Clinic Visit Note
Patient’s Name: Antonio Huntes
DOB: 01/21/1968
Date: 03/13/2023
CHIEF COMPLAINT: The patient came today as a followup after emergency room visit for abdominal pain and also complained of left knee pain.
SUBJECTIVE: The patient stated that five days ago he got abdominal pain associated with nausea and the pain was progressively getting worse. The patient then decided to go to the emergency room the nearest hospital and there the patient had extensive workup done including CT scan of the abdomen and pelvis and it showed acute pancreatitis and also the patient has multiple gallstones, but there was no sign of high bilirubin. The patient also had evidence of diverticulosis of the small bowel without any perforation and the patient was given IV fluids and pain medication after that it was resolved and the patient went home and now he has no more abdominal pain, but he has sensitive abdomen could not eat as usual. However, the patient does not have any nausea, vomiting, or change in the bowel habits or stool color.
The patient complained of left knee pain and the pain level 5 or 6 upon exertion and it is relieved after resting. The patient never fell down. He had knee pains in the past and it is worse after long hours of work.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infection or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, or tremors.
PAST MEDICAL HISTORY: Significant for vitamin D deficiency and he is on vitamin D supplement 5000 units once everyday.
The patient has a history of depression and he is on citalopram 20 mg once a day.

The patient has a history of tingling in the extremities and he is on gabapentin 300 mg one tablet twice a day. Also, the patient stated that he has loss of sleep and he has used melatonin in the past and the patient is advised to resume the medication.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and there is no tenderness at this time and bowel sounds are active.
EXTREMITIES: Unremarkable without any pedal edema or calf tenderness.

Left knee examination reveals tenderness of the knee joint medially without any joint effusion and weightbearing is most painful. The patient is able to walk without any assistance.
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