Clinic Visit Note
Patient’s Name: Naila Sheikh
DOB: 11/18/1967
Date: 09/02/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of cough, wheezing, nasal congestion, and anxiety disorder.
SUBJECTIVE: The patient stated that she was coughing everyday for past two months and her COVID-19 antigen test was negative. The patient said that most of the time cough is dry, but sometimes has phlegmatic, but there is no blood.
The patient also was wheezing more profoundly when she lay down. Otherwise, there is no chest pain or shortness of breath.

The patient has a history of anxiety disorder and she has flare-up of anxiety now and her mother lives with her and she is under stress taking care of her; however, the patient’s brother is nearby to visit her more often.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to infections or allergies, focal weakness of the upper or lower extremities, skin rashes, or loss of sleep.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs every six hours as needed.
The patient has a history of hypercholesterolemia and she is on atorvastatin 40 mg once a day along with low-fat diet.

The patient has a history of depression and she is on citalopram 40 mg once a day along with gabapentin 300 mg one tablet twice a day.

The patient has a history of diabetes mellitus and she is on glipizide 10 mg two tablets twice a day along with Tradjenta 5 mg once a day and metformin 1000 mg twice a day.

The patient also has Humalog insulin pen and she checks the blood sugar two to three times a day.

The patient has a history of hypertension and she is on losartan 25 mg once a day.

All other medications are also reviewed and reconciled.
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SOCIAL HISTORY: The patient lives with her mother and her husband is in Pakistan, but the patient has a brother here to support her. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and currently, the patient does not work.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Rapid first and second heart sounds without any cardiac murmur and it improved after resting.

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.
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