Clinic Visit Note
Patient’s Name: Mohammad Osman
DOB: 10/01/1944

Date: 11/01/2025

CHIEF COMPLAINT: The patient came today with a chief complaint of severe headaches, nasal congestion, and generalized weakness.

SUBJECTIVE: The patient stated that he started having headache 10 days ago and it progressively got worse. The patient then started having nasal congestion. The patient took over-the-counter medication without much relief. He had low-grade fever. There was no exposure to any serious illnesses or allergies. Also the patient complained of fatigue that also started four to five days ago. His appetite was poor, but he did not have any nausea or vomiting.

REVIEW OF SYSTEMS: The patient denied double vision, ear discharge, swallowing difficulty, breathing difficulty, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, rashes, or focal weakness of the upper or lower extremities.

The patient also denies any double vision or ear discharge.

PAST MEDICAL HISTORY: Significant for dementia and the patient is on donepezil 10 mg tablet one tablet daily by mouth.

The patient has a history of hypercholesterolemia and he is on Zetia 10 mg tablet one tablet daily by mouth along with low-fat diet.

The patient has a history of hypertension and he is on metoprolol 25 mg tablet one tablet daily by mouth along with low-salt diet.

The patient has a history of urinary incontinence and he is on oxybutynin 5 mg tablet one tablet daily by mouth.

The patient has a history of anxiety disorder and he is on sertraline 50 mg tablet one tablet daily by mouth.

SOCIAL HISTORY: The patient lives with his daughter. He never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient does stretching exercises two or three times a week.
OBJECTIVE:
HEENT: Examination reveals frontal type headache and there is no deformity noted.

Nasal congestion is present without any bleeding. Oropharyngeal examination is unremarkable. Tympanic membranes are intact.

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

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

The patient has generalized fatigue without any focal deficit.

NEUROLOGIC: The patient is ambulatory without any assistance.
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