Clinic Visit Note
Patient’s Name: Jose Varghese
DOB: 11/30/1953
Date: 07/09/2021
CHIEF COMPLAINT: The patient came today with a chief complaint of low back pain, right shoulder pain, and abnormal stress test.
SUBJECTIVE: The patient stated that his back pain started bothering him for past two weeks after he pushed an object and the pain level is 4 or 5 it is worse upon exertion and release after resting. The patient does not have significant problem upon activities of daily living.
The patient complained of right shoulder pain and it is worse upon exertion and the pain level is 5 or 6 and there is no radiation of pain to the hand. The patient had extensive physical therapy in the past.
The patient had abnormal stress test and he has nonspecific changes. The patient did not have any chest pain during the stress test; however, the patient is a high risk due to diabetes, hypercholesterolemia and hypertension. The patient is able to do his activities without any chest pain.
REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, double vision, 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.
PAST MEDICAL HISTORY: Significant for diabetes mellitus and he is on metformin 500 mg once a day along with low carb diet.
The patient has history of hypercholesterolemia and he is on simvastatin 10 mg once a day along with low fat diet.
The patient has a history of hypertension and he is on lisinopril 2.5 mg once a day along with low salt diet. All other medications also reviewed and reconciled.
FAMILY HISTORY: Not contributory.

SOCIAL HISTORY: The patient lives with his wife and he is retired now. The patient has no history of smoking cigarettes, alcohol use, or substance abuse. The patient is fairly active.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Heart examination has low first and second heart sounds, which is chronic without any symptoms.

LUNGS: Lungs are clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, pedal edema, or tremors.

NEUROLOGICAL: Neurological examination is intact and the patient is able to ambulate without any assistance.
MUSCULOSKELETAL: Musculoskeletal examination reveals tenderness of the right shoulder joint and range of movement is slightly reduced due to pain. Handgrips are bilaterally equal.
Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and lumbar forward flexion is painful at 90 degrees. The pain is worse upon exertion or weightbearing.
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