Clinic Visit Note

Patient’s Name: Shanti Ghai

DOB: 02/22/1925
Date: 04/22/2023
CHIEF COMPLAINT: The patient came today as a followup after a fall, left knee pain, low back pain, and both shoulder pain.
SUBJECTIVE: The patient came today with her son who stated that the patient while getting up on the chair lost the balance and fell down and she hit the left side of the head. The patient did not past out and she was taken to emergency room and an extensive workup done and all the results negative for any intracranial bleed and the patient when then released with pain medications.
The patient also complained of left knee pain and it is worse upon exertion and the pain level is 5 or 6 and it is relieved after resting. The patient has bruises, but no open wounds and she could not use the walker because of the both shoulder pain.
The patient also complained of low back pain and the pain level is 5 or 6 and there is no radiation of pain to the lower extremities. Pain is worse upon exertion and relieved after resting. The patient has back pain on and off and after the following got worse. However, x-rays did not show any fracture.

The patient also complained of both shoulder pain and the pain level is 5 or 6 and it is worse upon exertion and the patient specifically not able to use the walker seem to aggravate the pain and pain has been there on and off for past several months. The patient has gone physical therapy in the past.
REVIEW OF SYSTEMS: The patient denied any weight gain or weight loss, dizziness, double vision, ear pain, sore throat, cough, fever, 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, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for hypertension and she is on amlodipine 5 mg once a day along with losartan 100 mg once a day and metoprolol 25 mg one tablet twice a day with low-salt diet.
The patient has a history of coronary artery disease with stent and she is on clopidogrel 75 mg once a day.
The patient has a history of hypercholesterolemia and she is on rosuvastatin 10 mg once a day along with low-fat diet.
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SOCIAL HISTORY: The patient lives at home with her son and her activities are limited due to generalized weakness. The patient still has mild pain in the left side of the head due to recent fall.

OBJECTIVE:
HEENT: Examination reveals minimal bruise on the left side of the forehead without any tenderness or open wound.

NECK: Supple without any bruise.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, pedal edema, or tremors.
NEUROLOGICAL: Examination, the patient is able to ambulate with slow pace and she needed sometimes one-to-one assist and the patient is not able to use walker due to both shoulder pain.
Musculoskeletal examination reveals tenderness of the lumbar soft tissues and forward flexion is painful at 45 degrees.
Both shoulder examination reveals tenderness of the rotator cuffs and range of movement is significantly limited and handgrips are weak bilaterally.

Left knee examination reveals tenderness of the knee joint. Passive range of movement is slightly painful. However, weightbearing is most painful.
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