Clinic Visit Note
Patient’s Name: Kailashben Patel
DOB: 01/08/1938
Date: 04/01/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of poor vision, neck pain, low back pain, and numbness and tingling in the lower extremities.
SUBJECTIVE: The patient came today with her daughter-in-law stating that she has poor vision and she was seen by eye doctor few years ago and she is going to be referred to the eye center for visual testing. The patient does not have double vision and her vision is better in the daytime.
The patient complained of neck pain especially in the right side and the neck pain level is 5 or 6 upon exertion. There is no radiation of pain to the hand and she had a chronic neck pain and the patient was advised in the past for stretching exercises and she is noncompliant.

The patient also complained of low back pain and it is worse upon exertion or bending down and the pain level is 5 or 6 and she could do her basic activities of daily living and there is no radiation of pain to the lower extremities.

The patient has tingling sensation in both the legs.  Previously her blood sugars are normal and the patient denied any dizziness or loss of balance.

REVIEW OF SYSTEMS: The patient denied ear pain, sore throat, cough, fever, chills, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or snoring.
PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 2000 IU once a day.
The patient also has been taking vitamin B12 1000 mcg once a day.

The patient has a history of gastritis and she is on famotidine 40 mg once a day along with bland diet.

The patient has a history of hypertension and she is on losartan 100 mg once a day along with low-salt diet.
The patient has a history of urinary incontinence and she is on oxybutynin 5 mg once a day.

The patient has a history of hypercholesterolemia and she is on simvastatin 10 mg once a day along with low-fat diet.

The patient has a history of anxiety disorder and she is on sertraline 50 mg once in the evening.
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SOCIAL HISTORY: The patient lives with her son and daughter-in-law. The patient tried to do her activities of daily living and she walks with a cane everyday. The patient never smoked cigarettes or drank alcohol in the past.
OBJECTIVE:
HEENT: Examination reveals normal conjunctivae and oropharyngeal exam.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness or pedal edema. The patient is able to ambulate with a cane and she has intact sensory function in the lower extremities.
Musculoskeletal examination reveals tenderness of the cervical soft tissues and range of movement is limited due to pain.

The patient also has tenderness of the low back soft tissues and lumbar flexion is painful at 45 degrees; however, the patient is able to ambulate with cane.

I had a long discussion with family regarding the patient’s treatment plan and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
