Clinic Visit Note

Patient’s Name: Ruqiya Jilani
DOB: 08/31/1961
Date: 03/14/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of poor vision in the left eye, itching of the skin of the chest and sharp left-sided chest pain.
SUBJECTIVE: The patient stated that she has felt poor vision in the left eye and there is no double vision. The patient is able to walk without any assistance.
The patient complained of itching around the site of intravenous port and described as minimal redness with itching. There is no discharge or bleeding or open wound.
The patient also complained of sharp left-sided chest pain. It is not associated with any palpitation or sweating. The patient has a left breast mass that is going to be surgically removed in one month. There is no radiation of the sharp pain to the arm or to the back.
PAST MEDICAL HISTORY: Significant for chronic asthma and she is on albuterol nebulizer treatment 2.5 mg three or four times a day as needed.
The patient also has a history of vitamin D deficiency and she is on vitamin D 50,000 units every week.
The patient has a history of constipation and she is on Colace 100 mg once a day as needed.

The patient has a history of mild gastritis and she is on famotidine 20 mg once a day along with bland diet.

The patient has a history of hypertension and she is on lisinopril 2.5 mg once a day and nifedipine 30 mg once a day along with low-salt diet.
The patient has a history of diabetes mellitus and she is on metformin 500 mg one tablet twice a day.

The patient has a history of hypercholesterolemia and she is on simvastatin 5 mg once a day along with low-fat diet.

The patient has a history of chronic pedal edema and she is on triamterene plus hydrochlorothiazide 37.5 mg once a day as needed.
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All other medications are also reviewed and reconciled.
RECENT SURGICAL HISTORY: None.

ALLERGIES: None.

PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is married, lives with her husband and three adult children. The patient currently does not work. The patient never had history of smoking cigarettes, alcohol use, or substance abuse. Her exercise is mostly walking. The patient is on low-carbohydrate low-salt diet.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, 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, severe low back pain, skin bleeding, or depression.

OBJECTIVE:
HEENT: Examination is unremarkable. There is no redness of the left eye.

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

CHEST: Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

ABDOMEN: Slightly obese without any tenderness. Bowel sounds are active.
Chest wall examination reveals left costochondral tenderness without any deformity.

ABDOMEN: Slightly obese without any tenderness. Bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

MUSCULOSKELETAL: Examination reveals no significant tenderness.

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: Examination reveals minimal redness on the site of the intravenous port on the right side of the chest. There are no open wounds. There is minimal tenderness. No lymph node enlargement or discharge or bleeding.
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