Clinic Visit Note
Patient’s Name: Razia Quadeer
DOB: 01/26/1950
Date: 11/17/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of cough, sore throat, black dark color stool, and low back pain.
SUBJECTIVE: The patient stated that she noticed cough for past week and half and it is mostly dry without any sputum production. There was no blood in the saliva. The patient denied any exposure to serious illnesses or allergies.
The patient complained of sore throat started week ago and she is feeling better now. There is no difficulty swallowing food.

The patient also noted dark stools and she is not on any iron supplements and she is not taking any nonsteroidal antiinflammatory medications. The patient has no history of GI bleeding.

The patient complained of low back pain and the pain level 5 or 6 without any radiation to the lower extremities and pain is worse upon exertion.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, double vision, ear pain or discharge, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, fatigue, or snoring.
PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 5000 units 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 gastritis and she is on omeprazole 40 mg once a day in empty stomach.

SOCIAL HISTORY: The patient is married, lives with her husband and she has five children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and she does house work but no exercises. However lately the patient was helping husband and she noticed back pain and the patient is advised to do stretching exercises, but take acetaminophen 500 mg once or twice a day as needed.
OBJECTIVE:
HEENT: Examination reveals no significant abnormality in the posterior pharynx and tonsils are not enlarged.

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

HEART: Normal first and second heart sounds without any murmur.
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LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals tenderness of the lumbar soft tissue and lumbar forward flexion is painful at 90 degrees.

I had a long discussion with the patient and her son and all their questions are answered to their satisfaction and they verbalized full understanding.
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