Clinic Visit Note

Patient’s Name: Azaile Pigram
DOB: 05/16/1970
Date: 05/28/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of nasal congestion, generalized body ache, anxiety, and followup for multiple sclerosis.
SUBJECTIVE: The patient stated that she has noticed nasal congestion and she is having this problem on and off and it is chronic in nature. She is going to be seen by ENT physician. The patient has no fever or chills.
The patient complained of on and off muscle and joint pains due to fibromyalgia and she is advised to do stretching every day. The patient takes gabapentin 600 mg twice a day. However, she was scheduled to take three times a day.

The patient also stated that she has pain feeling anxious for the past several weeks. She was taking alprazolam 0.5 mg once a day as needed. She has run out of medication for the past two months and she is requesting a refill. At this time, the patient is not suicidal and she is going to be seen by psychiatrist.

The patient came today as a followup for multiple sclerosis and she has been seen by neurologist on a regular basis. The patient occasionally has tingling in the hands and feet.
The patient is going for routine dental checkup and she is encouraged to keep her appointment. She does not have any active dental problem.
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 hypertension and she is on lisinopril 10 mg once a day along with low‑salt diet.
The patient has a history of chronic rhinitis and she is on montelukast 10 mg once a day and fluticasone nasal spray one puff each nostril twice a day.
The patient has a history of multiple sclerosis and she is on Tegretol 200 mg twice a day and gabapentin 600 mg twice a day.
All other medications are also reviewed and reconciled.
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ALLERGIES: Positive to FLAGYL –moderate rashes.

PAST SURGICAL HISTORY: None recently.

FAMILY HISTORY: Not contributory.
SOCIAL HISTORY: The patient is single and lives with her two children. The patient currently does not work and she has no history of smoking cigarettes, alcohol use, or substance abuse.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, ear pain, sore throat, cough, fever, chills, exposure to 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, skin rashes, or open wounds.

OBJECTIVE:
HEENT: Examination reveals congestion of the nasal passages without any bleeding.

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Obese without any tenderness and bowel sounds are active. There is no organomegaly.

EXTREMITIES: No calf tenderness, edema, or tremors.

MUSCULOSKELETAL: Examination reveals no significant tenderness of the muscles or joints. Range of movement is unremarkable.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance. Sensory function is intact.
PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
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