Clinic Visit Note

Patient’s Name: Lori Norton

DOB: 11/08/1976
Date: 01/18/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of fatigue, neck pain, nasal congestion, burning on urination, and followup for depression.
SUBJECTIVE: The patient stated that for the past one and a half she has been feeling fatigued and also gained weight. The patient’s test is negative for COVID infection.
The patient complained of neck pain mostly on the right side with radiation to the back of the head and the patient’s pain level is 4 or 5. It does not cause any dizziness.
The patient has nasal congestion for the past few days and it is affecting her right ear as well as sinus pressure, but she does not have any throbbing headache and there was no fever or chills.

The patient has mild dysuria for the past two or three days and she has not seen any blood in the urine.

The patient came today for followup for depression and anxiety and she is requesting a refill on medication. The patient is referred to psychiatrist.

PAST MEDICAL HISTORY: Significant for depression and anxiety disorder and she is on alprazolam 0.5 mg twice a day as needed.
PAST SURGICAL HISTORY: None recently.

ALLERGIES: QUINOLONES – moderate allergy. EGGS – moderate allergy without any respiratory distress.

FAMILY HISTORY: Father had myocardial infarction. Mother also had myocardial infarction and passed away. Grandfather had colon cancer and passed away.

PREVENTIVE CARE: Reviewed and discussed in detail.
SOCIAL HISTORY: The patient is single, lives with her son. The patient smokes half a pack of cigarettes per day. She is trying to cut down. The patient has no history of alcohol use or substance abuse. Her exercise is mostly walking. Sometimes she does biking. Her nutrition is low-carb healthy diet.
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REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling or tremors, focal weakness of the upper or lower extremities, or skin rashes.

OBJECTIVE:
HEENT: Examination is unremarkable. There is minimal nasal congestion without any discharge.
NECK: Supple without any thyroid enlargement or lymph node enlargement.
CHEST: Chest is symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Rapid first and second heart sounds. It improved after resting. The patient drank caffeine soda.

ABDOMEN: Slightly obese without any tenderness. Bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors. There is no suprapubic or CVA tenderness.
MUSCULOSKELETAL: Examination reveals minimal tenderness of the soft tissues of the cervical spine. Range of movement is unremarkable.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.
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