Clinic Visit Note
Patient’s Name: Anita Ghai

DOB: 06/18/1977
Date: 03/09/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of ringing in the ears, upper abdominal pain, hot flashes, and headache. The patient came today as a followup for depression and sleep apnea.

SUBJECTIVE: The patient stated that she has noticed ringing in the ears on and off for the past few months and now it is bothersome. The patient does not have any hearing problem.

The patient felt pain in upper part of the abdomen consistent with acute gastritis. The patient does not have any nausea or vomiting. There was no change in the stool habits or stool color.

The patient is feeling hot flashes and she is menopausal and has not taken any medications.

The patient has mild headache and mostly it is in the daytime and it is sometimes associated with stress and the patient lately has been feeling depressed and she is not suicidal.

The patient came today as a followup for sleep apnea and she had abnormal sleep study. She is waiting for consultation with lung specialist regarding the settings at home for CPAP machine.
PAST MEDICAL HISTORY: Significant for hypothyroidism and she is on levothyroxine 50 mcg once a day.

The patient has a history of hypercholesterolemia and she is on pravastatin 20 mg once a day along with low-fat diet.

The patient has a history of depression and she is on sertraline 100 mg once a day.

The patient has a history of gastritis and she is on famotidine 40 mg once a day. The patient has a history of vitamin D deficiency and she is on iron supplement 325 mg twice a day.

The patient came today also for annual physical exam.

PAST SURGICAL HISTORY: Hidradenitis suppurativa surgery.

ALLERGIES: TIZANIDINE – mid rashes without any respiratory distress.
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FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with her husband and two children. The patient currently does three hours of work at school.

The patient never smoked cigarettes, alcohol use or any drug abuse. The patient does walking as exercise and she is on low carb healthy diet.

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 incontinence, or leg swelling or calf swelling.

OBJECTIVE:
HEENT: Examination reveals normal tympanic membranes bilaterally without any discharge.
There is no significant headache at this time.

NECK: Supple without any thyroid enlargement or lymph node enlargement.
CHEST: Symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Obese without any organomegaly. Bowel sounds are active. There is minimal epigastric tenderness.
EXTREMITIES: No calf tenderness, edema or tremors.

NEUROLOGIC: Examination is intact without any focal deficit and the patient is ambulatory without any assistance.
PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.

SKIN: Healthy without any rashes.
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