Clinic Visit Note
Patient’s Name: Petrag Jakova
DOB: 03/18/1952
Date: 06/26/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and complaining of left knee pain.
SUBJECTIVE: The patient stated that left knee pain was bothering for past two weeks, but yesterday the pain was less and usually his left knee pain is between 4 and 5 and upon exertion goes up to 6 or 7, but the patient is taking all precautions and since yesterday pain in the left knee is less than 3.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, excessive weight gain, cough or fever, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, or depression.
PAST MEDICAL HISTORY: Unremarkable.
ALLERGIES: None.

SURGICAL HISTORY: None.
FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married lives with his wife and his son is with him and the patient is an exercise trainer. The patient denied smoking habits, alcohol use, or substance abuse and the patient is very active.

OBJECTIVE:
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
HEENT: Examination is unremarkable.

Genital examination is unremarkable without any hernia.

EXTREMITIES: No calf tenderness, edema, or tremors.

Musculoskeletal examination reveals tenderness of the left knee joint. There is no significant tenderness and there is no joint effusion. Weightbearing is most painful and the patient is able to ambulate without any assistance.

NEUROLOGICAL: Examination is intact.

Skin is healthy without any rashes.
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