Clinic Visit Note
Patient’s Name: Juan Herrera
DOB: 06/24/1969
Date: 11/10/2023
CHIEF COMPLAINT: The patient came today as a followup for anxiety disorder and medication dependent.
SUBJECTIVE: The patient came today with his wife complaining of anxiety and it is worse in the daytime when he is at work. Otherwise most of the time at home is stable and the patient was previously admitted to the hospital for alcohol detox and since then he has complained of anxiety disorder. The patient has not started drinking again and his wife is involved in his care and the patient is observing abstinence.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Unremarkable.
SOCIAL HISTORY: The patient lives with his wife and he works in a factory. The patient also stated that he drinks more than 18 ounces of coffee everyday and the patient is already started cutting down.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and slightly obese without any organomegaly and bowel sounds active.

EXTREMITIES: No calf tenderness, edema, tremors.
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