Clinic Visit Note
Patient’s Name: Divenderjit Hundal
DOB: 05/10/1959
Date: 06/24/2022
CHIEF COMPLAINT: The patient came today as a followup after CT scan of the abdomen.

SUBJECTIVE: The patient had fullness of the abdomen and CT scan was ordered. She had a scan done today and I had a long discussion with the radiologist. The patient was called in to be evaluated. I had a long discussion with the patient regarding the CT scan of the abdomen. Basically, it showed peritoneal carcinomatosis. The patient stated that she had mild abdominal pain with no nausea, vomiting, and there was no change in the bowel habits or stool color. The patient did not have any weight loss or feeling fatigue or weak.

The patient was referred to a gynecologist in the previous appointment and she has not made an appointment yet.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, fever, chills, cough, sputum production, chest pain, shortness of breath, nausea, vomiting, or change in the bowel habits or stool color. The patient also denied any urinary abnormality, vaginal bleeding, focal weakness of the upper or lower extremities, calf swelling or calf tenderness, or skin rashes.

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

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any organomegaly. Bowel sounds are active. There is no significant tenderness or rebound tenderness. There is no suprapubic or CVA tenderness.

EXTREMITIES: No calf tenderness, pedal edema, or tremors.

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

MUSCULOSKELETAL: Examination is unremarkable.

PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
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