Clinic Visit Note
Patient’s Name: Haroon Arif

DOB: 08/20/1983
Date: 10/24/2022
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient has spastic quadriplegic cerebral palsy. He is wheelchair bound and he was brought in by his father and mother. The patient sometimes gets agitated and combative.
Father stated that the patient is doing well for past few weeks and he is urinating less. Otherwise, he was having urinary incontinence. The patient was also seen by urologist and following all the medications. The patient is on low-carb diet.

REVIEW OF SYSTEMS: Father stated that the patient has no headache, fever, chills, exposure to any infections or allergies, shortness of breath, vomiting, diarrhea, change in the urine habit or stool color, leg swelling or calf swelling, focal weakness of the upper or lower extremities, seizures like activities or loss of consciousness.
PAST MEDICAL HISTORY: Significant for spastic quadriplegic cerebral palsy requiring 24-hour supervision and it is provided by father and mother both.
The patient has diabetes mellitus and he is currently taking metformin 500 mg two tablets twice a day along with pioglitazone 45 mg once a day and low-carb diet; however, the patient is noncompliant.

PAST MEDICAL HISTORY: Also significant for hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has urinary incontinence and he was seen by urologist and he is on Myrbetriq 25 mg slow release tablet once a day.

ALLERGIES: Finasteride moderate rashes without any respiratory distress. Oxybutynin mild-to-moderate rashes without any respiratory distress.
FAMILY HISTORY: Not contributory.
SOCIAL HISTORY: The patient lives with his parents and he has one sibling. The patient has no history of alcohol use or substance abuse or smoking.

PREVENTIVE CARE: Reviewed and discussed.

SURGICAL HISTORY: The patient had right leg tendon release for spasm.
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OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur. The patient refused blood pressure reading and all the vital signs.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
Genital examination could not be performed since the patient refused it.

EXTREMITIES: Contracture of both wrists and both feet, which is present congenitally.

The patient does not talk. He does not follow any commands and get aggravated or agitated, but today the patient was more cooperative.

I had a long discussion with the patents regarding treatment plan and all their questions are answered to their satisfaction and they verbalized full understanding. The patient has followup appointment with psychiatrist and urologist.
______________________________
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