Clinic Visit Note
Patient’s Name: Kilashben Patel
DOB: 01/08/1938
Date: 01/31/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of nasal congestion, low back pain, and left knee pain.
SUBJECTIVE: The patient stated that nasal congestion started few days ago and it is not improving and the patient had similar episode last year and she took sertraline with good relief.
The patient also complained of left knee pain and it is worse upon exertion and the pain level is 6 or 7 and it is worse upon exertion. The patient never fell down and she had joint injection without much relief and the patient is not able to walk and her activities are daily living have been effected.

The patient also complained of low back pain and the pain level is 6 and it is worse upon exertion and it is relieved after resting. There is no radiation of pain to the lower extremities.
The patient also complained of chest wall pain and it is worse upon coughing or sneezing.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, 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, or skin rashes.
PAST MEDICAL HISTORY: The patient has a history of vitamin D deficiency and she is on vitamin D3 2000 units once a day.
The patient has a history of neuropathy of the extremities and she is on gabapentin 600 mg one tablet twice a day.

The patient has a history of hypertension and she is on losartan 100 mg once a day along with low-salt diet.

The patient has a history of anxiety disorder and she is on sertraline 50 mg once a day.
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 lives with her son and she is fairly active, but lately has been decreased due to left knee pain and back pain.
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OBJECTIVE:
HEENT: Examination reveals nasal congestion bilaterally without any bleeding.

Chest is symmetrical and has tenderness of the costochondral joints without any deformity.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact.

Musculoskeletal examination reveals tenderness of the soft tissues of the lumbar spine and lumbar flexion is painful. The patient also has tenderness of the left knee joint and range of movement is limited due to pain. There is no joint effusion. Weightbearing is most painful.

I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
