Clinic Visit Note

Patient’s Name: Parveen Nazir
DOB: 10/15/1952
Date: 07/15/2023
CHIEF COMPLAINT: The patient came today with chief complaint of loss of appetite, weight loss, constipation, and information is obtained from son who is at the bedside.
SUBJECTIVE: The patient has a very low voice and information is obtained from son who is at the bedside and stated that she eats very little food and always complains of loss of appetite. She has a history of depression. She was seen by psychiatrist a few years ago. The patient told the family that she has no appetite and subsequently reduced calorie intake. The patient had constipation on and off and she occasionally has hard stools and she has not seen any blood in the stools.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has a history of vitamin D deficiency and she is on vitamin D3 25 mcg once a day.

The patient has a history of diabetes and she is on glimepiride 1 mg tablet two tablets in the morning and one in the evening and sometimes her fasting blood glucose will range from 130 to 150 mg/dL.

The patient has a history of hypothyroidism and she is on levothyroxine 25 mcg once a day.
The patient has a history of depression and she is on sertraline 50 mg once a day. She is going to be referred to a psychiatrist for followup.
SOCIAL HISTORY: The patient is a widow and she lives with her son. She never smoked cigarettes or drank alcohol. No history of illicit drug use. Her activity is mostly sitting and doing no significant house chores.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, exposure to any infections or allergies, chest pain, short 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 snoring.
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OBJECTIVE:
HEENT: Loss of muscles on the temples.
NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft without tenderness and there is no organomegaly.

EXTREMITIES: No calf tenderness or pedal edema. The leg muscles are reduced in size. The patient ambulates with a walker and most of the time she lies down or sits in the chair.
NEUROLOGIC: Examination reveals generalized weakness and her balance is weak.

I had a long discussion with the patient and her son and all their questions are answered to their satisfaction. They verbalized full understanding.
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