Clinic Visit Note
Patient’s Name: Darlene Anusewicz

DOB: 10/24/1949
Date: 06/30/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of deformity of toenails, followup for osteoporosis, followup for hypoxemia, and COPD.
SUBJECTIVE: The patient stated that she has noticed deformity of toenails especially is getting thick and hard and sometimes difficult to cut the toenails. She has a history of Tinea of the nails, but there is no bleeding and there are no skin changes.
The patient has osteoporosis and she had DEXA scan, which showed significant abnormality and the patient is going to be started on Fosamax 70 mcg and at least 7 ounce of water every week. The patient is also advised to start stretching exercises and she is going to have vitamin D levels checked.

The patient stated that sometimes after walking her oxygen saturation drops to 88 and she uses home oxygen and after resting the oxygen saturation increases to 94 or 95%.

The patient has a history of COPD and came today as a followup the patient has no history of recent smoking.

The patient is on home oxygen.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infections or allergies, recent travel, chest pain, nausea, vomiting, change in the bowel habits or stool color, significant weight loss or weight gain, 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 depression.
PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 5000 units once a day.
The patient has a history of hypothyroidism and she is on levothyroxine 75 mcg once a day.

The patient has a history of neuropathy and she is on amitriptyline 50 mg once in the bedtime.
The patient has a history of hypercholesterolemia and she is on simvastatin 10 mg once a day along with low-fat diet.

ALLERGIES: None.
PAST MEDICAL HISTORY: Left knee fracture, reflux sympathetic dystrophy.

RE: Darlene Anusewicz
Page 2

FAMILY HISTORY: Father had diabetes mellitus and passed away.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with her husband and she has one child. The patient quit smoking in 2008 and she drinks wine two or three times a week and she is fairly active.

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.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance. The patient is carrying oxygen tank.

Musculoskeletal examination reveals mild kyphosis of the lumbar spine and moves all the extremities.
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.
______________________________
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