Clinic Visit Note
Patient’s Name: Mohammed Ateeq
DOB: 03/24/1975
Date: 08/02/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of anxiety, loss of sleep, abnormal weight gain and low back pain.
SUBJECTIVE: The patient stated that his anxiety has increased for the past few days and the patient is preparing for medical board exam and is studying 8 to 10 hours a day. The patient has taken alprazolam in the past with good relief.

The patient also has loss of sleep and has no snoring. The patient has similar episode in the past when he was under stress.

The patient has gained weight for the last few months and the patient is advised on strict low-carb diet, also to start exercises.
The patient has low back pain on and off and it is worse after weight gain and the pain level is 5 or 6 and it is worse upon exertion.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has vitamin D deficiency and he is on vitamin D3 50,000 units once a week.
The patient has a history of prostatitis and he is on tamsulosin 0.4 mg once a day.
The patient has a history of anxiety disorder and he is on bupropion 150 mg slow release once a day.
SOCIAL HISTORY: The patient is married, lives with his wife and he is preparing for medical board exam. The patient smokes few cigarettes a week and he has not done any exercises for the last several weeks.
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OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement.

CHEST: Symmetrical without any deformities and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.

MUSCULOSKELETAL: Examination reveals tenderness of the soft tissue of the lumbar spine and forward flexion is painful at 90 degrees.

PSYCHOLOGICAL: The patient appears slightly anxious, otherwise unremarkable.
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