Clinic Visit Note

Patient’s Name: May Williams
DOB: 11/30/1951
Date: 01/18/2022
CHIEF COMPLAINT: The patient came today after emergency room visit.
SUBJECTIVE: The patient had nausea, vomiting, and fever last week and she was feeling very weak. Then, the patient decided to go to the emergency room at local hospital ER. The patient had extensive workup done including CT scan of the abdomen and it showed gallstone measuring 2.2 cm. The patient was diagnosed as acute gastroenteritis infectious etiology. The patient had a chest x-ray which showed possible pneumonia and she was started on levofloxacin dosage not known and she just finished yesterday. The patient has no work off. No fever or chills.
PAST MEDICAL HISTORY: Significant for hypertension and she is on amlodipine 5 mg once a day, atenolol 100 mg once a day along with low-salt diet. 
Past medical history is also significant for chronic bronchiectasis and she has been seen by Rush University Medical Center on a regular basis.
The patient has a history of vitamin D deficiency and she is on vitamin D3 2000 units every day.
ALLERGIES: PENICILLIN – nausea.
REVIEW OF SYSTEMS: The patient denied headache, double vision, dizziness, blurry vision, 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, or skin rashes.

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: Soft without any tenderness. Bowel sounds are active. There is no organomegaly.

EXTREMITIES: No calf tenderness, edema, or tremors.

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