Clinic Visit Note
Patient’s Name: Sarwar Sultana
DOB: 01/01/1939
Date: 03/20/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of constipation, low back pain, upper back pain, and followup for hypertension.
SUBJECTIVE: The patient came today with her son stating that she has constipation on and off for past 10 days and she had a similar episode last year. The patient has not seen any fiber diet and she was taking Colace 50 mg once a day and she stopped and she has not noticed any blood in the stools.
The patient complained of low back pain and upper back pain and she had x-rays in the past and it showed spondylosis and low back pain is mostly in the right side and it is worse upon exertion and the pain level is 5 or 6 upon exertion and it is relieved after resting. The patient is not doing any stretching exercises and after she is mostly sedentary. The patient is advised to start physical therapy and stretching exercises.

The patient came today as a followup for hypertension and at home her blood pressure systolic is between 140-160 with normal diastolic pressure and heart rate. I discussed with son regarding checking the blood pressure reading at home everyday and keep a logbook. The patient is advised on low-salt diet.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, sore throat, dry mouth, chest pain, shortness of breath, nausea, vomiting, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or loss of sleep.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs three to four times a day as needed.

The patient is also on calcium and vitamin D supplements.

The patient has a history of hypertension and she is on diltiazem 180 mg once a day along with low-salt diet and also the patient is taking losartan 50 mg once a day.

The patient has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day.
The patient has a history of anxiety disorder and she is on lorazepam 0.05 mg one tablet a day as needed.

The patient has a history of gastritis and she is on omeprazole 20 mg once a day along with bland diet.
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OBJECTIVE:
HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active. There is no suprapubic tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.
The patient is able to ambulate without any assistance; however, sometimes weightbearing is painful and the patient has walker at home.

Musculoskeletal examination reveals tenderness of the upper and lower back and range of movement is limited due to pain and weightbearing is most painful.
I had a long discussion with son regarding the patient’s treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
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