Clinic Visit Note
Patient’s Name: Vanessa Alvarez
DOB: 05/09/1997
Date: 03/30/2023
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient came in today for annual physical exam and she wants to get started with exercise and came in for evaluation. The patient has a history of familial spinocerebellar ataxia and sometimes the patient has weakness in the gait, but lately she has been stable and the patient is ambulatory without any assistance and she stated that she is feeling better for past several months.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, sore throat, chest pain, shortness 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 back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for anxiety disorder and depression. The patient has been seen by psychiatrist on a regular basis.
ALLERGIES: None.
FAMILY HISTORY: Father is unremarkable. Mother has familial ataxia.
PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient lives with her parents and she is seeking for a job. Also, the patient is going to start workout and she is planning to be on low-carb healthy cardiac diet.

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 heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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