Clinic Visit Note
Patient’s Name: Mohammad Osman
DOB: 10/01/1944
Date: 11/10/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of skin rashes. The patient came today also for followup on hypertension and hypercholesterolemia.
SUBJECTIVE: The patient stated that he noticed rash on his upper extremity for last three to four weeks and the patient had similar episode last year and he used triamcinolone cream with good relief. These rashes are somewhat pruritic and there are no pustules. Nobody else in the family has this condition.
The patient came today as a followup for hypertension and hypercholesterolemia and his blood pressure at home is stable and the patient is on low-fat diet.

REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, 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, focal weakness of the upper or lower extremities, severe back pain, or depression.
PAST MEDICAL HISTORY: Significant for mild dementia and he is on donepezil 10 mg once a day and he is at his baseline.
The patient has a history of hypercholesterolemia and he is on ezetimibe 10 mg once a day along with low-fat diet.

The patient has a history of hypertension and he is on metoprolol 25 mg one tablet a day along with low-salt diet.
The patient has a history of urinary incontinence and he is on oxybutynin 5 mg half tablet every evening.
ALLERGIES: The patient has allergy to pollen and it is mild rashes without any respiratory distress.
The patient has history of moderate nasal congestion due to influenza vaccination otherwise unremarkable.
PAST SURGICAL HISTORY: The patient has cataract surgery and also he had COVID infection seven months ago.
PREVENTIVE CARE: Reviewed and the patient is up-to-date on COVID vaccination.
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SOCIAL HISTORY: The patient is widower and lives with his daughter. The patient currently does not work and he never smoked cigarettes or drank alcohol. No history of illicit drug use and the patient’s exercise is mostly stretching and walking and he is on low-fat healthy cardiac diet.

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

The patient refused rectal examination for prostate checkup.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
Musculoskeletal examination is unremarkable.

Skin examination reveals a few areas of rashes on the hand without any open wounds and there is no cellulitis.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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