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:

Sukantawanich, Artidtaya

DATE:

May 6, 2025

DATE OF BIRTH:
09/03/1951

Dear Richard:

Thank you for sending Artidtaya Sukantawanich.

CHIEF COMPLAINT: Persistent cough.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old Thai female who has been experiencing persistent cough and bronchitis. She has been on various antibiotics and two courses of steroids with no significant relief. The patient brings up little clear mucus, but denied chest pains. She has no fevers, chills, or night sweats. No hemoptysis. The patient had a chest CT on 04/28/25 and it showed a stable 6 mm nodule in the left lower lobe and a small clustered patchy opacity in the inferior right upper lobe with some endobronchial opacification suggestive of infectious etiology. The patient has been functional. She denies any significant wheezing or chest pain.

PAST HISTORY: The patient’s past history includes history of recurrent bronchitis and history of macular degeneration, but denies history of hypertension or diabetes. No history of pneumonia.

ALLERGIES: None listed.

HABITS: The patient denies smoking. No significant alcohol use.

FAMILY HISTORY: Mother died of a strokes and high blood pressure. Father died of CHF.

MEDICATIONS: No prescription medications.

SYSTEM REVIEW: The patient has had no weight loss, fever, or fatigue. She has cataracts. No glaucoma. She has no vertigo, hoarseness, or nosebleeds. No urinary frequency, dysuria, or flank pains. She has no hay fever. She has coughing spells. Denies shortness of breath or wheezing.
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She has no abdominal pains, nausea, or vomiting. No rectal bleed. No diarrhea. She has no chest or jaw pain, arm pain, or calf muscle pain. No palpitations. She has no anxiety. No depression. She has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is an averagely built elderly female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 85. Respirations 20. Temperature 97.6. Weight 128 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and occasional scattered wheezes in the upper chest. 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. No 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 airway disease.

2. History of macular degeneration.

PLAN: The patient will get a complete pulmonary function study. She was advised to give sputum for AFB stain and cultures. A CBC, IgE level, and CMP were ordered. The patient was advised to use Tessalon Perles 100 mg t.i.d. p.r.n. A 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.

JD/HK/NY
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cc:
Richard Potts, M.D.

