Clinic Visit Note
Patient’s Name: Surinder Kaur
DOB: 02/10/1954
Date: 09/03/2022
CHIEF COMPLAINT: The patient came today with chief complaint of neck pain, right shoulder pain, left knee pain, and followup for diabetes mellitus.
SUBJECTIVE: The patient came today with her husband stating that she has neck pain, which is on and off and started year and half and now pain level is 5 or 6 and it is relieved after resting. There is no numbness and tingling of the upper or lower extremities.
The patient complained of right shoulder pain and it has been there for past three to four weeks and started after she took care of newborn baby. The pain level is 4 or 5 and it is relieved after resting. There is no radiation of pain to the hand.

The patient complained of left knee pain and it is worse upon exertion. Pain level is 5 or 6 and it is completely relieved after resting. There is no history of falling down.

The patient came today as followup for diabetes mellitus and she is requesting a glucose monitor. The patient has not been checking the blood sugars and the patient does not feel any dryness of mouth, numbness or tingling of the upper or lower extremities.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or 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, tremors, focal weakness of the upper or lower extremities, skin rashes, or loss of sleep.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of diabetes mellitus and she is on glimepiride 4 mg one tablet b.i.d., Lantus insulin 30 units injection everyday and metformin 500 mg two tablets twice a day along with low-carb diet.

The patient has a history of anxiety disorder and she is on sertraline 25 mg once a day. All other medications are also reviewed and reconciled.

SOCIAL HISTORY: The patient lives with her husband and she currently does not work. The patient does limited house work.
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OBJECTIVE:
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
NECK: Supple without any thyroid enlargement or lymph node enlargement.

Chest is symmetrical without any deformity 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 without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

Left knee examination reveals tenderness of the knee joint especially medial compartment and weightbearing is most painful.
Right shoulder examination reveals tenderness of the rotator cuff anteriorly and range of movement in all direction is painful. Handgrips are bilaterally equal.

Musculoskeletal examination reveals tenderness of the paracervical soft tissues and range of movement is limited due to pain. The patient is able to ambulate without any assistance.
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