Clinic Visit Note
Patient’s Name: Shirin Galaria

DOB: 03/11/1951
Date: 01/29/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of severe back pain, lump in the back, and high fasting blood glucose.
SUBJECTIVE: The patient stated that she developed low back pain last week and she took acetaminophen without much relief. Then the patient’s husband applied analgesic cream and felt lump in the low back both sides and those lumps are soft and painful and low back pain level is 5 or 6 and it is worse upon exertion. The patient did not fell down and pain is relieved after resting and the patient never had severe low back pain in the past.
The patient stated that lately her fasting blood glucose ranges from 150-180 mg/dL and she is advised on low-carb diet. The patient is also advised to increase metformin 500 mg one and half tablet in the morning. The patient denied any burning urination or fever or cough.
The patient stated that she is traveling to Middle East and she is requesting blood test. At this time, the patient has all immunization up-to-date including booster vaccination for COVID infection.

REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, 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.
PAST MEDICAL HISTORY: Significant for diabetes mellitus and she is on metformin 500 mg one tablet twice a day.
The patient has a history of hypercholesterolemia and she is on rosuvastatin 5 mg once a day.

The patient has a history of vitamin D deficiency and she is on vitamin D3 supplement 50,000 units once a week.

The patient is not on any ACE inhibitor or ARB due to side effects of coughing.
ALLERGIES: None.
SOCIAL HISTORY: The patient lives with her husband and she walks everyday. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate, but gait is slow.
Musculoskeletal examination reveals tenderness of the soft tissues of the lumbar spine bilaterally and there is a soft lump consistent with lumbar lipomatosis and it is tender. There are no skin changes. Lumbar forward flexion is painful at 50 degrees. Weightbearing is more painful.
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