Clinic Visit Note
Patient’s Name: Vikhar Khan
DOB: 03/26/1948
Date: 01/16/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of generalized weakness, left knee pain, and constipation.
SUBJECTIVE: The patient stated that for past two to three months has been feeling weak and she also has poor appetite. The patient came today with her granddaughter and discussed with her regarding the patient’s condition.
The patient complained of pain in the left knee and she thought she started after she had physical therapy and she has cracking noise and the pain is worse upon exertion. The pain level is 6 or 7 and there is no pain upon resting. The patient denied any calf swelling or pain.

The patient has constipation and never had any blood in the stools. She has been seen by gastroenterologist on regular basis.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, short of breath, chest pain, nausea, vomiting, acid reflux, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities. The patient also denied any fever or chills or loss of consciousness.

PAST MEDICAL HISTORY: Significant for osteoporosis and she is on alendronate 70 mg once a week along with 8 to 10 ounces of water.
The patient has a history of vitamin D deficiency and she is on vitamin D3 50,000 units once a week.

The patient has a history of hypertension and she is on diltiazem 30 mg one tablet three times a day, metoprolol 25 mg one tablet a day, and triamterene plus hydrochlorothiazide 37.5 mg once a day as needed along with low-salt diet.
The patient has a history of chronic atrial fibrillation and she is on warfarin 2 mg once a day.

The patient has a history of hypothyroidism and she is on levothyroxine 100 mcg once a day. Also, the patient has a history of gastritis and she is on omeprazole 40 mg once a day in empty stomach one hour before meal.

ALLERGIES: None.
SOCIAL HISTORY: The patient lives with her daughter and her granddaughter takes care of her. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient’s activity has been limited due to knee pain.
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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 there is a fullness on the left lower abdominal quadrant. There is no suprapubic tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.

Left knee examination reveals tenderness of the knee joint and there is no significant joint effusion. Weightbearing is much painful and the patient uses cane.

NEUROLOGICAL: Examination is otherwise unremarkable and the patient moves all her extremities.
I had a long discussion with the patient and her granddaughter and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________
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