil count. A copy of his previous allergy testing will be requested. A followup visit to be arranged here in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Amy McCandless, NP

