Clinic Visit Note
Patient’s Name: Zahida Ajmeri

DOB: 08/10/1972

Date: 06/14/2024

CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of right foot pain, left foot pain, right knee pain, left shoulder pain, cough, and anxiety disorder.

SUBJECTIVE: The patient stated that she noticed pain in the right foot a few weeks ago and it is on and off. The pain level is 4 upon exertion and relieved after resting. The patient complained of left foot pain also sometimes and it is worse upon exertion. The pain level is 4. Today the pain has been less.
The patient complained of right knee pain on and off for the past three weeks and it is worse upon exertion. The pain level is 5-6 and there is no history of falling down. The patient complained of left shoulder pain and it started a week ago. It started after she lifted a box. Pain is relieved upon resting and it is worse upon exertion and activities of daily living causes left shoulder pain. The patient has anxiety off and on. It is less now, but sometime it is associated with palpation or sweating. The patient has mild cough and it is not associated with any phlegm or bleeding. The patient has taken over-the-counter cough medication without much relief and she is not exposed to any previous infections or allergies and she denied any recent travel.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, swallowing difficulties, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or tremors, focal weakness of upper or lower extremities or skin rashes.

PAST MEDICAL HISTORY: Significant for anxiety disorder and she was on sertraline 25 mg once a day. The patient has numbness and tingling and was on gabapentin 100 mg in the past and she is going to be started on that which has helped her in the past.

PAST SURGICAL HISTORY: Not clear.

FAMILY HISTORY: Noncontributory.

PREVENTIVE CARE: Reviewed and discussed with the patient. The patient is up-to-date on vaccinations.

SOCIAL HISTORY: The patient is married, lives with her husband and a child. The patient worked as a supervisor. The patient never smoked cigarette or alcohol. Her diet is balanced diet.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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 murmur.

ABDOMEN: Soft without any tenderness. Bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and is abl to ambulate without any assistance.

MUSCULOSKELETAL: There is tenderness of the left shoulder joint and range of movement is slightly painful 

EXTREMITIES: Right knee examination reveals tenderness of the knee joint without any joint effusion. The patient is able to ambulate without any assistance, however weightbearing is more painful.

Right foot examination reveals minimal tenderness of the forefoot without any deformity

Left foot examination also reveals mild forefoot tenderness without any deformity. The patient is abl to ambulate without any assistance. 

PSYCHOLOGIC: The patient appears stable and has a normal affect.
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