Clinic Visit Note
Patient’s Name: Tahir Siddiqui
DOB: 08/13/1982
Date: 01/08/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and wheezing, followup for hyperlipidemia and dust allergy.
SUBJECTIVE: The patient came today his wife stating that he has wheezing for past few days or so and getting better. He used inhaler albuterol two puffs without much relief. The patient stated that he has no fever or chills and no history of contact with any infections.
The patient has a history of hyperlipidemia and currently not taking any medication.

The patient has a history of dust allergy and he is not taking any medications and the patient does not have any watery eye or nasal congestion.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, 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, leg swelling, back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for hyperlipidemia and he took medications last year. Currently, the patient has used albuterol inhaler as needed.
ALLERGIES: Dust.
SURGICAL HISTORY: None.

FAMILY HISTORY: Father has congestive heart failure.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with his wife and the patient’s job is IT professional. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use; however, the patient uses betel nuts. The patient’s exercise is mostly walking and he is on general diet.
OBJECTIVE:
HEENT: Examination is unremarkable.

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

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds with any cardiac murmur.
Lung examination reveals inspiratory and expiratory wheezing.
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ABDOMEN: Soft without any tenderness and bowel sounds are active.
Genital examination reveals no hernia.

EXTREMITIES: No pedal edema or calf tenderness.
NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.

Musculoskeletal examination is within normal limits.

Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

______________________________

Mohammed M. Saeed, M.D.
