Clinic Visit Note

Patient’s Name: Maria Abrto
DOB: 03/28/1956
Date: 11/13/2021
CHIEF COMPLAINT: The patient came today with a chief complaint of upper abdominal burning sensation and pain. Also, the patient came today with diarrhea and episodic abdominal cramps.
SUBJECTIVE: Patient information obtained through interpreting staff who stated that the patient complained of epigastric pain for the past 8-10 days after she had spicy food and the patient is on esomeprazole 20 mg once a day. The patient had a similar episode two years ago. At that time, the patient was given extra dose of esomeprazole to 40 mg and she started feeling better. At this time, the patient did not have any nausea or vomiting and there was no change in the bowel habits or stool color.
The patient complained of diarrhea for the past several days and she had bacterial colitis in the past. At this time, the patient started taking a clear liquid diet and probiotics without much relief and the patient has used metronidazole in the past with good relief. The patient denied any fever or chills.
PAST MEDICAL HISTORY: Significant for multiple myeloma and she is on lenalidomide 10 mg once a day along with bland diet.
The patient has a history of numbness and tingling and she is on gabapentin 600 mg one-half tablet in the morning and one in the afternoon and two in the night.
All other medications are also reviewed and reconciled.

SOCIAL HISTORY: The patient is married, lives with her husband and she currently does not work, but she is active at home. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, weight loss, chest pain, shortness of breath, nausea, vomiting, cough, sputum production, fever, chills, exposure to any infections or allergies, bladder incontinence, blood in the stools, leg pain, leg swelling, focal weakness of the upper or lower extremities, or loss of consciousness.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

CHEST: Chest is symmetrical without any deformity. 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 and non-obese. There is no abdominal distention. Bowel sounds are active. There is minimal epigastric tenderness. There is no suprapubic or CVA tenderness.
EXTREMITIES: Unremarkable without any edema, calf tenderness or tremors.

MUSCULOSKELETAL: Examination is unremarkable.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.
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