Clinic Visit Note
Patient’s Name: Jamal Mansuri
DOB: 04/18/1940
Date: 12/27/2021
CHIEF COMPLAINT: The patient came today for annual physical exam, shortness of breath, skin rash, snoring, constipation, and tiredness.
SUBJECTIVE: The patient stated that he noticed shortness of breath for past two weeks and it happens upon going up and down the stairs and upon resting shortness of breath improves instantly. The patient has no fever or chills or sputum production.
The patient has rashes especially on the right arm and he has on and off these rashes, which more like papular rash. He has used steroid cream in the past with good relief. It is also pruritic but there is no redness or discharge.

The patient has no contact with any serious infections.

The patient notes for past several months, but now it is more since he gained some weight and he does not stop breathing. His daytime concentration is good.

The patient has constipation on and off and he has this problem for past two months and he has used high-fiber diet with some relief. At times he uses laxatives. The patient has not seen any blood in the stools.

The patient has tiredness in the legs and it is worse upon walking two or three blocks. The patient does not have any cold feet or ulcers.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, chest pain, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe back pain, or depression.
PAST MEDICAL HISTORY: Significant for hypertension and he is on atenolol 50 mg once a day along with low-salt diet.
The patient has a history of hypercholesterolemia and he is on simvastatin 40 mg once a day along with low-fat diet.

ALLERGIES: None.

PAST SURGICAL HISTORY: Significant for coronary artery bypass surgery and transurethral resection of the prostate.
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FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with his wife and he is currently retired. The patient has five children and they are all nearby to help him. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is mostly walking and he is on low-salt cardiac healthy diet.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any stridor or lymph node enlargement.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft, nontender, and there is no distention. Bowel sounds are active.
Genital examination reveals no hernia and rectal examination reveals normal size prostate.

EXTREMITIES: No calf tenderness, edema, or tremors. There are poor pulses both feet especially dorsalis pedis. There are no ischemic changes on the toes.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
Skin examination reveals papular rash on the left arm. There is no erythema or redness and no discharge. There are no vesicles.
PSYCHOLOGICAL: The patient appears stable and has normal affect.
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