Clinic Visit Note
Patient’s Name: Kailashben Patel
DOB: 01/08/1938
Date: 11/06/2025

CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of generalized body aches, cough, sore throat, low back pain, and pain in both the knees.

SUBJECTIVE: The patient came today with her daughter-in-law complaining of generalized body aches and it is on and off for the past three months. The patient is advised to start stretching exercises.

The patient has mild cough without any sputum protection. There is no exposure to any infections.

The patient also complained of sore throat at the same time, she has no difficulty swallowing food and it has been bothering her for the past few days.

The patient has right-sided low back pain and it is worse upon exertion. Pain level is 4.

The patient complained of both knee pain and the pain level is 3 or 4 upon exertion and it is relieved after testing. The patient’s activity is minimal; however, she goes to the bathroom with some assistance.

The patient also complained of both leg pain and it is related to her knee pain.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, visual disturbances, swallowing difficulty, fever or chills, chest pain, short of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 supplement 2000 units every day.

The patient has a history of constipation and she is on Colace 100 mg one tablet every day as needed along with fiber diet.

The patient has a history of gastritis and she is on famotidine 40 mg tablet once a day along with bland diet.

The patient has a history of iron deficiency and she is on iron sulfate 325 mg tablet one tablet twice a day.
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The patient has a history of numbness and tingling of the feet and she is on gabapentin 600 mg tablet two tablets in the morning and one in the evening.

The patient has a history of urinary incontinence and she is on oxybutynin 5 mg tablet one tablet by mouth every evening.

The patient has a history of anxiety disorder and she is on sertraline 50 mg tablet two tablets daily and the patient has a history of hypercholesterolemia. She is on simvastatin 10 mg tablet once a day along with low-fat diet.
RECENT SURGICAL HISTORY: None.
ALLERGIES: None.
FAMILY HISTORY: Father had throat cancer.

PREVENTIVE CARE: Reviewed and discussed.
SOCIAL HISTORY: The patient is widowed and she lives with her son and daughter-in-law. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. Her exercise is mostly walking. The patient is a vegetarian.
OBJECTIVE:
HEENT: Examination reveals there is no significant abnormality.
NECK: Supple without any thyroid enlargement or lymph node enlargement.

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

ABDOMEN: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact; however, the patient needs some assistance upon walking and has weakness in the lower extremities.

MUSCULOSKELETAL: Examination reveals tenderness of the knee joint and it is minimal; however, weightbearing is causing more pain.

Lumbar spine examination reveals minimal tenderness of the lumbar soft tissue without any deformity and feet are unremarkable.

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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