Clinic Visit Note
Patient’s Name: Kunjabala Jhaveri

DOB: 11/26/1939

Date: 01/04/2022

CHIEF COMPLAINT: The patient came today as a followup after COVID infection, low back pain, both hip pain, fatigue, leg swelling, cough, and urinary incontinence.

SUBJECTIVE: The patient stated that she had severe cough and then she had COVID nasal swab test, which was positive after the patient quarantined for two weeks. She still has cough without any sputum production and there is no fever or chills.

The patient also complained of low back pain and it is worse upon exertion and she has back pain on and off for few months and the back pain level is 5 and it is relieved after resting.

The patient has pain in both hips and the worse is on the left side and it is worse upon walking and she uses cane to walk. The patient walks short distances about 10 or 20 steps and she has to take rest. The patient has not fallen down.

The patient feels fatigued and tired despite good nutrition.

The patient has noticed swelling of both the legs and sometimes it is very heavy to walk and she does not have any open wounds.

The patient has cough on and off without any sputum production and she has used cough medication with some relief.

The patient has urinary incontinence and lately she has worsening of the condition and she is going to be seen by urogynecologist. The patient does not have any burning urination and has not seen any blood in the urine.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, dizziness, ear pain, sore throat, chills, chest pain, shortness of breath, nausea, vomiting, diarrhea, change in the bowel habits or urine color, calf swelling, focal weakness of the upper or lower extremities or loss of consciousness.

PAST MEDICAL HISTORY: Significant for recent COVID infection and she is recuperating. The patient has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day. The patient has a history of hypercholesterolemia and she is on pravastatin 20 mg once a day along with low fat diet. The patient has a history of anxiety and she is on sertraline 100 mg once a day. The patient has a history of vitamin D deficiency and she is on 50,000 units once a week. The patient has a history of gastritis and she is on famotidine 20 mg once a day. The patient occasionally has tingling of the upper and lower extremities and she is on gabapentin 300 mg once at the bedtime.
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ALLERGIES: Penicillin with moderate rashes.

RECENT SURGICAL HISTORY: None.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient is a widow and she is lives by herself. Her son is in New York. The patient currently does not work. She never smoked cigarettes or drank alcohol. No history of illicit drug use.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple and there is no thyroid enlargement.

CHEST: Symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.

ABDOMEN: Obese without any tenderness and there is no suprapubic tenderness.

EXTREMITIES: Pedal edema bilaterally without any skin changes. Peripheral pulses are bilaterally equal.

NEUROLOGICAL: Intact, but the patient walks with a slow pace and using the cane and complaining of pain in the left hip more than the right.

MUSCULOSKELETAL: Reveals tenderness of the soft tissue of the lumbar spine and lumbar flexion is painful at 90 degrees. The patient also has tenderness in both the hips and passive range of movement is limited and weightbearing is more painful.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

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.
