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[bookmark: _GoBack]PATIENT INFORMATION 
NAME: Alexander Smith 
AGE: 60 years
SEX: Male  
CC: Cough 
SUBJECTIVE
HIPI: This is a 60-year old Hispanic male who presents to the clinic complaints of cough and chest pains at the night. The cough has been consistent for the last six months. The patient states “I have been coughing at night in at least the last six months” the coughs are accompanied by mild chest and thorax pains. This s/s are accompanied by fatigue, wheezing, sleep problems, and excessive sweating"
ALLERGIES: NKA
CURRENT MEDICATIONS:  fluticasone, triamcinolone, pantoprazole 40 mg, albuterol, and pirbuterol.
PMHX: tuberculosis and heart disease. 
FAMH: Father is 85 years old and is asthmatic while his 70-year old mother has whooping cough and lung cancer. His elder brother is also asthmatic. His younger sister complains of whooping cough. 
SOCHX: He is married and works as a social worker. He previously worked at a factory. Also like parting, traveling, swimming and hanging around with friends. He admits to being a chronic alcoholic and smoker. 
REVIEW OF SYSTEMS: 
HEENT
The patient denies headache, dizziness, and lightheadedness. The patient says he can see clearly without glasses and can differentiate similar things. Concerning his ears, she denies hearing loss or pain from the ears. He also denies sore throat and nasal congestion. He has some mucous in the nose. 
NECK: patient denies pain in the neck, goiter pain, or swollen glands.  
CARDIOVASCULAR: patient says he has breathing problems especially at night and increased heartbeat.
RESPIRATORY: patient admits dry cough and congestion. No whopping sound produced when coughing.
GASTROINTESTINAL: the patient denies abdominal pain, vomiting, and nausea. He admits to losing appetite. He occasionally experiences heartburn, constipation, and diarrhea. 
MUSCULOSKELETAL: he does not complain of pain in joints. He can make short runs without pain. 
GENITOURINARY: patient admits frequent urination. He denies pain while urinating. No foreign discharge when urinating. He also denies yellow urine. 
NEUROLOGICAL: patient admits mild headache and denies gait abnormalities.

OBJECTIVE 
Vital Sign: 
Time: 10:20am    Temp: 98.2       B/P: 124/74mmhg      P: 75 bpm   R: 20p/min
Weight 80 lbs.       Height: 6’5’’ 
General appearance: the man appears weak. Unexplained weight loss and malnourishment.   
Skin: light-skinned, warm, dry, intact with tiny pimples. Hair has normal distribution and texture. No lesions, birthmark, or edema. 
Head: Head is normocephalic, atraumatic and without lesions; hair evenly distributed according his race and age.                           
Eyes: EOM and lids are normal. Pupils are equal, round, and reactive to light. No scleral icterus. Vision 20/20 verified by Snellen Chart, perimetry and campimetry are apparently normal.
Ear: Auricle well-formed, no drainage from external conduct noted. Otoscopy: Bilateral conducts clear with intact tympanic membranes. No sign of infection.
Nose: Moist nasal mucosa. The nasal septum is midline. However, flaring is noticed. Septal deviation and discharge. Lesions and bruises in the nose can be seen. Inflammation also presents. 
Neck: Full ROM; no cervical lymphadenopathy; no occipital nodes. No thyromegaly or nodules.
Mouth: Buccal nodules and lesions present. Tonsillar swelling or exudates in the pharynx. Adenopathy noted. 
Teeth: normal dentition according to his age, no cavity at a glance.
Pharynx: is non-erythematous and without exudate, normal tonsils, symmetric and centered uvula, nauseous reflexes present.
Respiratory: positive for cough and breath shortness. Coughs frequently. The patient is unable to take a deep breath without coughing. 
Cardiovascular: abnormal pulsations, precordium, and thrills. Apical impulse at 5th ICS in the left MCL. Normal S1 and S2 heart rhythm, JVD 4 cm at 30. 
Peripheral vascular: No cyanosis, peripheral pulses present and normal. Capillary refill <3 seconds. No edema.
Gastrointestinal:  no abdominal pain, nausea, diarrhea, or vomiting. The patient is negative for tenderness or distention observed upon palpation. Bowel sounds in all four quadrants. No bloating or excess gas. 
Genitourinary: No bladder distention, CVA pains, or suprapubic pain. 
Hemo/Lymphoietic: no adenopathy noted, no bruises or bleeding, colored mucous membranes Spleen no visible, palpable or percussive
Musculoskeletal: no tenderness to palpation, normal joint stability in all extremities. No deformities or curvature. Strong muscles, able to maintain flexion against resistance and without. 
Neurologic: patient oriented in time, place and person, responds with clear and precise language. Sensitive to light touch. Gait within normal limits. Coherent thoughts. 
ASSESSMENT
DIAGNOSIS:
Asthma. Signs and symptoms are for Asthma. Chronic dry (non-productive) cough, wheezing, chest pains, and shortness of breath.
DIFFERENTIAL DIAGNOSIS
Pneumonia: this differential diagnosis is warranted by fever, chest pains, and expiratory wheezes. Ruled out with chest x-ray and absence of shaking chills, tachycardia, egophony, or tachypnea. No fever.
Tuberculosis: non-productive cough. Fatigue and fever are possible signs of TB. TB is refuted because of the absence of progressive dyspnea and hemoptysis. No labs available.
Sinusitis: warranted by fever, headache, and difficulty in breathing. This is ruled out because the patient did not complain about a sore throat, ear pains, or purulent nasal drainage.
Bronchitis: patient complained reported frequent non-productive cough that is worse at night, wheezing and chest pains. Refuted by the absence of egophony. 
Whooping cough: warranted by dry cough. However, the patient did not produce a high-pitched "whoop" sound. Again, the disease is most common in children but our patient is 60-year old. 
PLAN
Non-Pharmacologic treatment
The patient should avoid crowded places, stop smoking, and have a balanced diet. Avoid physical activity and environmental exposures.  Avoid places with dust or polluted with smoke. 
Pharmacological treatment 
MEDICATIONS
1. Fluticasone 50mcg 2 sprays in each nostril once daily. 
2. Triamcinolone 150mcg 2 inhalations 3 to 4 times a day.
3. Budesonide 180mcg via oral inhalation twice a day.
Follow-ups/Referrals
None referral by now until next appointment.
Side Effects Explained: Yes _x__ No ___    Continue same medication: ___
Patient Education: Verbal __x_ Written __    Health Education: Yes _x__ No ___
Nutrition: Regular Diet _x_ Diabetic Diet __ Calories __ Low Fat __ Low Salt __ 
Ulcer Diet __
Next appointment:  In 14 days.
RATIONALE
[bookmark: _Hlk72867087]Now that the patient has been diagnosed with asthma, he should stop smoking as it will worsen the condition. He should have a balanced diet to regain the weight. Fluticasone, triamcinolone, and budesonide are good drugs for asthma. He should stop using pantoprazole 40 mg because no GERD is diagnosed. 
