Clinic Visit Note

Patient’s Name: Shakeel Ahmed
DOB: 11/01/1963
Date: 01/18/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of both knee pain.
SUBJECTIVE: The patient stated that his blood sugar lately has been elevated and the patient is not checking the blood sugars at home and is emphasized to check every day and keep a logbook.
The patient has pain in both the knees and had x-rays done; the results are reviewed and discussed with the patient in detail. The patient stated that most pain is in the right knee and it is worse upon exertion and the pain level in the right knee is 6 and the pain level in the left knee is 4 or 5. No history of falling down. The patient is doing stretching exercise every day now.
The patient stated that he has difficulty parking due to long distance walk which is aggravating his pain. He is requesting for handicap permit. The patient stated that he could not walk more than 100 steps and he does drive a limousine. Also, the patient has lost weight and he is on low-carb diet.
PAST MEDICAL HISTORY: Significant for diabetes mellitus and he is on alogliptin 25 mg once a day, glipizide 10 mg two tablets twice a day, and metformin 1000 mg twice a day along with low-carb diet.
The patient also has a history of hypercholesterolemia and he is on simvastatin 40 mg once a day along with low-fat diet.

The patient has a history of hypertension and he is on amlodipine 5 mg once a day and atenolol 50 mg once a day along with low-salt diet.

The patient also has a history of hypothyroidism and he is on levothyroxine 25 mcg once a day.

ALLERGIES: None.

SOCIAL HISTORY: The patient lives with his family. He has no history of smoking cigarettes, alcohol use, or substance abuse. The patient is a limousine driver and does stretching exercise every day.
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REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infection or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling or tremors, skin rashes, or depression.

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

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Slightly obese 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. However, the gait is slow due to pain in the knees.

MUSCULOSKELETAL: Examination reveals tenderness of the right knee and range of movement is limited, especially flexion. There is no joint effusion. Most tenderness is on the medial aspect of the knee joint and it is worse upon standing up.

Left knee examination reveals less tenderness of the knee joint and there is no joint effusion. Range of movement of the left knee is also limited, but not as bad as right side and weightbearing is painful.
PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
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