Clinic Visit Note
Patient’s Name: Laura Delarosa
DOB: 08/06/1964
Date: 02/14/2022
CHIEF COMPLAINT: The patient came today for preoperative physical exam.
SUBJECTIVE: The patient stated that she has severe pain in the right knee and pain level is 8 or 9 and she was seen by orthopedic physician and also underwent extensive physical therapy without much relief. The patient is scheduled for right knee arthroplasty.
The patient came today with her husband and she is using a cane due to knee pain and the patient denied any fever or chills. The patient stated that her activity at home has been significantly limited due to right knee pain.

REVIEW OF SYSTEMS: The patient denied severe headache, 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 stool color, urinary or bowel incontinence, leg swelling or calf swelling, focal weakness of the upper or lower extremities, skin rashes, or accidental falls.
PAST MEDICAL HISTORY: Significant for seizure disorder and she is on Keppra 1000 mg one pill in the morning and one and half in the evening and 500 mg three tablets before bedtime.
The patient also has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day.

The patient has a history of osteoporosis and she is on alendronate 70 mg once a week with at least eight ounce of water.

The patient also has a history of hypercholesterolemia and she is on simvastatin 40 mg once a day along with low-fat diet.
The patient has a history of depression and it is well-controlled and she was on sertraline 50 mg once a day.

ALLERGIES: None.
RECENT SURGICAL HISTORY: The patient has cardiac pacemaker for sick sinus syndrome.

The patient has moyamoya disease diagnosed in 2014.

FAMILY HISTORY: Not contributory.
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SOCIAL HISTORY: The patient is married, lives with her husband and she has no children. The patient is currently not working. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and she is on healthy diet.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

Chest is symmetrical without any deformity.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.

EXTREMITIES: No pedal edema or calf tenderness.
Right knee examination reveals significant tenderness of the knee joint and range of movement is limited due to pain. Weightbearing is much painful and the patient uses cane for walking.

NEUROLOGICAL: Examination is otherwise intact.
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