Clinic Visit Note
Patient’s Name: Mark McFall
DOB: 08/17/1968

Date: 09/30/2025

CHIEF COMPLAINT: The patient came today after emergency room visit and hospitalization.

SUBJECTIVE: The patient stated that he had severe shortness of breath two weeks ago and he could not breathe and paramedics have called and the patient was then taken to the emergency room near home. In the ER, the patient was stabilized and his troponin was high. The patient was then admitted to ICU and underwent extensive evaluation and treatment. He had no myocardial infarction; however, he has acute bronchitis and infection and after that his troponin improved and the patient was then discharged home in a stable condition. Now the patient has no more shortness of breath and he came today for further followup.
The patient stated that he has snoring problem on and off and lately has been more. The patient sometimes has daytime somnolence; otherwise unremarkable.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, chest pain, nausea, vomiting, leg swelling or calf swelling, focal weakness of the upper or lower extremities, skin rashes, or depression.

PAST MEDICAL HISTORY: Significant for bronchitis and he is on nebulizer treatment with albuterol solution. Also the patient has handheld inhaler that he takes as needed basis.

The patient has a history of hypertension and he is on amlodipine 10 mg tablet once a day along with low-salt diet. The patient is also on losartan 50 mg tablet one tablet daily along with low-salt diet.

The patient is also on mometasone inhaler and it is 110 mcg/ACT. He uses one puff twice a day.

ALLERGIES: None.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient is single. He has one child. The patient works fulltime job as labor. He never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is mostly walking and he is on low-carb healthy diet.
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: Slightly obese without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.

MUSCULOSKELETAL: Examination is within normal limits.

PSYCHOLOGIC: The patient appears stable and has normal affect.

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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