Clinic Visit Note
Patient’s Name: Sharanjit Randhawa
DOB: 03/16/1949
Date: 12/15/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of positive stools for occult blood, abnormal CT scan of the brain, left lower quadrant chest wall pain, and followup for thyroid nodule.
SUBJECTIVE: The patient stated that she had stool test positive for occult blood and she had colonoscopy four months ago. At that time, she had polyps removed. The patient stated that once or twice a week she has blood stain on the tissues after she cleaned up. She did not have any nausea or vomiting and there were no tarry stools.
The patient had a CT scan of the brain followed by MRI and there is a 2-cm cystic lesion at the base of the skull on the left side. The patient does not have any significant headache, double vision, or fainting episodes.
The patient complained of left lower ribcage pain and it has been on and off for past two years. The patient had x-rays done in the past without any significant abnormality. Because of the persistent pain, she is going to be referred to the specialist. The patient does not have any skin changes and she has no history of recent trauma. The patient has tried over-the-counter medication with some relief. The pain level is 3 or 4.
The patient has also seen endocrinologist for her thyroid nodule on the right side. She has a followup appointment.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infections or allergies, 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, severe low back pain or skin rashes.
PAST MEDICAL HISTORY: Significant for anxiety disorder and she is on alprazolam 0.5 mg every other day as needed.
The patient has a history of vitamin D deficiency and she is on vitamin D3 50,000 units once a week.

The patient has history of hypertension and she is on hydralazine 50 mg one tablet four times a day and Entresto 49/51 mg tablet twice a day along with low-salt diet.

The patient has a history of depression also and she is on paroxetine 20 mg once a day. All other medications are also reviewed and reconciled.
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SOCIAL HISTORY: The patient lives with her son and she never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is fairly active at home.

OBJECTIVE:
HEART: Rapid first and second heart sounds without any cardiac murmur and it improved after resting.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
Left lower ribcage examination reveals minimal tenderness without any vesicular lesions and there is no axillary lymph node enlargement.

EXTREMITIES: No calf tenderness, edema, or tremors.

Neck examination reveals no thyroid enlargement or lymph node enlargement.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
Musculoskeletal examination reveals full range of movement of the neck and there is no palpable mass at the base of the skull and there is no lymph node enlargement.
______________________________
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