Clinic Visit Note

Patient’s Name: Mohammed Hazari
DOB: 11/01/1950
Date: 01/14/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of accidental fall, head injury, bruises on the forehead, hematoma around the right eye, neck pain, and abnormal CT scan of the brain.
SUBJECTIVE: The patient stated that he was walking on his driveway and reached his car and suddenly he slipped on the ice on his face down. The patient sustained injury to the forehead and it was bleeding followed by severe headache, severe neck pain, and later on developed hematoma around the right eye. Son was nearby and he picked up the patient and called the paramedics. He was then brought to the emergency room at Central Dupage Hospital. There, the patient had extensive evaluation and his vital signs in the ER were blood pressure 138/94, oxygen was 99% room air, temperature was 98, and heart rate was 104. The patient then had CT scan of the head and it showed white matter ischemic changes without any active bleeding. The patient then had an x-ray of the cervical spine and it showed multiple levels of degenerative changes in the spine, but there was no fracture noted. Also, on the CT scan there was no fracture of the skull. The patient after that was released with pain medications and then the patient continued to have headache and the pain level is 5 or 6 and today was less than 5. However, the patient has noted hematoma around the right eye and it is extending to the bridge of the nose. There is no pain. The vision is not disturbed. The patient sustained superficial abrasion to the right side of the forehead and it was clean and dressed in the emergency room. The patient is doing the dressing change at home. Yesterday, the patient started having neck pain and the pain level was 6 and he has used acetaminophen 500 mg two to three times a day with some relief.
PAST MEDICAL HISTORY: Significant for hypertension and he is on losartan 50 mg twice a day.
The patient has a history of diabetes mellitus and he is on metformin 1000 mg twice a day along with low-carb diet.

The patient has a history of mild gastritis and is on famotidine 20 mg once a day as needed in fasting state.

PAST SURGICAL HISTORY: None.

ALLERGIES: None.
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SOCIAL HISTORY: The patient is married, lives with his wife and he has four adult children. The patient is retired and his exercise is mostly bike.
REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any allergies, or infection, 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 low back pain, skin laceration, seizures, or speech difficulty.
OBJECTIVE:
HEENT: Examination reveals tenderness of the forehead. There is a 4 x 5 cm area of abrasion with serous discharge. No bleeding.

NECK: Supple without any lymph node enlargement or deformity.

CHEST: Chest examination reveals no deformity or significant tenderness.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any cardiac murmur.
ABDOMEN: Soft without any tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance. Romberg test is negative.
MUSCULOSKELETAL: Examination reveals tenderness of the soft tissues of the cervical spine and range of movement is significantly limited due to pain and spasm.

PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.

______________________________
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