Clinic Visit Note
Patient’s Name: Mohammed Hyder
DOB: 08/07/1979
Date: 03/03/2023
CHIEF COMPLAINT: The patient came today for annual physical exam, chest pain, right arm pain, and both knee pain.
SUBJECTIVE: The patient stated that he has noticed chest pain two days ago and it was in the left side of the chest and the pain level was 3 or 4 and it lasted for 10-12 minutes then he had a dull pain lasting for one hour. The patient had no significant sweating and there was no palpitation. He never had chest pain in the past. The patient did not have any acid reflux.
The patient also complained of right arm pain and it is started four weeks ago and the pain level is 5 or 6 upon exertion and it is relieved after resting and mostly pain is also in the nighttime and the repetitive movement makes it worse. The patient has no history of injury.

The patient also complained of both knee pain and the pain level in right knee is 3-4 and the left knee is 4 or 5 and pain is worse upon exertion especially climbing up and down the stairs. The patient did not do exercise last few weeks and has used over-the-counter medications without much relief.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infection or allergies, short of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe low back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Bell’s palsy otherwise unremarkable.
SURGICAL HISTORY: None.
ALLERGIES: None.

FAMILY HISTORY: Father has diabetes mellitus and mother has hypertension.

PREVENTIVE CARE: Reviewed and discussed in detail.
SOCIAL HISTORY: The patient is married, lives with his wife and three children. The patient is a limousine driver. Smoking habits, the patient has quit smoking 2016. The patient never drank alcohol or substance abuse.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

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

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals tenderness of both the knee joints especially the right one and there is no joint effusion. Weightbearing is most painful.

Right arm examination reveals tenderness of the carpal tunnel and handgrip is bilaterally equal.
Skin is examination is unremarkable.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

I had a long discussion with the patient regarding treatment plan and it is discussed the patient regarding cardiac stress test since he has a history of smoking and the patient is also scheduled for fasting lipid panel along with blood chemistry.

______________________________

Mohammed M. Saeed, M.D.
