Clinic Visit Note
Patient’s Name: Sayeeda Sultana
DOB: 06/10/1961
Date: 06/14/2022
CHIEF COMPLAINT: The patient came today after having laboratory tests done, diarrhea, anxiety and upper abdominal pain. 
SUBJECTIVE: The patient came today with her husband stating that she had noticed heartburn two days ago. After that, she started having diarrhea. For the last 24 hours, she had *__________* with increased frequency of bowel movements. There was no change in color or habits.

The patient *__________*
The patient came today as a followup after laboratory test and lipid panel was abnormal. The patient’s LDL cholesterol was elevated.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia. She is on atorvastatin 10 mg once a day.
The patient has a history of hypertension and she is on metoprolol ER 25 mg once a day along with low-salt diet.
The patient has a history of gastritis and she is on famotidine 20 mg once a day.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, or chills, change in the color of the bowel or bowel habits. The patient also denies urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe back pain, or fainting episodes.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.
LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft. Bowel sounds are active. There is no organomegaly. 
MUSCULOSKELETAL: Examination reveals no significant abnormality.

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

PSYCHOLOGIC: Psychologically, the patient appears anxious but has a normal affect.
SKIN: Skin is healthy without any rashes.

______________________________
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