Clinic Visit Note
Patient’s Name: Rosette Farrow
DOB: 09/12/1952
Date: 03/18/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of left shoulder pain, low back pain, and followup for possible lupus.

SUBJECTIVE: The patient stated that she has pain in the left shoulder for the past few weeks and it is not getting better with over-the-counter pain medications. The left shoulder pain level is 5 or 6 and it is relieved after resting. The patient has no history of falling down.

The patient is also complaining of low back pain for the past few weeks and she had lumbar spine exam and it showed spondylolisthesis. Now the pain level is 4 or 5 and there is no radiation of pain to the lower extremities. The patient did not have any back injuries. The patient had chronic anemia and she had extensive workup done and neurology suggestive of lupus.
REVIEW OF SYSTEMS: The patient denied dizziness, double vision, sore throat, cough, fever, chills, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, skin rashes, or snoring.

PAST MEDICAL HISTORY: Significant for hypertension and she is on amlodipine 5 mg tablet one tablet a day along with lisinopril 5 mg tablet two tablets twice a day along with low-salt diet.

The patient is also on gabapentin 100 mg once a day for neuropathy and it takes three times a day as needed.

The patient has chronic rhinitis and she is on montelukast 10 mg tablet one tablet daily and fluticasone nasal spray 50 mcg per ACT one spray once a day as needed.

The patient has a history of gastritis and she is on pantoprazole 40 mg tablet one tablet daily as per the gastroenterologist. The patient is also on Sucralfate 1 g by mouth one hour before each meal as per gastroenterologist.

SOCIAL HISTORY: The patient is single. She never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement.
LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

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

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

MUSCULOSKELETAL: Examination reveals tenderness of the left shoulder joint and range of movement is slightly painful and there is no significant deformity noted.

Lumbosacral spine examination reveals tenderness of the lumbar disc L3-L4, L4-L5 and lumbar forward flexion is painful at 90 degrees.
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