Clinic Visit Note
Patient’s Name: Pundrik Vyas
DOB: 07/22/1947
Date: 04/25/2025
CHIEF COMPLAINT: The patient came today as a followup after abnormal chest x-ray.

SUBJECTIVE: I had a long discussion with the patient regarding the chest x-ray and it was explained to the patient in detail which showed right apical lung abnormality without any significant tumors or lymph node enlargement.
The patient stated that he quit smoking many years ago.
The patient has cough on and off and it is slightly better now. He has not seen by blood in the saliva.

REVIEW OF SYSTEMS: The patient denied headache, ear discharge, ear pain, sore throat, nausea, vomiting, chest pain, leg swelling or calf swelling, skin rashes or significant weight loss or weight gain.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg tablet once a day and metoprolol 50 mg tablet once a day along with low-salt diet.

The patient has a history of chronic bronchitis and he is on albuterol inhaler 108 mcg/ACT two puffs three times a day as needed.

The patient has a history of prostatic hypertrophy and he is on finasteride 5 mg tablet one tablet daily.

SOCIAL HISTORY: The patient is married, lives with his wife. He has been working fulltime job. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any lymph node enlargement or 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.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact.

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