Clinic Visit Note
Patient’s Name: Franca Ricci
DOB: 10/03/1947
Date: 03/07/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of weakness and shortness of breath.
SUBJECTIVE: The patient stated that she had TAVR procedure for severe aortic stenosis and after that the patient continued to have shortness of breath and she was reevaluated by cardiologist and found to have leakage in the aortic valve and the patient was referred to hematologist to rule out hemolytic anemia. At this time, the patient is able to walk without much difficulty. However, she needs to take frequent rest and she does not have any chest pain. The patient also has an appointment with cardiologist.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, cough, fever, chills, exposure to any infections or allergies, chest pain, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, or loss of consciousness.
PAST MEDICAL HISTORY: Significant for rheumatoid arthritis and she has been seen by rheumatologist on regular basis. The patient is also on Orencia intravenous injection.
The patient has a history of hypertension and she is on amlodipine 5 mg once a day, hydrochlorothiazide 12.5 mg once a day as needed and metoprolol 25 mg one tablet a day along with low-salt diet.

The patient has a history of hypercholesterolemia and she is on atorvastatin 80 mg once a day along with low-fat diet.

The patient has a history of stroke and she is on clopidogrel 75 mg once a day.
The patient has a history of anemia and she is on ferrous sulfate 325 mg one tablet daily.

SOCIAL HISTORY: The patient is currently not working and her family is nearby and the patient quit smoking five years ago. The patient is otherwise very active.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any lymph node enlargement or thyroid 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.
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.
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