Clinic Visit Note
Patient’s Name: Maria Anderson
DOB: 04/02/1960
Date: 09/30/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of both shoulder pains, neck pain, and back pain.
SUBJECTIVE: The patient stated that lately she has started having both shoulder pain and she lifted grocery bag few days ago and shoulder pain level is 4 or 5 without any radiation.
The patient is also complaining of neck pain and the pain level is 4 or 5 and there is no radiation of pain to the upper extremities.
The patient also complained of low back pain and the pain level is 3 or 4 and there is no radiation of pain to the lower extremities. The patient often gets pain for few weeks and it slowly subscribes.
REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, headache, double vision, ear pain, cough, fever, chills, 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, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for gastritis and she is on omeprazole 20 mg once a day along with bland diet.

The patient has a history of hypertension and she is on losartan 100 mg once a day and metoprolol 25 mg once a day along with low-salt diet.
The patient has a history of hypercholesterolemia and she is on simvastatin 10 mg once a day and omega-3 fatty acid 1000 mg twice a day along with low-fat diet.

The patient has a history of anxiety disorder and she is on sertraline 50 mg once a day.
The patient also has a history of vitamin D deficiency and she is on vitamin D supplement 50,000 units once a week.
ALLERGIES: None.

FAMILY HISTORY: Not contributory.

SOCIAL HISTORY: The patient lives with her grandchildren and she never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient does do stretching exercise everyday.
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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 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 or pedal edema.

NEUROLOGICAL: Examination is intact; however, the patient’s gait is slow due to pain.

Musculoskeletal examination reveals tenderness of the shoulder joints bilaterally and range of movement is slightly painful, but handgrips are bilaterally equal.

Cervical spine examination reveals tenderness of the soft tissues of the cervical spine and range of movement is limited.
Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and forward flexion is painful at 45 degrees. Lateral flexions are also painful and weightbearing is most painful.
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