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:

Mills, Tyson

DATE:

July 21, 2025

DATE OF BIRTH:
11/17/2003

Dear Tina:

Thank you, for sending Tyson Mills, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 21-year-old male who has been experiencing recurrent episodes of bronchitis. He has been coughing up a lot of thick whitish yellow mucus and has been treated with two courses of antibiotics over the past two months. The patient was told he had pneumonia and had a chest x-ray on 07/08/25, which showed bilateral pulmonary infiltrates more on the left side. There was suggestion of viral or atypical pneumonia. The patient denies any fevers, chills, night sweats, hemoptysis, or weight loss. He is experiencing some wheezing, chest tightness, postnasal drip, nasal congestion, and allergies. He also has some pain in the upper chest on the left side on taking deep breaths.

PAST HISTORY: The patient’s past history includes history for recurrent bronchitis, wheezing, and history for pneumonia. He had tonsillectomy in 2012 and ear tubes for otitis placed in 2018. He also has been treated for sinusitis multiple times.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke. No alcohol use. Presently, he has no job.

MEDICATIONS: Med list included doxycycline 100 mg b.i.d. and albuterol inhaler two puffs p.r.n.

SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. No double vision or glaucoma. No vertigo, but has some hoarseness and postnasal drip. He has shortness of breath, wheezing, and cough. He has no nausea, vomiting, abdominal pains, or diarrhea. He has some chest pains. No leg or calf muscle pains. No palpitations. He has no depression or anxiety. Denies easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an averagely built young white male who is in no acute distress. No cyanosis, icterus, or lymphadenopathy. Vital Signs: Blood pressure 120/70. Pulse 55. Respirations 16. Temperature 97.8. Weight 174 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Nasal mucosa is also injected. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. Inspiratory and expiratory wheezes are scattered throughout both lung fields and occasional crackles in the right lung field. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. 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. Asthmatic bronchitis.

2. Resolving atypical pneumonia.

3. Chronic sinusitis.

PLAN: The patient has been advised to get a CT chest with contrast and a complete pulmonary function study with bronchodilators. He will get a CBC, IgE level, and total eosinophil count. I also advised to continue with the albuterol inhaler two puffs q.i.d. p.r.n. and use a nebulizer with albuterol solution b.i.d. p.r.n. A followup visit to be arranged in three weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
07/21/2025
T:
07/21/2025

cc:
Tina Gaskin, APRN

