Clinic Visit Note
Patient’s Name: Rosette Farrow
DOB: 09/12/1952
Date: 08/11/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also followup for anemia and hypertension.
SUBJECTIVE: The patient stated that her blood pressure at home is sometimes systolic between 140-150 but with normal diastolic reading and heart rate. The patient does not have any chest pain or shortness of breath. She is advised on low-salt diet.
The patient has anemia in the past and the patient is scheduled for CBC and iron studies. Her hemoglobin last year was 10-11 and she is under care of gastroenterologist.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to infections or allergies, 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, severe back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for hypertension and she is on amlodipine 5 mg once a day along with low-salt diet.
The patient has a history of gastritis and she is on famotidine 20 mg once a day in empty stomach.

ALLERGIES: Codeine mild rash without any respiratory distress.

PAST SURGICAL HISTORY: The patient has laparoscopic cholecystectomy, right foot surgery, and left ureter stone removed.
FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is single and she has three children. The patient currently does not work. The patient has no history of smoking cigarettes, alcohol use or substance abuse and her exercise is mostly stretching. The patient has good contact with her sister. Her nutrition is low-carb and low-salt diet.

RE: Rosette Farrow
Page 2

OBJECTIVE:
HEENT: Examination is unremarkable.

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 heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no organomegaly.

EXTREMITIES: No calf tenderness, edema, or tremors. The patient has chronic changes in the legs due to burn injuries.

Foot examination is unremarkable with good peripheral pulses.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate. Sometimes she uses cane.
Musculoskeletal examination is within normal limits.

Skin is healthy without any rashes. She has old scars due to burn injuries.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

______________________________

Mohammed M. Saeed, M.D.
