Clinic Visit Note
Patient’s Name: Rosamma Oommen
DOB: 05/18/1959
Date: 02/19/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of dizziness, headache, and followup for chronic bronchitis.
SUBJECTIVE: The patient stated that she felt dizzy yesterday and has to walk with wheelchair for support and the symptoms lasted for 20 minutes to half an hour after that the patient started feeling better. She did not passed out and she felt no nausea or vomiting.
The patient also complained of headache on and off and sometimes it is associated with dizziness. There is no throbbing headache and there is no double vision.

The patient also came today as a followup for chronic bronchitis and she stated that she has wheezing mostly upon lying down and there is no sputum production, fever, or chills. The patient is not on any inhaler and she has no history of expose to smoke.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for hypertension and she is on amlodipine 10 mg once a day along with low-salt diet.
The patient has a history of hypercholesterolemia and she is on Zetia 10 mg once a day along with low-fat diet.

The patient has a history of diabetes and she is on glimepiride 2 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypothyroidism and she is on levothyroxine 150 mcg once a day.

SOCIAL HISTORY: The patient lives with her husband and she worked as a registered nurse in the hospital and the patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is otherwise very active.
OBJECTIVE:
HEENT: Examination is unremarkable. Tympanic membranes are intact without any discharge.

NECK: Supple without any thyroid enlargement or lymph node enlargement and JVP is not raised.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing. The patient has frontal headache.
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Lung examination reveals wheezing bilaterally.

HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
Orthostatic blood pressure has been normal.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

I had a long discussion with the patient and her husband and all their questions are answered to their satisfaction and they verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
