Clinic Visit Note
Patient’s Name: Torrence Caldwell
DOB: 05/29/1977
Date: 02/13/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of right knee swelling, followup for hypertension.

SUBJECTIVE: The patient stated that he had blood pressure checked at home and it was elevated and he wants further evaluation. The patient also stated that he has family history of hypertension.

The patient also complained of right knee pain and swelling. There is no trauma or injury he had in the past.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, ear pain, sore throat, cough, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: None.

ALLERGIES: None.

MEDICATIONS: None.

FAMILY HISTORY: Significant for hypertension; otherwise unremarkable.

PREVENTIVE CARE: Reviewed.

SOCIAL HISTORY: The patient is single and he works fulltime job. The patient has no history of smoking cigarettes, alcohol use or substance abuse. He is very active.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any lymph node enlargement or thyroid enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness. There is no organomegaly.

EXTREMITIES: No calf tenderness, edema, or tremors.

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

MUSCULOSKELETAL: Examination reveals right knee joint effusion and range of movement is limited. Weightbearing is slightly painful; however, the patient ambulates without any assistance.

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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