Clinic Visit Note
Patient’s Name: Shahabuddin Khan
DOB: 03/15/1932
Date: 03/06/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of both legs pain.
SUBJECTIVE: The patient came today with his son stating that he has noticed pain in both the legs especially in the knees and sometimes had difficulty walking; however, the patient uses either cane or walker and he has undergone physical therapy four or five months ago, he was feeling better after that, but the patient does not follow the exercises at home.
REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, chest pain, shortness of breath, cough, fever, chills, exposure to infections or allergies, 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, severe back pain, or depression.
PAST MEDICAL HISTORY: Significant for anxiety disorder and he is on alprazolam 0.25 mg once a day as needed.
The patient has a history of hypertension and he is on carvedilol 6.25 mg one tablet twice a day, diltiazem 30 mg once a day if blood pressure is more than 150/90, and hydrochlorothiazide 12.5 mg once a day as needed on low-salt diet.
The patient has a history of vitamin D deficiency and he is on vitamin D3 supplement 2000 units one a day.

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

The patient has a history of anxiety disorder and he is on citalopram 5 mg once a day.

The patient has a history of prostatic hypertrophy and he is on doxazosin 1 mg by mouth everyday, tamsulosin 0.4 mg once a day, and oxybutynin 5 mg once in the evening.

The patient has a history of diabetes mellitus and he is on glyburide plus metformin 2.5 plus 500 mg one tablet every morning.

The patient has a history of gastritis and he is on omeprazole 20 mg once a day in empty stomach.

ALLERGIES: None.
PAST SURGICAL HISTORY: None recently.
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PAST SURGICAL HISTORY: None recently.

FAMILY HISTORY: Mother died of cancer.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is a widower and he lives with his son. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and the patient keeps himself busy, but he is instructed on doing exercise everyday.
OBJECTIVE:
HEENT: Examination is unremarkable.

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

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
Genital examination is unremarkable without any hernia.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate with assistance or slow gait.
Musculoskeletal examination reveals tenderness of the knee joints bilaterally and weightbearing is most painful.
______________________________
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