Clinic Visit Note
Patient’s Name: Ahmed Ali
DOB: 01/22/1952
Date: 05/21/2022
CHIEF COMPLAINT: The patient stated that he came as a followup after COVID infection, cough, and fatigue.
SUBJECTIVE: The patient was COVID positive two months ago after that he recuperated; however, he still has mild cough without any sputum production and the patient took over‑the‑counter medication without much relief.
The patient also stated that he feels fatigue and lately it is improving and the patient is advised to increase protein intake in the diet and start exercises.

The patient came today as a followup for hypertension and lately his systolic blood pressure is more than 150 systolic but normal diastolic and heart rate. The patient described no chest pain or shortness of breath.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 2.5 mg once a day and the patient has a history of iron deficiency and he is on ferrous sulfate 325 mg one tablet a day.
The patient has a history of back pain and he is on lidocaine patch 5% use daily. He has not used for past two weeks.
The patient also has gastritis and he is on omeprazole 20 mg one tablet twice a day as per the gastroenterologist.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any lymph node enlargement or stridor.
HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and there is no significant tenderness and bowel sounds are active. There is no organomegaly.
EXTREMITIES: Extremities have no pedal edema or calf tenderness.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

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