Clinic Visit Note
Patient’s Name: Davin Oommen
DOB: 01/03/1991
Date: 03/29/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of left shoulder pain, left rib pain, cough, mild wheezing, and pain in both the shims and decreased libido.
SUBJECTIVE: The patient stated that he has noticed pain in the left shoulder and the pain level is 5 or 6 upon exertion and it is relieved after resting and the patient does weightlifting everyday, but he stopped last few days. The patient took over-the-counter medication without much relief and there is no radiation of pain to the hand.
The patient has left rib pain and the pain level is 4 or 5 and it is worse upon coughing, but for last two days he has been feeling better.

The patient has wheezing on and off for past four days. He is feeling better today and he has no fever or cough and there is no sputum production. The patient was not exposed to any illnesses or allergies and he did not travel recently.
The patient has pain in both the shims and it is worse upon activities of daily living for past one week prior to that the patient was exercising without any problem and the pain level is 4 and it is relieved after resting.

The patient also complained of decreased libido for past few months and he does not have any significant erectile dysfunction.
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, exposure to any infection or allergies, 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, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for depression and he is on Vyvanse 40 mg once a day as per psychiatrist. The patient has been taking this medication for six to seven months.
The patient also has complained of dizziness and he is on hydroxyzine 25 mg twice a day as needed.
ALLERGIES: None.

RECENT SURGICAL HISTORY: None.
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FAMILY HISTORY: Mother has diabetes mellitus and hypothyroidism and father has hypercholesterolemia.

SOCIAL HISTORY: The patient is single, lives with his parents. He has no children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient has full-time job.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without thyroid enlargement or lymph node enlargement.

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

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
Genital examination is unremarkable without any hernia or any deformity.

Lower extremity examination reveals minimal tenderness of the shins bilaterally without any skin changes.

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