Clinic Visit Note

Patient’s Name: Shamim Khan
DOB: 07/09/1950
Date: 03/15/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of annual physical exam and also complaining of neck pain, both knee pain, and stomach upset.
SUBJECTIVE: The patient stated that she has noticed neck pain on and off for the past two months, but for the past one year it has been more. Since then, she did move furniture at home and the pain level 5 or 6 upon exertion and it is relieved after resting. There is no radiation of pain to the upper extremities.
The patient also complained of both knee pain about the same time and pain level in both knees is 5 or 6 and it is relieved after resting. The patient has a history of osteoarthritis of the knees and x-rays were reviewed with the patient. The patient did not fall down.
The patient is advised to start Tylenol 500 mg one tablet every four to six hours as needed.
The patient has heartburn for the past several days and she is taking famotidine 40 mg once a day with minimal relief. Last year, the patient had similar episode and she took 40 mg two times a day for one week and after that once a day and she has an appointment to see a gastroenterologist.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs four times a day as needed, Symbicort 160 mcg one puff twice a day, and montelukast 10 mg once a day.
The patient has a history of hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of hypertension and she is on lisinopril 2.5 mg once a day along with low-salt diet.

SOCIAL HISTORY: The patient lives with her sister and she never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is very active at home.

ALLERGIES: None.
FAMILY HISTORY: Mother had throat cancer and passed away.
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RECENT SURGICAL HISTORY: Left eye cataract.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, headache, double vision, 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, or focal weakness of the upper or lower extremities.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.
CHEST: Chest is symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Minimal expiratory wheezing, otherwise unremarkable. Good air entry bilaterally.
HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft without any tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

ABDOMEN: Abdominal examination reveals minimal epigastric tenderness, otherwise unremarkable.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.
MUSCULOSKELETAL: Examination reveals mild tenderness of the paracervical soft tissues and range of movement is limited.

Also both knee examination reveals full range of movement of the knee joints without any joint effusion and weightbearing is most painful.

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

SKIN: Skin is healthy without any rashes.
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