Clinic Visit Note
Patient’s Name: Fauzia Ali
DOB: 06/22/1961
Date: 01/31/2018
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient stated that she has no more pain in the spine and she has finished two months of IV antibiotic and feeling much better. The patient stated that she has no more neuropathy and blood sugars have been stable.
REVIEW OF SYSTEM: The patient denied headache, dizziness, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color,.

The patient had right shoulder pain on and off and she is scheduled to see orthopedic physician. The patient’s pain managed with over-the-counter pain medications.

REVIEW OF SYSTEM: The patient denied headache, dizziness, chest pain, shortness of breath, nausea, vomiting, cough, diarrhea, 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 neck pain, or skin rashes.

PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 50,000 units once a week.
The patient also has a history of fungal infection and she is on Diflucan 100 mg once a day along with acidophilus 100 mg tablet three times a day.
The patient has a history of diabetes mellitus and she is on Victoza 1.8 mg injection everyday.

The patient also has a history of hypertension and she is on lisinopril 20 mg one tablet a day and triamterene plus hydrochlorothiazide 37.5 mg one capsule a day as needed along with low-salt diet.

The patient has a history of recent spine infection and she is on tramadol 50 mg once a day as needed and gabapentin 600 mg one tablet twice a day.

ALLERGIES: None.

FAMILY HISTORY: Not contributory.

SOCIAL HISTORY: The patient lives with her husband and she does not work and no history of alcohol use or substance abuse.
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PREVENTIVE CARE: Reviewed and discussed.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.

ABDOMEN: Very 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 minimal tenderness of the lumbar spine and the patient is able to ambulate without much difficulty.
______________________________
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