Clinic Visit Note
Patient’s Name: Navinbanu Shaikh
DOB: 06/18/1975
Date: 02/09/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of right shoulder pain, left shoulder joint pain, generalized muscle ache, anxiety disorder and weight gain.

SUBJECTIVE: The patient stated that she has noticed pain in the right shoulder for the past few weeks and it was progressively getting worse. The pain level is 7 or 8 upon exertion and it is less upon resting and she could not raise her hand above the shoulder level due to pain. No history of falling down.

The patient also has pain in the left shoulder joint, but it is milder and the patient can lift hand above the shoulder level. No history of fall and the pain level in the left shoulder is 3 or 4 upon exertion.

The patient also complained of generalized muscle ache and she is not doing any stretching exercise. The patient is reminded to start with stretching exercise of the whole body.

The patient also felt anxious on and off and she was on sertraline 25 mg tablet two years ago which helped her.

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

PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol nebulizer treatment once or twice a day as needed.

The patient has a history of hypercholesterolemia and she is on atorvastatin 40 mg tablet one tablet a day along with low-fat diet.

The patient has a history of vitamin D deficiency and she is on vitamin D3 50,000 units once a week.

The patient has a history of diabetes and she is on Farxiga 10 mg tablet once a day along with low-carb diet.

The patient has a history of hypertension and she is on isosorbide dinitrate 30 mg tablet once a day, lisinopril 20 mg tablet once tablet once a day and metoprolol 50 mg tablet one tablet a day along with low-salt diet.

The patient has a history of gastritis and she is on omeprazole 40 mg tablet once a day.
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SOCIAL HISTORY: The patient is married, lives with her husband and he requires 24 x 7 care. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
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.
Right shoulder examination reveals tenderness of the shoulder joint and range of movement is limited. Handgrips are bilaterally equal. Left shoulder examination reveals tenderness of the AC joint and there is no joint effusion, movement is better.

The patient has generalized muscle pain without any skin changes.
PSYCHOLOGIC: The patient appears stable and has normal affect.
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