Clinic Visit Note
Patient’s Name: Paul Ratkowsi
DOB: 01/06/1964
Date: 11/06/2025

CHIEF COMPLAINT: The patient came today for preop physical. The patient came today with a chief complaint of right hip pain.
SUBJECTIVE: The patient stated that he has significant pain in the right hip. He has undergone extensive evaluation by orthopedic physician and the patient is scheduled for right hip replacement surgery.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or snoring.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 80 mg tablet once a day along with low-fat diet.

The patient has a history of chronic bronchitis and he is on albuterol inhaler two puffs four times a day as needed.

The patient is on bumetanide 2 mg tablet one tablet in the morning and two tablets in the afternoon and one tablet in the dinner time. The patient also has a history of hypertension and he is on carvedilol 25 mg tablet one tablet twice a day, isosorbide mononitrate 30 mg tablet once a day along with low-salt diet.

The patient has a history of coronary artery stent and he is on clopidogrel 75 mg tablet one tablet daily along with aspirin 81 mg tablet once a day.
The patient has a history of iron deficiency and he is on iron sulfate 325 mg tablet one tablet a day.
The patient has a history of neuropathy and he is on gabapentin 300 mg tablet two tablets three times a day.
The patient has a history of anxiety disorder and he is on lorazepam 2 mg tablet one tablet twice a day as needed.
ALLERGIES: BEE VENOM severe with facial swelling and the patient is on epinephrine injection 0.3 mg as needed.
SOCIAL HISTORY: The patient lives alone. He has no history of smoking cigarettes or alcohol use or any substance abuse. The patient is very active.
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OBJECTIVE:
HEENT: Unremarkable.

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.

MUSCULOSKELETAL: Examination reveals significant tenderness of the right hip and the patient uses walker.
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