Clinic Visit Note
Patient’s Name: Mir Ali
DOB: 04/29/1939
Date: 02/07/2025
CHIEF COMPLAINT: The patient came today for annual physical exam and followup for constipation and thrombocytosis.

SUBJECTIVE: The patient is in a stable condition, has no significant problem with constipation. The patient has a followup with the hematologist for his thrombocytosis.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, cough, fever, chills, 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 hypertension and he is on amlodipine 2.5 mg tablets and if the blood pressure is more than 150/90.

The patient has a history of vitamin D deficiency and he is on vitamin D3 25 mcg once a day.

The patient has a history of constipation and he is on Colace 100 mg one tablet twice a day and Trulance 3 mg tablets half a tablet every day along with high-fiber diet.

The patient has a history of idiopathic thrombocytosis and he is on hydroxyurea 500 mg tablet one tablet twice a day and he is being followed very closely by hematologist.

The patient has a history of hypercholesterolemia and he is on rosuvastatin 20 mg half a tablet as per the cardiologist along with low-fat diet.

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

Also, the patient has glaucoma and he is on Timolol eye drops one drop in the right eye once a day.

RECENT SURGICAL HISTORY: None.

ALLERGIES: SULFA DRUGS – mild rashes.

MEDICATIONS: None.
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FAMILY HISTORY: Noncontributory.

PREVENTIVE CARE: The patient is up-to-date on COVID vaccination and shingles vaccination.

SOCIAL HISTORY: The patient is a widower and lives with his son. The patient is currently retired. He never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is mostly walking.

OBJECTIVE:
HEENT: Unremarkable.

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

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft and slightly obese without any tenderness. Bowel sounds are active. There is no organomegaly.
EXTREMITIES: No calf tenderness or pedal edema.

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

MUSCULOSKELETAL: Unremarkable.

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

Mohammed M. Saeed, M.D.
