Clinic Visit Note
Patient’s Name: Anis Siddiqui
DOB: 03/05/1948
Date: 04/11/2025
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of low back pain, pain in both the legs upon walking, left shoulder pain, and right knee pain. Also the patient came today as a followup for diabetes.
SUBJECTIVE: The patient came today with his son and the patient stated that he has low back pain on and off and it is persistent for the past few days. There is no radiation of pain to the lower extremity. The pain level is 6 or 7 and it is relieved after resting.

The patient has pain in the legs after he walks for 100 to 200 steps and he has to wait and rest.
The patient complained of left shoulder pain and it is worse upon exertion. Pain level is 6 or 7 upon exertion and it is relieved after resting.
The patient has right knee pain and it is worse upon exertion. The pain level is 5 or 6 and there is no fluid in the knee joint. However, the pain is worse upon going up and down the stairs.
The patient came today as a followup for diabetes and his fasting blood sugars are stable.

REVIEW OF SYSTEMS: The patient denied snoring, dizziness, double vision, sore throat, cough, fever, chills, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities. The patient also denied snoring.

ALLERGIES: None.
PAST MEDICAL HISTORY: Significant for diabetes and the patient is on Tradjenta 5 mg once a day for diabetes with metformin 1000 mg one tablet twice a day along with low-carb diet.
The patient has a history of chronic bronchitis and he is on albuterol inhaler 108 mcg, two puffs four times a day as needed.
The patient has a history of hypercholesterolemia and he is on atorvastatin 80 mg once a day.
The patient has a history of hypertension and he is on enalapril 5 mg tablet one and half tablets in the morning along with low-salt diet.
The patient has a history of iron supplement 325 mg tablet once a day.
FAMILY HISTORY: Not contributory.
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PAST SURGICAL HISTORY: The patient had coronary artery bypass surgery.
PREVENTIVE CARE: Reviewed and discussed.
SOCIAL HISTORY: The patient is married, lives with his son He never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any carotid bruits or thyroid enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft and obese. 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; however, his gait is slow.
MUSCULOSKELETAL: Examination reveals tenderness of the soft tissues of the lumbar spine and lumbar forward flexion is painful at 90 degrees.

Left shoulder examination reveals tenderness of the AC joint and also tenderness of the rotator cuff anteriorly. Range of movement is reduced due to pain.

Foot examination reveals decreased pulses of dorsalis pedis.
I had a long discussion with the patient and his son and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________
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