Clinic Visit Note

Patient’s Name: Alejandro Nava
DOB: 03/03/1971
Date: 09/27/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of severe back pain, both hip pain, both feet pain, tingling and numbness in the feet, and both knee pain.
SUBJECTIVE: The patient stated that he has noticed back pain on and off for past one week has been more persistent and pain level in the back is 6 or 7 and it is worse upon exertion and it is relieved after resting. The patient has chronic back pain and started after he went up and down the stairs many times.
The patient also complained of both hip pain and it is worse upon exertion and it is completely relieved after resting and hip pain level is 5 or less. The patient has no history of falling down.

The patient has pain in both the feet and he has a history of high arches and the patient has difficulty walking for few steps when he gets up in the morning after that he is feeling better.

The patient complained of heaviness and tingling in both the feet, but nothing in the hands and the patient has no history of diabetes mellitus. The patient is able to walk without any assistance.
The patient also complained of both knee pain and it is worse upon kneeling down and he never fell down. The knee pain level is 5 or 6.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, sore throat, cough, fever, chest pain, shortness of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for depression and he is on citalopram 10 mg once a day and clonazepam 0.5 mg once in the nighttime.
The patient has a history of prostatic hypertrophy and he is on tamsulosin 0.4 mg once a day.

SOCIAL HISTORY: The patient is single and he has disability due to back pain and not able to work. The patient smokes two or three cigarettes a day and no history of alcohol use or substance abuse.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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 without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, pedal edema, or tremors.
Both feet examination reveals tenderness of the forefeet and mild tenderness in the heel. The patient is able to walk.

Both knee examination reveals tenderness of the below patella without any redness it is soft and tender. There is no joint effusion and weightbearing is not painful.
Both hip examinations reveal mild tenderness of the hip joint without any deformity.

Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and lumbar flexion is painful at 60 degrees. Lateral flexion is also painful and most pain is upon weightbearing.

NEUROLOGICAL: Examination is otherwise intact and the patient is able to ambulate without any assistance.
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