Clinic Visit Note
Patient’s Name: Lalitaben Patel
DOB: 03/01/1956
Date: 07/31/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of both knee pain, low back pain, both hip pain and followup for diabetes.

SUBJECTIVE: The patient came today with her daughter-in-law complaining of pain in both the knees and the pain level in both the knees is 6 or 7 and it is relieved after resting. The patient had x-rays of the knee last year and the results were reviewed and it showed osteoarthritis. At this time, the patient has worsening of pain and she did not fell down.

The patient also complained of both hip pain and the pain level is 3 or 4 and it is relieved after resting. This pain started for the first time three or four months ago. However, the patient is able to ambulate without much worsening of hip pain.

The patient also complained of low back pain and the pain travels to the upper thigh. The pain level in the low back is 5 or 6 and it is relieved after resting. The patient does house chores and that makes the condition worse.

The patient had eye exam last year and needs a followup eye exam. She does not have any blurriness.

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

PAST MEDICAL HISTORY: Significant for iron deficiency anemia and she is on ferrous sulfate 325 mg tablet one tablet a day.

The patient has a history of diabetes and she is on glipizide 10 mg tablet once a day, insulin glargine 40 units subcutaneous injection once a day along with metformin 1000 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypertension and she is on lisinopril 10 mg tablet one tablet a day along with low-salt diet.

The patient has a history of hypercholesterolemia and she is on simvastatin 5 mg tablet one tablet a day along with low-fat diet.

The patient has a history of gastritis and she is on omeprazole 20 mg tablet one tablet a day along with bland diet.
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SOCIAL HISTORY: The patient is married, lives with her husband. They both live with her son. The patient does not work. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use, otherwise she is active at home.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any 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 or pedal edema.

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

MUSCULOSKELETAL: Examination reveals tenderness of the soft tissues of the lumbar spine and lumbar flexion is painful at 45 degrees. The patient is able to ambulate without any assistance.

I had a long discussion with the patient and her daughter-in-law and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________
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