Clinic Visit Note
Patient’s Name: Zubeda Amin

DOB: 04/17/1951
Date: 11/23/2021
CHIEF COMPLAINT: The patient came today with a chief complaint of tingling in both feet, right-sided low back pain, redness of second toe and change in the voice.

SUBJECTIVE: The patient stated that she has tingling in both the feet for past two weeks and her fasting blood sugars have been stable. The patient described this as burning sensation especially when she is resting. She does not have any tingling in the upper extremities.

The patient has right-sided low back pain and pain level is 6 and it is relieved after resting. There is no radiation of pain to the lower extremities, but it is causing problem with her activities of daily living.

The patient has redness of the left second toe without any tenderness and there was no trauma. Pain level is 1 or 2.

The patient has change in the voice for past few months it has been progressively getting worse. She does not have any swallowing difficulty and has no history of acid reflux.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, cough, sputum production, fever, chills, exposure to any 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, or skin rashes.

PAST MEDICAL HISTORY: Significant for bronchial asthma and she is on albuterol solution use twice a day as needed, albuterol inhaler two puffs twice a day as needed, and Symbicort 160 mcg one puff twice a day.

The patient also has a history of chronic nasal congestion and she is on fluticasone nasal spray one puff twice a day as needed.

The patient has a history of pedal edema and she is on hydrochlorothiazide 25 mg once a day as needed.

The patient has a history of vitamin D deficiency and she is on vitamin D supplement 5000 units everyday.
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SOCIAL HISTORY: The patient lives by herself; however, her family is nearby and the patient is very active. She never smoked cigarette or drank alcohol. No history of illicit drug use.

OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.
CHEST: Symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.

ABDOMEN: Soft obese without any tenderness and bowel sounds are active. There is no organomegaly.
EXTREMITIES: No calf tenderness, edema or tremors.

Her left second toe examination reveals minimal redness without any tenderness and there is no ulcer. Peripheral pulses are bilaterally equal.

MUSCULOSKELETAL: Examination reveals tenderness of the right sacroiliac joint and lateral flexion is painful.

NEUROLOGIC: Examination is intact. She has minimal sensory deficit on the feet.

______________________________

Mohammed M. Saeed, M.D.
