Clinic Visit Note
Patient’s Name: Harcharan Singh
DOB: 01/10/1948
Date: 08/10/2023
CHIEF COMPLAINT: The patient came today with chief complaint of dizziness, low back pain, and upper abdominal pain.
SUBJECTIVE: The patient stated that dizziness started few weeks ago and it is on and off and it last for 10-15 minutes at that time the patient need to rest. It is not associated with loss of consciousness or palpitation. The patient does not have a headache or double vision.
The patient complained of low back pain and pain level is 5 or 6 and there are no radiations to the lower extremities. Pain is worse upon exertion and relieved by resting and at this time pain started after he carried a box up in the stairs. There is no falling down.

The patient also complained of upper abdominal burning sensation and the patient has a history of gastritis. The patient has taken over-the-counter nonsteroidal antiinflammatory medication for generalized pain and the patient is arrived no nausea or vomiting and there was no change in the bowel habits or stool color.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for osteoporosis and he is on Prolia 60 mg subcutaneous injection every six months.
The patient has a history of hypercholesterolemia and he is on Zetia 10 mg once a day along with low-fat diet.
The patient has a history of lupus and he is on hydroxychloroquine 200 mg two tablets a day and prednisone 5 mg once a day.
The patient has a history of hypertension and he is on nifedipine XL 60 mg once a day along with low-salt diet.
SOCIAL HISTORY: The patient is married, lives with wife. He is retired and the patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
HEENT: Examination is unremarkable. There is no nystagmus.

NECK: Supple without any bruits.

HEART: Normal first and second heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and there is mild epigastric tenderness and there is no organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate; however, the gait is slow.

Musculoskeletal examination reveals tenderness of the soft tissues of the lumbar spine and lumbar flexion is painful at 90 degrees. Weightbearing is most painful.
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