Clinic Visit Note
Patient’s Name: Moosi Rizvi

DOB: 01/01/1935
Date: 10/25/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of severe left knee pain.
SUBJECTIVE: The patient came today with his granddaughter stating that the left knee pain was increased in last two weeks and the pain level now is 8 or 9 upon exertion and it is less than 5 upon resting and the patient has taken over-the-counter pain medications without much relief and knee pain is on and off for past few months, but with the physical therapy the patient was showing some improvement, but now pain has got worse and had x-rays of the knee in the past, which showed severe osteoarthritis.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, calf swelling, or tremors. The patient also denied any focal weakness of the upper or lower extremities.
The patient has lost weight recently due to dieting.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 2.5 mg once a day, lisinopril 20 mg once a day and metoprolol 100 mg one tablet a day along with low‑salt diet.
The patient has a history of hypercholesterolemia and he is on atorvastatin 40 mg once a day along with low-fat diet.

The patient has a history of prostatic hypertrophy and he is on dutasteride 0.5 mg once a day and tamsulosin 0.4 mg once a day.

The patient has a history of hypothyroidism and he is on levothyroxine 75 mcg once a day.

PAST SURGICAL HISTORY: None.
FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and the patient is up-to-date on vaccination.

SOCIAL HISTORY: The patient lives with his wife and he helps her with all her activities of daily living. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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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 heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

Left knee examination reveals no joint effusion and exquisite tenderness of medial and lateral compartments. The range of movement is limited both extension and flexion and weightbearing is most painful. The patient walks with slow gait *_________* and the patient uses cane at home.
The patient has neurological examination reveals generalized weakness without any focal deficit. I had a long discussion with the patient and his granddaughter regarding treatment plan and all their questions are answered to their satisfaction and they verbalized full understanding. At this time, it is important to get MRI of the left knee for further evaluation for further management.

______________________________
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