Clinic Visit Note
Patient’s Name: Jose Melendez
DOB: 11/20/1969
Date: 03/28/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of severe low back pain, hypertension, weight gain, and followup for low testosterone blood test.
SUBJECTIVE: The patient stated that he has noticed low back pain more so in last two to three weeks and the pain level is 6 or 7 without any radiation to the lower extremities. The patient stated that pain in the back is more due to weight gain and the patient has tried diet and exercise without much relief. The patient is a good candidate for Wegovy injection weekly.
The patient also came today as a followup for hypertension and blood pressure reading rechecked is 157/93 without any chest pain. The patient had comprehensive evaluation recently and his serum free testosterone was low and the patient is going to be seen by endocrinologist.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, or diarrhea, leg swelling or calf swelling, or tremors.
The patient also stated that he has snoring problem every night and it is significant.

PAST MEDICAL HISTORY: Significant for severe lumbar disc prolapse, underwent laminectomy.
The patient has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has a history of hypertension and he is on lisinopril 20 mg one tablet a day along with low-salt diet.

The patient has a history of gastritis and he is on omeprazole 20 mg once a day along with bland diet and the patient has a history of chronic rhinitis and he is on montelukast 10 mg once a day.

The patient has a history of erectile dysfunction and he is on tadalafil 5 mg once or twice a week.
SOCIAL HISTORY: The patient lives with his wife and he currently is not working due to disability of the back. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, pedal edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

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.
