Clinic Visit Note
Patient’s Name: Shashi Chandhok
DOB: 07/22/1948
Date: 09/21/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of left-sided neck pain, left shoulder pain, and uncontrolled hypertension.
SUBJECTIVE: The patient stated that she had developed pain in the neck six or seven days ago after she carried a bag and the pain level is 5 or 6, but today has been less. The patient is advised to resume Tylenol 500 mg three times a day as needed. The patient denied any radiation of pain to the arms.
The patient also complained of left shoulder pain arising from the left scapula. The pain is on and off for several months. The pain level is 4 or 5 upon exertion and it is relieved after resting.

The patient has blood pressure checked and it is high at home. Then the patient decided to come today and she does not have any chest pain or shortness of breath. She is not on any stress.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, or tremors.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs three or four times a day as needed.

The patient has a history of alendronate sodium 17 g one tablet a week along with 8 to 10 ounce of water.
The patient has a history of migraine headache and she is on Excedrin 250 plus 65 mg caffeine and she takes one or two tablets everyday as needed.

The patient has a history of hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has a history of vitamin D deficiency and she is on vitamin D3 5000 IU once a day.

The patient has a history of gastritis and she is on famotidine 20 mg once a day at breakfast.

The patient has a history of numbness and tingling and she is on gabapentin 100 mg once in the evening.
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The patient has a history of hypertension and she is on hydralazine 25 mg one tablet every eight hours plus losartan 100 mg once a day and verapamil ER 30 mg once a day along with low-salt diet.
The patient has a history of hypothyroidism and she is on levothyroxine 25 mcg once a day and the patient also has migraine type headache and she is on topiramate 50 mg one tablet at the bedtime.

SOCIAL HISTORY: The patient is a widow and she lives with her son and the patient is mostly at home and she does stretching exercises. The patient is advised on low-carb diet and start doing stretching exercises.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.

Musculoskeletal examination reveals tenderness of the cervical soft tissues and range of movement is limited.

The patient also had left shoulder pain and it is worse upon exertion. The left shoulder tenderness is present upon any range of movement of the left shoulder and handgrips are bilaterally equal. There is no significant deformity noted.

Cervical spine examination reveals soft tissue tenderness of the paracervical soft tissues and range of movement is not limited.

EXTREMITIES: Unremarkable without any pedal edema.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.
______________________________
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