Clinic Visit Note
Patient’s Name: Linda Perez
DOB: 03/13/1949
Date: 01/11/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of both knee pain.

SUBJECTIVE: The patient stated that both knee pain started two weeks ago. She used acetaminophen 500 mg three times a day without much relief. Today, pain was worse and the patient described the pain level as 5. It is relieved after resting. Also, the patient has both hip pain and she is being evaluated for hip replacement. The patient denied falling down.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or focal weakness of the upper or lower extremities.

OBJECTIVE:
LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Obese without any tenderness. Bowel sounds are active.
EXTREMITIES: There is no calf tenderness or pedal edema. Knee examination reveals painful passive range of movement of both the knees. There is no joint effusion. Weightbearing is more painful.

NEUROLOGIC: Examination is intact and the patient ambulates with a walker.
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