Clinic Visit Note
Patient’s Name: Wedad Ayesh
DOB: 07/25/1971
Date: 07/20/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of loss of sleep, followup for left cervical mass and followup for hemangioma.
SUBJECTIVE: The patient stated that she has been seen by neurologist and referred to neuro ophthalmologist for more details to check up and the patient has scheduled for repeat of MRI of the neck and brain in next five to six weeks by neurologist.
The patient stated that she has loss of sleep for past several days and also she has depressed feeling; however, the patient has extended family and they all get together to support her. I had a discussion with son regarding the patient’s condition and she is going to be seen by psychologist through Khaleel Center.
REVIEW OF SYSTEMS: The patient denied dizziness, double vision, swallowing difficulty, chest pain, shortness of breath, double vision, 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, or severe low back pain.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has a history of anxiety disorder and she is on duloxetine 60 mg once a day.

The patient has a history of vitamin D deficiency and she is on vitamin D3 supplement 50,000 units once a week.

The patient has a history of gastritis and she is on famotidine 20 mg in empty stomach twice a day along with bland diet.
The patient has a history of diabetes and she is on glimepiride 4 mg one tablet twice a day, Lantus insulin 40 units subcutaneous injection daily and Lispro insulin according to the sliding scale, and metformin 1000 mg twice a day.
The patient has a history of hypertension and she is on metoprolol 50 mg twice a day, triamterene plus hydrochlorothiazide 37.5 mg plus 25 mg one tablet everyday as needed, losartan 100 mg once a day as per the cardiologist and low-salt diet.

ALLERGIES: None.

The patient had COVID infection in 2020.
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PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is divorced. She lives with her son and the patient is a student of the masters. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Obese 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.

Musculoskeletal examination reveals no significant muscular tenderness and examination of the cervical spine there is no significant abnormality; however, the patient is very careful in movement of the neck.
______________________________
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