Clinic Visit Note
Patient’s Name: Michael Franch
DOB: 04/21/1946
Date: 08/13/2024
CHIEF COMPLAINT: The patient came today for annual physical exam.

SUBJECTIVE: The patient stated that he is in good health and occasionally has back pain, but is manageable and he does stretching exercise. He just finished home physical therapy.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, ear pain, cough, fever, chills, chest pain, short of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or falling down episodes.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 2.5 mg tablet once a day along with low-salt diet.

The patient also has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of constipation on and off and he is on docusate 100 mg tablet twice a day as needed.

The patient has a history of vitamin B12 deficiency and he is on vitamin B12 500 mcg once a day.

SURGICAL HISTORY: None recently.

FAMILY HISTORY: Sister has breast cancer; otherwise unremarkable.

PREVENTIVE CARE: Reviewed and the patient is up-to-date on COVID vaccinations.

SOCIAL HISTORY: The patient is lives by himself; however his sister is nearby. The patient quit smoking two years ago. The patient does walk outside for few minutes. He has no history of smoking cigarettes or alcohol use.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement or bruits.

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 and the patient is able to ambulate without any assistance.

MUSCULOSKELETAL: Examination is unremarkable. The patient does use walker at home.
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