Clinic Visit Note

Patient’s Name: Surinder Kaur
DOB: 05/11/1949
Date: 08/19/2021
CHIEF COMPLAINT: The patient came today with a chief complaint of left knee pain and upper back pain.
SUBJECTIVE: The patient stated that upper back pain started 10 days ago after she moved furniture at home and the pain level is 4 or 5. Now, it is decreasing and there is no radiation into the upper extremities.
The patient also complained of left knee pain started at the same time and the pain level is 5 or 6 and pain is worse upon standing. The patient did not fall down.

The patient stated that her glucose was low 70 mg/dL few days ago, but since then she has been stable.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, or skin rashes.
OBJECTIVE:
HEART: Within normal limits.

LUNGS: Within normal limits.

ABDOMEN: Slightly obese without any tenderness.

EXTREMITIES: No calf tenderness, edema, or tremors.

Left knee examination reveals tenderness of the knee joint and there is a minimal joint effusion. Passive range of movement is painful and weightbearing is most painful.

BACK: Upper back examination reveals minimal tenderness of the parathoracic soft tissues and there is no redness or vesicular lesions and movement of the neck is slightly painful.
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