Clinic Visit Note
Patient’s Name: Kazi Ismail

DOB: 03/15/1948
Date: 08/04/2021
CHIEF COMPLAINT: The patient came today for annual physical exam, left knee pain, neck stiffness and low back pain.

SUBJECTIVE: The patient stated that he has noticed pain in the left knee for the last two weeks and it is worse upon exertion. The patient’s pain level is 5 or 6 and the patient had arthritis in the past. He is advised to start Tylenol 500 mg three times a day.

The patient came today as a followup for sleep apnea and he feels that the CPAP machine is helping him. He does not have sleepiness in the daytime.

The patient noticed stiffness in the neck for the past four days, but there is no pain in the upper extremities. The patient had a similar episode in the past and he is advised to start stretching exercises.

The patient has low back pain. It is worse upon exertion and the pain sometimes travels to the lower extremities. He had extensive evaluation by a spinal specialist as well as physical therapist.

RECENT SURGICAL HISTORY: The patient had epidural injection in the lumbar spine.

ALLERGIES: None.

FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is married, lives with his wife and one son. The patient is currently retired. The patient never smoked cigarette or drank alcohol. No history of illicit drug use. He does all the house chores since wife has disability.

The patient is on low-carb healthy cardiac diet.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, weight gain, 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, severe rashes or depression.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft, slightly obese without any tenderness. Bowel sounds are active.
GENITAL: Examination is unremarkable without any hernia.

RECTAL: Examination is performed. There is normal sized prostate.

EXTREMITIES: No calf tenderness, edema or tremors.

MUSCULOSKELETAL: Examination reveals tenderness of the cervical soft tissues and range of movement is limited due to pain, but handgrips are bilaterally equal.

Lumbar spine examination reveals mild tenderness of the paralumbar soft tissues and lumbar flexion is painful at 45 degrees.

Left knee examination reveals tenderness of the knee joint upon passive range of movement and weightbearing is more painful. There is no joint effusion.

NEUROLOGIC: Examination is intact and the patient is able to ambulate, but his gait is slow due to general arthritis.

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

SKIN: Skin is healthy without any rashes.

I had a long discussion with the patient regarding his medical condition and all his questions are answered to his satisfaction. He verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
