Clinic Visit Note
Patient’s Name: Salim Ahmed
DOB: 04/05/1946
Date: 06/19/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of cough, low-grade, upper abdominal pain, and generalized weakness.

SUBJECTIVE: The patient stated that he has been coughing for the past two weeks and it is mostly dry cough without any sputum production. The patient denied exposure to any serious illnesses or allergies.

The patient also complained of mild abdominal pain especially after he was drinking Boost and the patient stopped that for the past three days and started feeling better. There was no diarrhea or constipation.
The patient feels tired and fatigued and mostly in home, occasionally he goes out.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, ear pain, sore throat, cough, chills, nausea, vomiting, leg swelling, calf swelling, tremors, focal weakness of the upper or lower extremities, or recent travel.

PAST MEDICAL HISTORY: Significant for hypertension and he is on lisinopril 5 mg tablet one tablet a day along with low-salt diet and he has been on this medication for several years.
The patient has a history of vitamin D deficiency and he is on vitamin D3 supplement 500 units once a day.

SOCIAL HISTORY: The patient lives with his wife and he is recently retired. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any lymph node enlargement.

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

ABDOMEN: Soft. There is no tenderness at this time and bowel sounds are active. There is no suprapubic or CVA tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors and the patient is able to ambulate without any assistance.

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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