Clinic Visit Note
Patient’s Name: Mary Wisbrock
DOB: 03/29/1955
Date: 01/21/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of upper abdominal pain, indigestion, congested lung, poor blood flow in the legs, anxiety disorder, and neck pain.

SUBJECTIVE: The patient stated that she has upper abdominal pain on and off and has seen gastroenterologist in the past. She had gastroenterological work, which showed large hiatal hernia. The patient stated that it bothers her every day and it is worse upon bending. She has not seen any tarry stools or black stools.
The patient stated that she feels congested in her lungs and she has mild cough without any sputum production. There is no fever or chills.

The patient feels that she has low blood flow in the extremities and she stated that she walks more than 40 or 50 steps has to rest for awhile. She quit smoking few months ago. The patient has anxiety disorder on and off and she is requesting alprazolam refill. The patient has been seen by psychiatrist. The patient is not depressed or suicidal.
The patient complained of neck pain mostly on the left side and it is worse upon any exertion. Sometimes the patient has pain up to left shoulder blade. The pain level is 5 or 6 and it is relieved after resting. There is no numbness or tingling.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypothyroidism and she is on levothyroxine 75 mcg once a day.

The patient has a history of hiatal hernia and she is on omeprazole 20 mg one tablet a day.
FAMILY HISTORY: Father has congestive heart failure and passed away.

SOCIAL HISTORY: The patient is married, lives with her husband and she quit smoking two months ago. No history of alcohol use or substance abuse. Otherwise, the patient is very active.
ALLERGIES: None.
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OBJECTIVE:
HEENT: Unremarkable.

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

LUNGS: Clear bilaterally without any wheezing.
CHEST: Symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Rapid first and second heart sounds and it improved after resting. There is no murmur. The patient had seen cardiologist in the past for tachycardia.
ABDOMEN: Examination reveals mild epigastric tenderness. Bowel sounds are active. There is no organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors. Peripheral pulses especially the dorsal pedis is absent bilaterally and there are no ischemic changes in the toes.
NEUROLOGIC: Examination is intact and no focal deficit noted.
MUSCULOSKELETAL: Examination reveals tenderness of the cervical soft tissues and range of movement is limited due to pain.
I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
