Clinic Visit Note
Patient’s Name: Eric Olivia

DOB: 03/10/1998
Date: 02/07/2024
CHIEF COMPLAINT: The patient came today for annual physical exam and also followup for depression.
SUBJECTIVE: The patient stated that he is taking citalopram 10 mg once a day but medication finished three days ago. He is not depressed at this time.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, 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, or skin rashes.
PAST MEDICAL HISTORY: Significant for depression and he is on citalopram 10 mg once a day given by the psychiatrist.
ALLERGIES: Iodine with mild rashes otherwise unremarkable.
RECENT MEDICAL HISTORY: Significant for COVID infection.

FAMILY HISTORY: Unremarkable.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is graduated in IT and he does part-time work at Amazon warehouse. The patient lives with his parents and he has no history of smoking cigarettes. However, the patient smokes marijuana three or four times a month.
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: Soft and slightly obese without any tenderness and bowel sounds are active.
Genital examination is negative for hernia.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
PSYCHOLOGICAL: The patient appears stable and has normal affect.

______________________________

Mohammed M. Saeed, M.D.
