Clinic Visit Note
Patient’s Name: Minaxi Patel
DOB: 12/21/1948
Date: 11/11/2025

CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of back pain, left poor vision and abnormal weight loss.

SUBJECTIVE: The patient came today with her daughter-in-law stating that she has noticed low back pain three to four days ago after she stood up for sometime and made the lunch. Pain level is 5 or 6 on a scale of 0 to 10. She is not able to stand for more than 10 minutes. The patient did not fell down; however, the patient has significant abnormality of the lumbar spine and the results of the MRI of the lumbar spine was reviewed and discussed.

The patient also has poor vision in the left eye and she is in the process of having cataract surgery.

Due to back pain, the patient has poor appetite and has subsequently weight loss.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, chest pain, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, loss of consciousness, or seizures.

PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 supplement 5000 units once daily.

The patient has history of numbness and tingling and she is on gabapentin 100 mg tablet once a day.

The patient has a history of rheumatoid arthritis and she is on hydroxychloroquine 200 mg one tablet by mouth daily.

The patient has a history of hypothyroidism and she is on levothyroxine 25 mcg tablet once a day.

The patient has a history of hypertension and she is on losartan 50 mg once a day along with low-salt diet.

The patient has a history of hypercholesterolemia and she is on pravastatin 20 mg once a day along with low-fat diet.

The patient has a history of anxiety disorder and she is on sertraline 25 mg tablet one tablet by mouth every day.
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RECENT SURGICAL HISTORY: None.
ALLERGIES: Positive for SULFA drugs and it gives mild rashes without any serious respiratory distress.
PREVENTATIVE CARE: Reviewed and discussed.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient is married, lives with her son and currently she does not work. The patient has no history of smoking cigarettes, alcohol use or substance abuse; otherwise, she is active and she is vegetarian.

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

MUSCULOSKELETAL: Examination reveals exquisite tenderness of the lumbar spine and forward flexion is painful at 45 degrees. Weightbearing is painful, but the patient is able to move around.
I had a long discussion with the patient and her daughter-in-law and all their questions are answered to their satisfaction and she verbalized full understanding.
______________________________
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