Clinic Visit Note
Patient’s Name: Angela Collins
DOB: 01/10/1966
Date: 07/07/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of low back pain, chronic fatigue, and followup for hypercholesterolemia and followup after lumbar x-ray.
SUBJECTIVE: The patient stated that she has noticed pain in the low back mostly on the left side and the pain level is 5 and it is relieved after resting and it is aggravated with activities of daily living and the patient had this pain on and off for past several months and the patient had lumbar spine x-ray and the results are reviewed with the patient in detail and all her questions are answered to her satisfaction and she verbalized full understanding.
The patient also has fatigue and it is chronic in nature. She has it for several years and the patient never had COVID infection and she is vaccinated. The patient has dull ache in all the extremities and soft tissues associated with fatigue. She started doing stretching exercises.

The patient came today as a followup for hypercholesterolemia and she is on low saturated fat diet. The patient had a recent lipid panel and I had a long discussion with her regarding elevated LDL cholesterol.
REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, double vision, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, or tremors. The patient also denied any rashes on the skin.
PAST MEDICAL HISTORY: Significant for depression and she is on duloxetine 20 mg twice a day.

The patient has a history of chronic bronchitis and she is on albuterol inhaler two puffs every four to six hours as needed.
The patient has a history of vitamin D deficiency and she is on vitamin D supplement 2000 units once a day.
The patient has a history of chronic rhinitis and she is on fluticasone nasal spray one puff each nostril twice a day.

The patient also has a history of gastritis and she is on omeprazole 20 mg once a day not empty stomach.

SOCIAL HISTORY: The patient lives by herself. She does not work. She has no history of smoking cigarettes or alcohol or substance abuse.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals tenderness of the soft tissues of the lower lumbar spine and lumbar forward flexion is painful at 30 degrees. Lateral flexions are also painful and weightbearing is most painful.
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