Clinic Visit Note
Patient’s Name: Manish Dalal

DOB: 01/02/1967
Date: 01/18/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of severe low back pain, constipation, and burning urination.
SUBJECTIVE: The patient stated that four days ago he woke up with severe low back pain and the patient could not bend, pull, or push any objects at home and he took over-the-counter pain medication and rested good after that the patient started feeling better. There was no radiation of pain to the lower extremities.
The patient complained of constipation for last one week and sometimes he has to force. He had a history of constipation on and off and the patient did not notice any blood in the stools.

The patient also complained of burning urination and sometimes incontinence and he has not seen any blood in the urine and there is no fever or chills.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or accidental falls.
PAST MEDICAL HISTORY: Significant for kidney stone and has been seen by specialist.
The patient also has a history of prostatic hypertrophy and he is not on tamsulosin any more.

The patient has a history of hypertension and he is on amlodipine 5 mg once a day.

The patient has a history of gastritis and he is on famotidine 20 mg once a day.

The patient has a history of diabetes and he is on glipizide 2.5 mg one tablet a day and Tradjenta 5 mg once a day along with low-fat diet.

The patient has a history of hypercholesterolemia and he is on rosuvastatin 20 mg once a day along with low-fat diet.

SOCIAL HISTORY: The patient is married, lives with his wife and currently the patient is not working. The patient has no history of smoking cigarettes, alcohol use, or substance abuse. Otherwise, he was fairly active.
RE: Manish Dalal
Page 2

OBJECTIVE:
HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no suprapubic tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate; however, gait is slow due to back pain.
Musculoskeletal examination reveals tenderness of the lumbosacral area and there is point tenderness at the lumbar 4 and 5 discs. The patient’s lumbar flexion is painful at 90 degrees.
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