Clinic Visit Note
Patient’s Name: Khoder Kaddoura
DOB: 07/12/1961
Date: 02/24/2022
CHIEF COMPLAINT: The patient came today as a followup after emergency room visit.
SUBJECTIVE: The patient stated that he was having severe headache and his blood pressure was more than 200 systolic. At that time, the patient decided to go to the emergency room. In the ER, the patient’s temperature was 98, heart rate was 57, oxygen saturation was 99%, and respirations was 9 after that the patient has a repeat of vital signs blood pressure systolic was 199, diastolic was 90, oxygen saturation 99% at room air, respirations are 16, and temperature was 98 with a heart rate of 86. The patient then had extensive workup done including CT scan of the brain without contrast and there was no acute bleed. However, the patient has mild mucoperiosteal thickening of the ethmoid air cells and there was 1 cm opacity in the left maxillary sinus consistent with mucosal retention cyst. After that the patient had a chest x-ray and there was question of right lower lobe atelectasis or infiltrate, but the patient has no fever or cough or chills. His CBC was within normal limits and his troponin was normal and his BMP glucose was 107 otherwise unremarkable. The patient then had EKG and it was normal sinus rhythm. Heart rate was 55. The patient was given IV metoprolol 10 mg and then the blood pressure improved and he was sent home. The patient did not complain of any chest pain or shortness of breath.
REVIEW OF SYSTEMS: The patient denied severe headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infection or allergies, 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, loss of consciousness or skin rashes.
PAST MEDICAL HISTORY: Significant for hypertension and lately, he was on hydralazine 25 mg twice a day started yesterday before that he was on amlodipine and clonidine, which did not help.
The patient has a history of mild gastritis and he is on famotidine 20 mg once a day and also the patient is on aspirin 81 mg once a day as few times a week.

ALLERGIES: None.
SOCIAL HISTORY: The patient is married, lives with his wife and three children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. He works in a retail store and he does exercise everyday.
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OBJECTIVE:
HEENT: Examination reveals no sinus headache.

NECK: Supple without any thyroid enlargement or lymph node enlargement.
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing. There is no axillary lymph node enlargement.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact without any focal deficit and the patient is ambulatory without any assistance.
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