Clinic Visit Note
Patient’s Name: Syed Hussaini

DOB: 06/27/1940
Date: 06/06/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of burning urination, low-grade fever, followup for hypertension, hypercholesterolemia and vitamin D deficiency.

SUBJECTIVE: The patient stated that for the last few days he has burning urination and he has not seen any blood in the urine. There were no clots. The patient never had such episode in the past. The patient has a history of prostate surgery.

The patient stated that he has felt feverish, but his temperature was normal. He does not have any nausea or vomiting and there was no headache or cough.

The patient came today as a followup for hypertension and his blood pressure lately has been high at home. There was no change in the diet. Recently, the patient traveled to California.

The patient also has a history of hypertension and a followup today and he is going to have fasting lipid panel.

The patient has a history of vitamin D deficiency and he was taking vitamin D 5000 units every day. He wants to have a blood pressure checked.

The patient’s wife stated that the patient is more forgetful; however, the patient denies that, but he is ready to undergo a neuropsychiatric evaluation. The patient stated that he clearly remembers his past history and the patient drives every day within two to three miles from the home. The patient never had head injury or loss of consciousness.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on rosuvastatin 10 mg once a day and Zetia 10 mg once a day along with low-fat diet.

The patient has a history of hypertension and he is on metoprolol 50 mg once a day along with low-salt diet.

The patient has a history of vitamin D deficiency and he is on 5000 IUs once every day.

All other medications also reviewed and reconciled.
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SOCIAL HISTORY: The patient lives with his wife and he has three married children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient was retired four to five years ago.

REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, double vision, ear pain, cough, fever, chills, exposure to any infection or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.

OBJECTIVE:
HEENT: Examination reveals no significant abnormality.

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 without any tenderness. Bowel sounds are active. There is no urinary bleeding.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.
PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
SKIN: Skin is healthy without any rashes.
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