Clinic Visit Note
Patient’s Name: Harend Singh
DOB: 06/16/1952
Date: 08/18/2023
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient stated that he has persistent neck pain and it got worse after his accident and the pain level is 7 or 8 and it is relieved after resting.
The patient also came today as a followup for diabetes mellitus and hypothyroidism.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, 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, focal weakness of the upper or lower extremities, severe back pain, or skin rashes.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and he is on albuterol nebulizer treatment as well as inhaler as needed.
The patient has a history of hypertension and he is on amlodipine 5 mg once a day and metoprolol 50 mg once a day along with low-salt diet.
The patient has a history of hypercholesterolemia and he is on Zetia 10 mg once a day along with low-fat diet.

The patient has a history of diabetes and he is on Humalog sliding scale and Tradjenta 5 mg once a day along with metformin 500 mg once a day if blood sugar is more than 150 along with low‑carb diet.

The patient has a history of hypothyroidism and he is on levothyroxine 50 mcg once a day.
ALLERGIES: Neomycin, penicillin, and TriCor give mild-to-moderate rashes without any respiratory distress.

RECENT SURGICAL HISTORY: The patient had diverticulosis and rectal biopsy and had a colon polyp.

PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is married, lives with his wife and he has one child. The patient’s exercise is mostly bike and he is currently not working. His exercise is mostly stretching. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and slightly obese without any tenderness and bowel sounds are active.
The patient had recent colonoscopy and rectal exam done.

EXTREMITIES: No pedal edema.
Genital examination is unremarkable without any hernia.

Extremities: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals tenderness of the cervical soft tissues and range of movement is limited due to pain.
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