Clinic Visit Note
Patient’s Name: Jawad Hussain
DOB: 09/05/1975
Date: 12/19/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of persistent cough, generalized weakness, and followup after chest x-ray showing pneumonia.
SUBJECTIVE: The patient stated that he went to the emergency room few weeks ago with shortness of breath and cough and he had an extensive workup done including the PSR test for respiratory infection. The patient was positive for influenza A and he was given Tamiflu; however, he has nauseated feeling and also his infection started more than five days ago so the patient has stopped Tamiflu and the patient was prescribed Augmentin 875 mg one tablet twice a day along with *________*. Also, the patient one time given Flonase for nasal congestion along with cetirizine 10 mg once a day. The patient’s cough intensity is less but still he coughs it is in bouts sometimes in the nighttime also and the patient has no fever or chills at this time. He did not expose to any infections.

REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear pain, sore throat, swallowing difficulty, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or skin rashes.
The patient has chest x-ray done in the emergency room and it showed patch infiltrates.
SOCIAL HISTORY: The patient lives with his family. He is not exposed to any chemicals and the patient has no history of smoking cigarettes or alcohol use.
PAST MEDICAL HISTORY: Seasonal nasal congestion.
ALLERGIES: None.

SURGICAL HISTORY: None.
OBJECTIVE:
HEENT: Examination reveals minimal nasal congestion and oropharyngeal 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 heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
Chest is symmetrical without any deformity.

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.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
