Clinic Visit Note
Patient’s Name: Paramjit Kaur
DOB: 10/05/1955
Date: 02/15/2025
CHIEF COMPLAINT: The patient came today as a followup after emergency room visit with multiple complaints.

SUBJECTIVE: The patient stated that three days ago she get off the bed in the middle of the night as usual to go to bathroom, but she felt very weak, could not walk and fell down outside of the bed and husband saw her this situation and immediately tried to help her and he stated that she was cold and appeared pale. She was poorly responsive. After that the paramedics were called and then the patient regained the consciousness. She was then brought to the emergency room the nearest hospital where she had extensive workup done including CT scan of the brain and carotid arteries. The charts are reviewed and discussed with the patient in detail along with the husband. The patient had a CT scan of the brain and it showed 5 mm aneurysm, but there was no active bleeding and there was no shift of the midline. After that blood chemistry significant for potassium 3.3 and the patient was given IV and started feeling much better and she was discharged home with meclizine 25 mg tablet three times daily, which the patient did not take and she was also on methylprednisolone pack and she is going to finish by tomorrow. The patient at this time rarely gets dizzy episodes and she is able to do her daily chores without any problems. The patient never had such episode in the past.
Husband stated that during the episode at home the patient did not have any convulsion; however, she also got injured on the left side of the face. She also complained of left-sided chest wall pain upon palpation.
REVIEW OF SYSTEMS: The patient denied double vision, ear discharge, sore throat, fever, chills, chest pain, shortness of breath, nausea, vomiting, diarrhea, urinary symptoms, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on simvastatin 5 mg once a day along with low-fat diet.

SURGICAL HISTORY: None.

ALLERGIES: None.
FAMILY HISTORY: Not significant.
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SOCIAL HISTORY: The patient is married, lives with her husband and her family members are nearby. The patient is not working now. The patient never smoked cigarettes or drank alcohol; otherwise, she is very active.

OBJECTIVE:
HEENT: Significant for left maxillary minimal swelling of the face without any bleeding.

NECK: Supple without any thyroid enlargement or lymph node enlargement and JVP is not raised.
CHEST: Examination reveals tenderness of the left costochondral joint third and fourth without any bleeding.
LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance. Romberg test is negative.
MUSCULOSKELETAL: Examination reveals no significant other abnormalities other than mentioned above.

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

Mohammed M. Saeed, M.D.
