Clinic Visit Note
Patient’s Name: Tammy Anton
DOB: 11/14/1974
Date: 10/11/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of abdominal pain, poor appetite, shortness of breath, followup for hypertension, and nicotine dependency.
SUBJECTIVE: The patient stated that she had mild abdominal pain with loss of appetite and was seen in the emergency room and all the rests were unremarkable. The patient also had shortness of breath and chest x-ray was done in the emergency room and it showed bilateral atelectasis, but there was no pneumonia. The patient stated that shortness of breath is upon minimal exertion like walking up and down the stairs, but there is no chest pain and the patient has no significant cough or sputum production.
The patient also smokes half pack of cigarettes per day and she has tried in the past and the patient is going to be referred to nicotine cessation program.

The patient also came today as a followup for hypertension and blood pressure readings at home systolic is between 150-160, rest is unremarkable.

REVIEW OF SYSTEMS: The patient denied double vision, headache, ear pain, sore throat, chest pain, 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, or skin rashes.

PAST MEDICAL HISTORY: Significant for COVID infection six months ago.
The patient also had a history of hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of hypertension and she is on diltiazem 120 mg one capsule everyday along with low-salt diet.
The patient has a history of paroxysmal atrial fibrillation and she is on Coumadin 3 mg once a day. The patient has been seen by cardiologist on regular basis.
SOCIAL HISTORY: The patient works fulltime job in Wal-Mart. The patient lives with her boyfriend and she has four children. The patient has no history of alcohol use or substance abuse.
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: Few rhonchi 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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