Clinic Visit Note
Patient’s Name: Fouzia Yasmeen
DOB: 06/18/1958
Date: 04/01/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of cough, wheezing, and increased pigmentation of the face.
SUBJECTIVE: The patient came today with her husband stating that she has been coughing for past three weeks and the patient used over-the-counter cough medication without any relief and there is minimal phlegm and the patient did not spit any blood.
The patient also has wheezing especially mostly in the nighttime and she has been taking prednisone for rheumatoid arthritis. The patient has used albuterol inhaler in the past.

The patient also stated that she has more pigmentation of the face, but there is no itching or rashes.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, headache, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.
PAST MEDICAL HISTORY: Significant for osteoporosis and she is on alendronate 70 mg one tablet a week as per her rheumatologist.
The patient is on vitamin D deficiency and she is on vitamin D3 5000 units one tablet twice a day.
The patient has a history of mild gastritis and she is on famotidine 20 mg once a day along with bland diet.

The patient has a history of hypothyroidism and she takes levothyroxine 75 mcg once a day.

The patient has rheumatoid arthritis and she is on prednisone 1 mg twice a day as per the rheumatologist. All other rheumatology medication has been stopped due to side effects.

The patient is also on gabapentin 300 mg one tablet twice a day for chronic pain.
SOCIAL HISTORY: The patient is married, lives with her husband and she is feeling weak lately and she never smoked cigarettes or drank alcohol. No history of illicit drug use. She has tried to do as much of activity; however, she is much limited.
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OBJECTIVE:
HEENT: Examination reveals patchy hyperpigmentation of the face without any rashes. Oropharyngeal examination is unremarkable.

NECK: Supple without any lymph node enlargement or stridor.

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.

NEUROLOGICAL: Examination is intact but the patient has generalized weakness and she is walking with husband’s support. The patient does not have any focal deficit.
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.
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