Clinic Visit Note
Patient’s Name: Shamim Khan
DOB: 07/09/1950
Date: 12/27/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of neck pain, left knee pain, and followup for iron deficiency.
SUBJECTIVE: The patient stated that her neck pain started on and off for past one month, but it is worse in last one week and the pain level is 5 or 6 and there is no radiation of pain to the hands. The patient has used over-the-counter medication without much relief. The patient had MRI of the cervical spine and the results are reviewed and discussed with the patient in detail and all the questions are answered to her satisfaction and she verbalized full understanding.
The patient also complained of left knee pain, which is on and off for past one month and it is worse in last three to four days and it is worse upon going up and down the stairs. The left knee pain level is 5 or 6 and it is relieved completely upon resting.

The patient had annual blood test and her hemoglobin was borderline low and then the patient had serum iron and the level was low. The patient was started on iron supplement ferrous sulfate 325 mg twice a day; however, the patient had abdominal cramps and she changed it to once a day and she has no side effects and she is feeling fine. The patient is advised to continue once a day dose.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, ear pain, cough, fever, chills, chest pain, shortness of breath, 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 skin rashes.
PAST MEDICAL HISTORY: Significant for seasonal allergies and asthma and she takes albuterol 108 mcg two inhalations three or four times a day as needed. The patient is also on montelukast 10 mg once a day.
The patient also needs refill on Trelegy Ellipta 200 mcg per inhalation one inhalation everyday.
The patient has a history of gastritis and she is on famotidine 40 mg once a day in the fasting state.
The patient has a history of neuropathy and she is on gabapentin 300 mg once in the evening.
The patient has a history of hypertension and she is on lisinopril 2.5 mg once a day along with low-salt diet.

The patient has a history of hypercholesterolemia and she is on simvastatin 5 mg once a day along with low-fat diet.
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All other medications are also reviewed and reconciled.

OBJECTIVE:
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally 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.
Musculoskeletal examination reveals tenderness of the soft tissues of the cervical spine and range of movement is limited, but handgrips are bilaterally equal.

Left knee examination reveals tenderness of the knee joint and range of movement is limited. There is no significant joint effusion. The patient is able to ambulate, but weightbearing is more painful.
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