Clinic Visit Note
Patient’s Name: Shirley Holmes
DOB: 02/16/1936
Date: 08/05/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of sinus type headache and followup after hospital discharge.
SUBJECTIVE: The patient came in the wheelchair brought in by her daughter who stated that the patient has sinus pressure without any fever or chills and she is not coughing anymore. The patient was admitted to the hospital with COVID infection.
The patient also has sinus pressure, which is less now.

During the hospitalization, the patient also had anemia and she received intravenous iron.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, shortness of breath, chest pain, 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 back pain, or skin rashes.
PAST MEDICAL HISTORY: Significant for hypertension and she is on nifedipine ER 60 mg once a day along with low-salt diet.
The patient has history of small bowel ischemia resulting in bowel resection and she has been seen by surgeon.

The patient also has a history of diabetes and she is on glipizide 5 mg one tablet twice a day along with low-salt diet.
The patient has a history of coronary artery stent and she is on clopidogrel 75 mg once a day.

The patient has a history of anxiety and she is on alprazolam 0.5 mg once a day to p.r.n.

The patient has a history of hypertension and she is on clonidine 0.2 mg patch once a day, isosorbide dinitrate 20 mg three times a day, and labetalol 200 mg one tablet three times a day along with low-salt diet.

The patient has a history of hypercholesterolemia and she is on pravastatin 20 mg once a day along with low-fat diet. All other medications are also reviewed and reconciled.

PREVENTIVE CARE: Reviewed and discussed.
FAMILY HISTORY: Not contributory.
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SOCIAL HISTORY: The patient lives in Tennessee, but she is visiting her daughter here and the patient has no history of smoking cigarettes, alcohol use, or substance abuse.

OBJECTIVE:
HEENT: Examination reveals frontal sinus headache without any significant discharge.

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 and surgical scar is healing well. There is an organomegaly. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

Musculoskeletal examination is unremarkable. The patient is in a wheelchair and she is having joint pains.
Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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