V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF
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PATIENT:

Tally, Earlene

DATE:

February 2, 2026

DATE OF BIRTH:
12/31/1942

Dear Benjamin:

Thank you, for sending Earlene Tally, for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 83-year-old female who had a history of pneumonia in October 2025 was treated with antibiotics and oral prednisone. The patient had persistent symptoms of cough and wheezing and was sent for a chest CT on 12/19/2025, which showed mild centrilobular emphysema, biapical scarring, tiny right pleural effusion, and there was coronary arterial calcification noted. The patient was seen by pulmonology in Athens Georgia and had further investigations completed including a bronchoscopy and biopsy. The patient’s lung biopsy showed no significant malignancy and the cultures from the bronchial washings were unremarkable. The AFB and fungal cultures were negative. The patient had a navigational bronchoscopy with radial EBUS with biopsy of the right lung mass and it showed no evidence of any malignant cytology. Presently the patient has no significant cough, but has some wheezing and shortness of breath with activity but denies chest pains, hemoptysis, fevers, or chills. She has not lost any weight.

PAST MEDICAL HISTORY: The patient’s past history includes history for tonsillectomy at a young age, also history of breast augmentation surgery, and a previous history for pneumonia in October 2025.

HABITS: The patient smoked half to one pack per day for 30 years and then quit. Alcohol use minimal.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of gunshot wound. Mother had a heart disease.

MEDICATIONS: Crestor 5 mg at h.s., dofetilide 250 mcg b.i.d., Pepcid 20 mg b.i.d., and Cartia dose unknown.
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SYSTEM REVIEW: The patient had fatigue. She had weight gain. She has cataracts. She has no dizziness or hoarseness. She has shortness of breath, wheezing, and cough. She has no abdominal pains but has reflux and constipation. She has occasional chest pains. No calf muscle pains. She has no palpitations but has leg swelling. She has no urinary frequency or dysuria. She had no anxiety. No depression. She has joint pains and muscle stiffness. She has headaches. No numbness of the extremities or seizures. Denies skin rash. No itching.

PHYSICAL EXAMINATION: General: This elderly averagely built white female who is alert, in no acute distress. No pallor, icterus, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 75. Respiration 16. Temperature 97.2. Weight 156 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. 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: Revealed no edema or mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. History of pneumonia.

2. Mild COPD.

3. History of hypertension.

4. Atrial fibrillation.

PLAN: The patient has been advised to get a complete pulmonary function study and also get a followup chest CT to evaluate the right lung density. A CBC and complete metabolic profile to be done. She was placed on albuterol inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged here in approximately four weeks or earlier if necessary.

Thank you for this consultation.

V. John D'Souza, M.D.
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