Clinic Visit Note
Patient’s Name: Manish Dalal
DOB: 01/02/1967
Date: 01/25/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of burning urination, low back pain, and followup after emergency room visit.
SUBJECTIVE: The patient stated that three days ago he felt slightly reddish urine and after that he had chills. The patient then decided to go to the emergency room and had an extensive workup done including urinalysis and after that the patient was given antibiotic and released after that the patient took antibiotic for one and half day then he has recurrence of pinkish urine and the patient then again went to the emergency room. At this time, the patient’s antibiotic was changed to cefadroxil 500 mg one tablet four times a day. Since yesterday the patient is feeling better; however, he has low back pain and sometimes it is like a sudden severe pain, but there is no radiation of pain to the lower extremities. The patient has a history of lumbar radiculopathy.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infection or allergies, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or open wounds.
PAST MEDICAL HISTORY: Significant for gastritis and he is on famotidine 20 mg one tablet twice a day in empty stomach.
The patient also had a history of diabetes mellitus and he is on Tradjenta 5 mg once a day along with low-carb diet.

The patient has a history of hypercholesterolemia and he is on rosuvastatin 20 mg once a day along with low-fat diet.
SOCIAL HISTORY: The patient is married, lives with his wife. Currently he does not work and his alcohol drinking is three or four cans of beer once or twice a month.
OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and there is no suprapubic tenderness or CVA tenderness.
Genital examination is unremarkable.

EXTREMITIES: No pedal edema, calf tenderness, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

I had a long discussion with the patient regarding treatment plan and all his questions are answer to his satisfaction and he verbalized full understanding.
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