Clinic Visit Note
Patient’s Name: Shashi Chandhok
DOB: 07/22/1948
Date: 01/06/2023
CHIEF COMPLAINT: The patient came today with chief complaint of left shoulder pain, right-sided low back pain, and followup for hypertension.
SUBJECTIVE: The patient stated that she has noticed left shoulder pain on and off for past four or five weeks, but it is more now and the pain level is 6 or 7 and the pain level is less than 3 upon resting. There is no radiation of pain to the arm.
The patient also complained of right side low back pain and it stated three or four weeks ago. There is no radiation of pain to the lower extremities. That pain level is 5 or 6 and it is relieved after resting. The patient then had low back pain for several years, but it stopped for seven or eight months.
The patient stated that lately her blood pressure has been high and her higher blood pressure at home systolic blood pressure was 164 with diastolic blood pressure reading was 96 and heart rate was 88.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, ear pain, sore throat, cough, fever, 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 focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for osteoporosis and she is on Fosamax 70 mg once a week with at least 8 to 10 ounce of water.
The patient has a history of hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of gastritis and she is on famotidine 20 mg once in the stomach.

The patient has a history of hypertension and she is on hydralazine 25 mg one tablet three times a day and losartan 100 mg once a day, and verapamil 300 mg once a day along with low-salt diet.
The patient has a history of hypothyroidism and she is on levothyroxine 25 mcg once a day.

SOCIAL HISTORY: The patient is a widow and she stays with her son. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and the patient does stretching exercise everyday.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

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 left shoulder joint especially anteriorly and range of movement is limited due to pain and handgrips are bilaterally equal.

Lumbosacral spine examination reveals tenderness of the soft tissue of the left side and lumbar flexion is painful at 90 degrees. Lateral flexions are also painful.
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