Clinic Visit Note

Patient’s Name: Maria Fuentes
DOB: 07/28/1943
Date: 05/07/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of both knee pain, leg muscle weakness, heartburn, and hearing impairment.
SUBJECTIVE: The patient came today with her daughter and clinical staff is used for interpretation and the patient stated that she has developed pain in both the knees on and off, but for the past two months it was more persistent and the pain level in the both knees is between 4 and 5 and it is worse upon exertion and it is relieved after resting. The patient came back to US last week. The patient has no recent fall down or fractures.
The patient also complained of left leg muscle weakness because of knee pain. She was not able to walk much and subsequently felt weak, but there is no loss of balance and no history of stroke.

The patient complained of heartburn and it is worse after spicy meal. Lately, she has been on bland diet. The patient has not seen any blood in the stools and there was no change in the stool color.

The patient also had hearing impairment both ears and she has this on and off for the past three years and it is now progressively getting worse.

PAST MEDICAL HISTORY: Significant for osteoarthritis and joint pains. The patient also had a history of osteoporosis and she stopped taking medications for the past few months.
ALLERGIES: None.
FAMILY HISTORY: Not contributory.

SOCIAL HISTORY: The patient lives with her daughter and she has no history of smoking cigarettes, alcohol use, or substance abuse. Otherwise, the patient is fairly active.

PREVENTIVE CARE: Reviewed and discussed with the patient.
REVIEW OF SYSTEMS: The patient denied dizziness, severe headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, any exposure to infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color.
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No 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.

OBJECTIVE:
HEENT: Examination is unremarkable.

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 first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft. There is no epigastric tenderness. Bowel sounds are active. No organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors.
MUSCULOSKELETAL: Examination reveals tenderness of the knee joint bilaterally without any joint effusion. Weightbearing is most painful especially on the left side. The patient is able to walk without any assistance. Her gait is slow.

NEUROLOGIC: Examination is intact and the patient is able to ambulate, but gait is slow.

I had a long discussion with daughter-in-law regarding the patient’s condition and all questions are answered to her satisfaction. She verbalized full understanding.
______________________________
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