Clinic Visit Note
Patient’s Name: Dawn Krizek
DOB: 08/17/1964
Date: 01/29/2024
CHIEF COMPLAINT: The patient came today for job physical.
SUBJECTIVE: The patient stated that she is in good health and has no fever or chills. No cough or sputum production. No skin rashes. She is in childcare service.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, rashes, or exposure to any infections or allergies, or recent travel.
PAST MEDICAL HISTORY: Significant for hypertension and she is on amlodipine 10 mg once a day. No history of skin disease or infectious diseases. Her QuantiFERON TB test is unremarkable and the patient is *_________* and she had recent Tdap and MMR vaccination.
SOCIAL HISTORY: The patient works in daycare center and she is free of any infections. The patient takes care of her granddaughter. The patient does walk everyday and in good health.
OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness.
EXTREMITIES: Unremarkable.
Skin is healthy without any rashes or open wounds.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.

Musculoskeletal examination is unremarkable.

______________________________

Mohammed M. Saeed, M.D.
