Clinic Visit Note
Patient’s Name: Mir Ali
DOB: 11/01/1946
Date: 03/14/2023
CHIEF COMPLAINT: The patient came today with chief complaint of annual physical exam and also complaining of fatigue, recent COVID infection, pedal edema, and loss of taste.
SUBJECTIVE: The patient stated that he had a COVID infection five months ago and after that he started feeling fatigue. Now he still feels fatigue, but less than before and he also noticed swelling in both the legs without any pain and also the patient has loss of smell.
The patient stated that he has his symptoms and progressively getting worse. The patient has seen specialist in the past and has a followup appointment.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, calf swelling or pain, skin rashes, joint pains, or depression.
PAST MEDICAL HISTORY: Significant for paroxysmal atrial fibrillation and he is on Eliquis 5 mg one tablet twice a day.
The patient has a history of hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has a history of pedal edema and he is on furosemide 20 mg once a day as needed by cardiologist.

The patient has a history of hypertension and he is on metoprolol 25 mg half a tablet a day along with low-salt diet.

ALLERGIES: None.

SURGICAL HISTORY: The patient has cardiac catheterization done with stent placement and chronic prostatitis.
FAMILY HISTORY: Father has myocardial infarction and passed away.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with his wife and two adult children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is mostly walking and he is on low-carb healthy diet.
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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 first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no suprapubic tenderness.
Genital examination is unremarkable without any hernia.

EXTREMITIES: No calf tenderness or tremors. However, the patient has trace of pedal edema bilaterally without any skin changes and there are no open wounds.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination is within normal limits.
The patient is up-to-date on vaccination.
I had a long discussion with the patient regarding treatment plan and all his questions are answered to satisfaction and he verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
