Clinic Visit Note

Patient’s Name: Varshaben Thakkar
DOB: 06/30/1972
Date: 01/14/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of migraine type headache associated with fatigue and tonsillar enlargement, and snoring.
SUBJECTIVE: The patient came today with her daughter stating that she has been feeling fatigued and also has tonsillar enlargement and along with that the patient was snoring significantly. She also had daytime fatigue and she was given the appointment for sleep study in the past but could not give up the appointment.
The patient has migraine type headache on and off and pain level is 6 or 7 and it is relieved after resting.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, swallowing difficulty, 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, or severe back pain.
PAST MEDICAL HISTORY: Significant for gastritis and she is on omeprazole 40 mg once a day.
The patient also has a history of wheezing and she uses albuterol inhaler two puffs three or four times a day as needed. She has not used it for past one month.

ALLERGIES: Severe allergies like rashes with mushrooms and peanuts.
RECENT SURGICAL HISTORY: None.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with her husband and she has two adult children. The patient works as a machine operator. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.

FAMILY HISTORY: Not contributory.

OBJECTIVE:
HEENT: Examination reveals no headache at this time; however, the patient has enlargement of the tonsils but is not inflamed.

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

HEART: Normal heart sounds without any murmur.
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LUNGS: Clear bilaterally without any wheezing.
Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

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 with slow gait and there is no focal deficit.

Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

I had a long discussion with the patient regarding treatment plan and all her and her daughter’s questions are answered to their satisfaction and they verbalized full understanding.
______________________________
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