Clinic Visit Note
Patient’s Name: Francesco Orlando
DOB: 11/30/1971
Date: 05/22/2025
CHIEF COMPLAINT: The patient came today for annual physical exam.

SUBJECTIVE: The patient came today with his caretaker and brother stating that he is in good shape and being taken care of by caretaker every single day and he has no problems.

REVIEW OF SYSTEMS: Brother stated that the patient had no fever, cough, diarrhea, vomiting, leg swelling, calf swelling, fever, diarrhea, or any other issues.

PAST MEDICAL HISTORY: Significant for vitamin D deficiency and he is on vitamin D3 2400 units liquid every day.

The patient has chronic bronchitis and he is on ipratropium plus albuterol 3 mL solution four times a day as needed.

The patient has a history of anxiety disorder and he is on lorazepam 0.5 mg once a day as needed.

The patient has diabetes and he is on metformin 500 mg tablet one tablet twice a day along with low-carb diet.

The patient has respiratory failure and he has trach and he is on normal saline solution to clean the trach.

The patient is also wheelchair bound and he has a helper every time.
SOCIAL HISTORY: The patient lives at home and his brother is there for supervision and caretaker every day and night. The patient is disabled due to accident and he does not smoke any cigarettes or drink any alcohol.
OBJECTIVE:
HEENT: Examination reveals minor rashes on the scalp, otherwise unremarkable. The patient follows simple command, but does not speak.

NECK: Supple and trach is in place.

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 or edema; however, the patient has some contractures of the feet, but no skin pressure sores or redness.
I had a long discussion with brother and caretaker and all their questions are answered to their satisfaction and they verbalized full understanding.
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