Clinic Visit Note

Patient’s Name: Rosalinda Reyna
DOB: 02/17/1961
Date: 07/18/2023
CHIEF COMPLAINT: The patient came today with chief complaint of sharp left-sided chest pain, mild upper abdominal pain, and left shoulder pain.
SUBJECTIVE: The patient stated that she developed left-sided chest pain it was sharp in nature. This was three days ago after that the patient went to the emergency room and her cardiac exams are within normal limits and there was no change in the EKG. The patient was sent home on pain medication. She still has low-grade pain and the pain level is 2 or 3 and there is no radiation to the arm. The patient also denied any palpitation or perspiration.
The patient has upper abdominal pain and the pain level is 2 or 3 and it is associated with mild nausea, but there is no vomiting and the patient had upper respiratory symptoms over the last week and the patient had black stools lately, there was no blood in the stools.

The patient has left shoulder pain and the pain level is less however still bothers whenever there is exertion and the patient is requesting Tylenol No. 3 narcotic medication for pain management.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, fever, cough, shortness of breath, nausea, vomiting, diarrhea, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for hypothyroidism and she is on levothyroxine 100 mcg once a day.
The patient has a history of gastritis and she is on omeprazole 40 mg once a day one hour before meal along with bland diet.
The patient has a history of hypercholesterolemia and she is on pravastatin 20 mg once a day along with low-fat diet.

The patient has a history of paroxysmal atrial fibrillation and DVT and the patient is on warfarin 2 mg once a week and 5 mg six days a week.
SOCIAL HISTORY: The patient is single, lives with her grandchildren and she never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is very active.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
The patient has chest wall tenderness without any deformity and there is no axillary lymph node enlargement.

ABDOMEN: Soft and there is mild epigastric tenderness. Bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

Left shoulder examination reveals tenderness of the AC joint and range of movement is slightly painful and handgrips are bilaterally equal.

The patient is going to start physical therapy soon.

I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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