Clinic Visit Note
Patient’s Name: Isaac Neal
DOB: 03/25/1954
Date: 04/20/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of severe back pain and uncontrolled hypertension.
SUBJECTIVE: The patient stated that he has left-sided low back pain about 10 days ago where he did remove the old furniture and initially the patient has intense pain but later on his pain was less and now his pain level is 5 or 6 upon exertion and it is relieved after resting. The patient went in the emergency room and had an extensive evaluation and there was no fracture of the spine. The patient *_______* with relief however he has muscle spasms now and there is no radiation of pain to the lower extremities.
The patient also noted that his blood pressure systolic is more than 150 and sometimes it was 172, but diastolic blood pressure and heart rate were normal and the patient noted that whenever he has back pain his blood pressure is elevated and the patient is advised to restart metoprolol, which he stopped few weeks ago.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for coronary artery disease with stent and he is on clopidogrel 75 mg once a day along with aspirin 81 mg once a day.

The patient has a history of constipation and he is on Colace 100 mg once a day as needed.

The patient also has a history of hypertension and he is on isosorbide dinitrate 10 mg one tablet twice a day as per the cardiologist.

The patient has a history of anxiety disorder and he is on sertraline 50 mg once a day.

SOCIAL HISTORY: The patient is divorced and is currently not working. The patient has no smoking cigarettes, alcohol use, or substance abuse. Otherwise, the patient is active.

OBJECTIVE:
NECK: Supple without any thyroid enlargement or 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.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate with slow gait.

Musculoskeletal examination reveals tenderness of the soft tissues of the lumbar spine bilaterally and lumbar flexion is painful at 45 degrees. Weightbearing is most painful.
______________________________
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