Clinic Visit Note
Patient’s Name: Laura Villarreal
DOB: 01/03/1969
Date: 03/01/2022
CHIEF COMPLAINT: The patient came today with chief complaint of neck pain.
SUBJECTIVE: The patient stated that she noticed neck pain three days ago and it was described as sharp pain in both sides of the neck and the pain level is 6 or 7. There was no radiation of pain to the hands and the patient used over-the-counter medications with minimal relief.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, fever, chills, cough, sputum production, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, or rashes.

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.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals tenderness of the soft tissues of the cervical spine and range of movement is limited due to pain. There are no skin rashes or changes.

______________________________

Mohammed M. Saeed, M.D.
