Clinic Visit Note
Patient’s Name: Naseer Ansari
DOB: 03/19/1941
Date: 03/16/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of low back pain, loss of sleep, and incoordination.
SUBJECTIVE: The patient came today with his wife and she stated that the patient is not able to do any stretching side at home and subsequently he has gained weight and his balances not normal and the patient had physical therapy three or four months ago and he was feeling strong at that time.
The back pain level is 5 or 6 and there is no radiation of pain to the lower extremities; however, the pain is worse upon exertion.

The patient has loss of sleep and has been taking melatonin 5 mg, but the patient is also on zolpidem 10 mg in the nighttime and that helps him to sleep and the patient is explained the side effects of zolpidem and he is agreed to try 5 mg every night as needed.
REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or falling down episodes.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg once a day along with low-salt diet.
The patient also has a history of Parkinson’s disease and he is on carbidopa levodopa 25/100 mg two tablets four times a day as prescribed by neurologist.
The patient is also on entacapone 200 mg one tablet three times a day as prescribed by neurologist.
The patient was also doing gabapentin 100 mg three times a day and it is not helping his burning sensation.

The patient has a history of gastritis and he is on pantoprazole 20 mg once a day along with bland diet.
The patient has a history of constipation and he is on MiraLax powder 17 g mix in water everyday.

The patient has a history of hypercholesterolemia and he is on simvastatin 5 mg once a day along with low-fat diet.
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SOCIAL HISTORY: The patient lives with his wife and he has adult children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node 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, edema, or tremors. The patient is able to ambulate without any assistance but slow gait.
Musculoskeletal examination reveals tenderness of the lumbosacral soft tissues and lumbar forward flexion is painful at 90 degrees.

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

______________________________

Mohammed M. Saeed, M.D.
