Clinic Visit Note

Patient’s Name: Sarwar Sultana
DOB: 01/01/1939
Date: 01/25/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of weakness, nausea, fatigue, and followup after emergency room visit.
SUBJECTIVE: The patient came today with her daughter who stated that the patient was taken to the emergency room three days ago as she was complaining of shortness of breath, profound weakness, and vomiting. The patient was evaluated in the emergency room and she had extensive workup done at that time. After that, the patient had a CT scan of the abdomen and pelvis and it showed multifocal ground glass density opacities throughout the imaged lung basis. There was also moderate multilobulated fat containing umbilical hernia. Also, there was no evidence of bowel obstruction. Then after that the patient had CBC which was unremarkable. The urinalysis showed 3-5 red blood cells; potassium was 3.3; and BUN and creatinine was unremarkable. The patient was sent home and she started feeling slightly better. Today, she was able to eat three times and did not have any vomiting.
The patient stated that she was less fatigued now and did not have any diarrhea. The patient has no fever or chills. She was given Zofran 4 mg yesterday afternoon and that helped her nausea. The patient has lost some weight due to poor food intake. The patient never had such episode in the past and she was not exposed to any corona infection.
PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D supplement along with calcium.
The patient has a history of allergic chronic bronchitis and she uses albuterol inhaler two puffs three or four times a day as needed. She has not used it for the past two months.
The patient has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day.

The patient has a history of hypertension and she is on losartan 50 mg once a day along with low-salt diet.

The patient has a history of gastritis and she is on omeprazole 20 mg twice a day as needed on empty stomach.

The patient has a history of anxiety disorder and she is on lorazepam 0.5 mg half a tablet once a day as needed. She has not used it for the past several days.
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RECENT SURGICAL HISTORY: None.

ALLERGIES: None.

SOCIAL HISTORY: The patient lives with her daughter and she has nine children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
REVIEW OF SYSTEMS: The patient denied severe headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, chest pain, shortness of breath, vomiting or diarrhea, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or rashes.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

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 walks very slowly due to weakness.

I had a long discussion with daughter regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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