Clinic Visit Note

Patient’s Name: Fareeda Ismail
DOB: 06/05/1954
Date: 10/14/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and complaining of poor vision in both the eyes, followup after ER visit, and followup for decubitus ulcer of the sacrum.
SUBJECTIVE: The patient came today in a wheelchair with her husband stating that she has blurry vision on and off and her fasting blood sugar ranges from 150 to 200. The patient denied any double vision. She is advised again a low-carb diet.
The patient stated that her Foley catheter was not working and she went to the emergency room and then had it replaced. Also, the patient was started on ciprofloxacin 500 mg twice a day by emergency room. The patient has no fever or chills.
The patient came today as a followup for decubitus ulcer of the sacrum and she was seen by infectious disease specialist and wound clinic. They did minimal debridement and the patient’s condition is improving.

PAST MEDICAL HISTORY: Significant for hypertension and she is on diltiazem 180 mg once a day, metoprolol 50 mg one tablet in the morning and half in the evening along with low‑salt diet.
The patient is also on Levemir 55 units once a day, Tradjenta 5 mg once a day along with low‑carb diet.
The patient has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day.
ALLERGIES: AMOXICILLIN – moderate rashes. CEFPODOXIME – mild rashes. DOXYCYCLINE – mild rashes.
SURGICAL HISTORY: The patient goes to the wound care clinic for debridement once a week.
The patient has urinary retention and she has frequent Foley catheter replacement. She has been evaluated for suprapubic catheter. The patient also had bilateral ureteral stenosis with hydronephrosis and it has been stable.
PREVENTIVE CARE: Reviewed and discussed.
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SOCIAL HISTORY: The patient is married, lives with her husband and one son. The patient does not work. She never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient’s activity is limited to wheelchair and she also has right foot drop.

FAMILY HISTORY: Not contributory.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling, severe back pain, skin rashes, or depression.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

CHEST: Chest is symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft without any tenderness. Bowel sounds are active.
The patient has Foley catheter in place.
EXTREMITIES: No calf tenderness or edema. She has right foot drop.
MUSCULOSKELETAL: Examination reveals no significant abnormality.

NEUROLOGIC: Examination is intact except right foot drop.

PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.

SKIN: Examination reveals large decubitus ulcer and granulation tissues and it is stage 3 or 4. It is improving.
______________________________

Mohammed M. Saeed, M.D.

