Clinic Visit Note
Patient’s Name: Mohammed Mehrmanesh
DOB: 05/25/1942
Date: 06/09/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of both leg swelling, upper back pain, abnormal x-ray and followup for hypertension.
SUBJECTIVE: The patient stated that he noticed puffiness of the feet and after he elevates the feet in the morning the patient feels better, but at the end of the day he again has trace of edema. There was no pain and there is no change in the color of the skin.
The patient also came today as a followup for thoracic scoliosis and he has not started stretching exercises yet, but there is no pain in the upper back.
The patient has x-ray done recently and incidentally it showed demineralization of the bones and the patient is going to have DEXA scan done.
The patient came today as a followup for hypertension and his blood pressure reading is slightly high and the patient is advised on low-salt diet.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, tremors, focal weakness of the upper or lower extremities or skin rashes.
PAST MEDICAL HISTORY: Significant for amlodipine and he is on 10 mg once a day along with low-salt diet.
The patient has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of diabetes mellitus and he is on glimepiride 1 mg once a day along with low-carb diet. The patient is also on losartan 100 mg once a day along with low-salt diet. All other medications are also reviewed and reconciled.

SOCIAL HISTORY: The patient is married, lives with his wife. He does work in a restaurant; however, the patient uses stockings in the legs. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient works as a cashier in the restaurant.
Mohammed Mehrmanesh

Page 2

OBJECTIVE:
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.
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.
EXTREMITIES: No calf tenderness. The patient had trace of pedal edema bilaterally without any skin changes.
SPINE: Examination reveals kyphosis of the thoracic spine and there is no significant tenderness.
I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
______________________________
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