Clinic Visit Note
Patient’s Name: Safia Malik
DOB: 04/10/1940
Date: 12/09/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of right knee pain, followup for abdominal pain, and annual physical exam.
SUBJECTIVE: The patient stated that she has right knee pain on and off, but for past three months has been persistent. The pain level is 7 to 8 and it is worse upon exertion. However, the patient has some relief after resting and pain is worse upon weightbearing especially walking more than 7 to 8 steps. The patient had arthritis on and off and has undergone physical therapy in the past with some relief, but now the patient is progressively getting worse. She may benefit from walker that will help her stabilize and also bed with railings.
The patient also came today as a followup for abdominal pain on and off, but for past two months she has been feeling much better. The patient has a history of partial bowel obstruction.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, cough, fever, chills, shortness of breath, nausea or vomiting, chest pain, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for vitamin B12 deficiency and she is on vitamin B12 1000 mcg once a day.
The patient has a history of anemia and she is on iron supplement 325 mg tablets twice a day.

The patient has a history of constipation and she is on Colace 100 mg once a day as needed.

The patient has a history of diabetes mellitus and she is on Tradjenta 5 mg once a day along with low-carb diet.

The patient has a history of hypertension and she is on lisinopril 20 mg one tablet once a day along with low-salt diet.

The patient has a history of gastritis and she is on omeprazole 20 mg in empty stomach once a day as needed.
ALLERGIES: None.

PAST SURGICAL HISTORY: Cholecystectomy.
FAMILY HISTORY: Sister has breast cancer.
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PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is married, lives with her daughter and she has six children. The patient is widow now and she does not work. Her exercise is mostly walking. Her diet is low-carb healthy diet.

OBJECTIVE:
HEENT: Examination is unremarkable.

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, nontender, and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate with lot of assistance, but could not walk more than 8 to 10 steps and the patient has used walker in the past with good support.
Musculoskeletal examination has generalized weakness without any focal deficit.

Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable and has normal affect. The patient is also advised to check blood sugars everyday and report to clinic if her blood sugar is less than 60 mg/dL.

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

______________________________

Mohammed M. Saeed, M.D.
