Clinic Visit Note
Patient’s Name: Christina Hoffman
DOB: 10/28/1959
Date: 06/09/2026
CHIEF COMPLAINT: The patient came today after hospital discharge.
SUBJECTIVE: The patient was admitted to *_________* Medical Center with anemia, iron deficiency and also morbid obesity. The patient stayed in the hospital for three to four days, now discharged six days ago and she received blood transfusion. The patient’s evaluation was done by a gastroenterologist and they suspect the patient may have GI bleeding and she is scheduled for upper and lower endoscopy as an outpatient.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, sore throat, ear pain, swallowing difficulty, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for albuterol inhaler two puffs every four hours as needed.
The patient also has a history of anxiety disorder and she is on alprazolam 0.5 mg tablet one tablet a day as needed.

The patient is on Eliquis 5 mg tablet one tablet twice a day.

The patient has a history of hypercholesterolemia and she is on atorvastatin 10 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 supplement 50,000 units once a week.

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

The patient has a history of hypothyroidism and she is on levothyroxine 200 mcg plus 25 mcg once daily.

The patient has a history of diabetes and she is on metformin 500 mg tablet one every day along with Wegovy 4 mg tablet *________* along with low-carb diet.
The patient has a history of hypertension and she is on metoprolol 50 mg tablet one tablet twice a day along with generic hydrochlorothiazide 37.5 plus 5.25 mg once daily. Also the patient has a history of anxiety disorder and she is on sertraline 100 mg tablet one tablet twice a day.

SOCIAL HISTORY: The patient lives by herself. She never smoked cigarettes or drank alcohol. No history of illicit drug use. Her activity is less tolerated.
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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: 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.

I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
