Clinic Visit Note
Patient’s Name: Abdul Majeed
DOB: 05/09/1945
Date: 02/14/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of imbalance walk, right knee pain, left knee pain, and followup for chronic rhinitis.

SUBJECTIVE: The patient stated that few days ago, he had disequilibrium lasted for one to two hours and after that he was feeling fine and he had similar episode last year. Now the patient does not have any balancing problem and he does not use any cane. The patient denied double vision or head injury.
The patient has right and left knee pain and the pain level is 4 or 5 and it is worse upon exertion and relieved after resting. The patient had knee arthritis in the past. He is going to be started on nonsteroidal antiinflammatory medication.
The patient came today as a followup for chronic rhinitis. It is sometimes seasonal and he has some congestion; however, he has been able to breathe most of the day and he does not have significant snoring.
REVIEW OF SYSTEMS: The patient denied dizziness, ear pain, ear discharge, sore throat, cough, fever, chills, exposure to infections or allergies, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for chronic bronchitis and he is on albuterol inhaler two puffs three times a day as needed. He has been using for the last 10 days.

The patient has a history of hypercholesterolemia and he is on atorvastatin 40 mg once a day along with low-fat diet.
The patient has a history of hypertension and he is on carvedilol 6.25 mg tablet one tablet twice a day along with low-salt diet.
The patient has a history of acid reflux and he is on famotidine 20 mg tablet once a day as needed.
The patient has a history of iron deficiency and he is on ferrous sulfate 325 mg tablet one tablet a day.
The patient has a history of insomnia and he is on melatonin 50 mg tablets nightly as needed.
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The patient has chronic rhinitis and he is on montelukast 10 mg tablet once a day.

The patient has a history of angina and he is on nitroglycerin 0.4 mg sublingual tablet once a day as needed for chest pain.

The patient is on Ranolazine 500 mg tablet one tablet a day as per the cardiologist.
SOCIAL HISTORY: The patient is a widower and he lives with his son. No history of smoking cigarettes or alcohol use. His activity is daily walk.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any carotid bruits.

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

ABDOMEN: Soft. There is no epigastric tenderness.

EXTREMITIES: No calf tenderness, edema, or tremors.

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

MUSCULOSKELETAL: Examination reveals minimal tenderness of both the knees without any joint effusion and weightbearing is painful.
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