Clinic Visit Note
Patient’s Name: Majeda Saeed
DOB: 07/12/1948
Date: 02/13/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of severe left knee pain and unable to walk.
SUBJECTIVE: The patient has severe pain in the left knee and could not walk more than 15 to 20 steps and pain level is 9 or 10 and it is relieved after resting. The patient was seen by orthopedic physician and going to have surgical intervention. Meantime, the patient had MRI of the left knee and it showed severe left knee tricompartmental osteoarthritis. Also there is extensive maceration and degenerative changes throughout the medial and lateral menisci. The patient has full thickness tear of the ACL and partial tear of the PCL. The patient also has suprapatellar joint effusion with extensive synovitis throughout the knee joint. There are also changes from the distal femur and proximal tibia. This information was discussed with the patient and her husband and all their questions are answered to their satisfaction and they verbalized full understanding. At this time, the patient is wearing the knee brace and it is helping her. However, the patient has a followup appointment with orthopedic physician for more definitive surgical intervention.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, calf swelling, tremors, or open wounds.
PAST MEDICAL HISTORY: Significant for hypertension and she is on enalapril 2.5 mg once a day along with low-salt diet. The patient had left knee joint infection.
The patient has a history of hypothyroidism and she is on levothyroxine 75 mcg once a day.

The patient has a history of diabetes mellitus and she is on metformin 500 mg one tablet in the morning and two tablets in the evening along with low-carb diet.

The patient has a history of hypercholesterolemia and she is on simvastatin 5 mg once a day along with low-fat diet.

The patient is also on tramadol for pain management 50 mg once a day as needed.

SOCIAL HISTORY: The patient is married, lives with her husband and she has five grown children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient currently does not work.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement.

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 or edema.

Left knee examination reveals swelling of the knee joint and range of movement is significantly limited due to pain and knee flexion is only up to 30 degrees. The patient is able to stand and walk with knee brace; otherwise she has significant difficulty walking.
NEUROLOGICAL: Examination is intact; however, weightbearing is very painful.

I had a long discussion with the patient and her husband and all the results are reviewed and discussed in detail and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
