Clinic Visit Note
Patient’s Name: Laila Battaglia
DOB: 01/02/1959
Date: 10/17/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of sinus headache, uncontrolled hypertension, cough, nasal congestion, and mild depression.
SUBJECTIVE: The patient stated that she developed nasal congestion two or three weeks ago after that she has cough, which was dry without any sputum production and she did not coughing blood. The patient took over-the-counter medications without much relief and then she now has sinus type headache and it is throbbing. The patient had low-grade fever and she is not exposed to any serious infections or allergies.
The patient stated that lately her blood pressure has been high and highest systolic blood pressure was 168 with normal diastolic pressure and normal pulse rate.

The patient also has mild depression. She had depression on and off for past three years and she has taken BuSpar in the past, but currently she is not taking any medications.

PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs three or four times a day as needed and she has not used it for past two weeks.
The patient has a history of hypertension and she is on amlodipine 5 mg once a day along with low-salt diet.

The patient has a history of gastritis and she is on omeprazole 20 mg once a day as needed.

The patient has a history of hypercholesterolemia and she is on simvastatin 10 mg once a day along with low-fat diet.

SOCIAL HISTORY: The patient is married, lives with her husband and she has good support from husband and the patient never smoked cigarettes or drank alcohol. No history of illicit drug use.

OBJECTIVE:
HEENT: Examination reveals sinus type headache and Oropharyngeal examination is unremarkable. Nasal examination reveals nasal congestion without any significant discharge or bleeding.
NECK: Supple without any 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.

EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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