Clinic Visit Note
Patient’s Name: Uzma Habib
DOB: 03/17/1958
Date: 03/23/2022
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient stated that she is in good health and recently returned from India and she has no cough, fever, or chills and no exposure to any infections.
REVIEW OF SYSTEMS: The patient denied 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 or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for mild gastritis and she has taken famotidine 20 mg in empty stomach on and off.
ALLERGIES: None.

RECENT SURGICAL HISTORY: None.

FAMILY HISTORY: Mother has coronary artery disease and is stable and father had pancreatic cancer and passed away.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with her husband and she has three adult children. The patient works in Wal-Mart as a cashier. The patient never drank alcohol or use any drugs and she is very active at work and home and the patient is on healthy heart diet.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.
Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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