Clinic Visit Note
Patient’s Name: Nohemi Ibarra
DOB: 02/24/1955
Date: 02/15/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of low back pain, both knee pain, and weight gain.
SUBJECTIVE: The patient came today with her husband for interpretation and he stated that the patient noticed low back pain for past several days and the pain level is 5 or 6 upon exertion and it is relieved after resting and the pain is worse after work and there is no radiation of pain to the lower extremities.
The patient also complained of both knee pain and it is worse upon exertion especially prolong standing and the pain level is 5 or 6 and it is relieved after resting. The patient has no history of recent knee injuries.

The patient has gained weight and she was advised in the past for low-carb diet.

REVIEW OF SYSTEMS: The patient denied headache, 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 urine color, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 40 mg once a day along with low-fat diet.
The patient has a history of diabetes and she is on metformin 1000 mg twice a day along with low-carb diet.

The patient has a history of hypertension and she is on losartan plus hydrochlorothiazide 100/12.5 mg once a day along with low-salt diet. All other medications are also reviewed and reconciled.
SOCIAL HISTORY: The patient lives with her husband and she works in the laundry at a hotel and she stands almost eight hours everyday and she does fold sheets which sometimes could be more than 25 pounds. 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.

Chest is symmetrical without any deformity.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination has no focal deficit and the patient is ambulatory without any assistance.

Musculoskeletal examination reveals tenderness of the paralumbar soft tissues and lumbar flexion is painful at 90 degrees. Lateral flexion is also painful.

Both knee examinations reveal no significant joint effusion. The patient has tenderness upon passive range of movement upon flexion and weightbearing is much painful.
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