Clinic Visit Note

Patient’s Name: Beverley Lagarde
DOB: 02/12/1949
Date: 10/05/2021
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of pain in both the temple and redness of the skin tag on the upper back.
SUBJECTIVE: The patient stated that she has noticed pain in both temples for past two to three weeks and pain level is 4 or 5 and it is sometimes throbbing. The patient never had such pain in the past. It is not associated with any visual disturbances. The patient had a skin tag for several months, but now it is swollen and painful in the upper back. However, the patient stated that the skin tag fell off yesterday night and she is feeling much better.
PAST MEDICAL HISTORY: Significant for gout and she is on allopurinol 100 mg once a day along with low-purine diet.
The patient has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day.

The patient has a history of hypertension and she is on metoprolol 25 mg twice a day and triamterene plus hydrochlorothiazide once a day along with low-salt diet.
ALLERGIES: SULFA DRUGS – mild rashes, otherwise unremarkable.
PAST SURGICAL HISTORY: Laparoscopic cholecystectomy and both knee arthroplasty.

FAMILY HISTORY: Mother and grandmother had for hypertension.

PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient lives by herself and she has 11 children. The patient currently does not work and she has no history of smoking cigarettes or alcohol use or substance abuse. The patient’s exercise is mostly walking and she is on low-carb diet.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, sputum production, dizziness, cough, exposure to any infections or allergies, 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, seizures, or depression.
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OBJECTIVE:
HEENT: Examination is unremarkable. There is no tenderness at this time on the temples and there is no redness.
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.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Obese without any tenderness and bowel sounds are active. There is no organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.

PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
SKIN: Examination reveals minimal scab on the upper back. There is no active bleeding or tenderness.
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