Clinic Visit Note

Patient’s Name: Ruben Reyna
DOB: 03/14/1952
Date: 04/12/2024
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of loss of appetite and weight loss.
SUBJECTIVE: The patient stated that he has also poor eating habits and subsequently lost weight and the patient is seen by cancer specialist and he is so far stable. The patient denied any nausea or vomiting and there was no change in the bowel habits or stool color.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, sore throat, cough, fever, chills, chest pain, shortness of breath, diarrhea, or constipation, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
The patient also denied any loss of consciousness or snoring.

The patient also has shingles rashes and occasionally the patient has burning sensation.

PAST MEDICAL HISTORY: Significant for chronic bronchitis and he is on albuterol inhaler two puffs four times a day as needed.
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 hypertension and he is on hydralazine 25 mg one tablet twice a day along with low-salt diet.

The patient has a history of gastritis and he is on famotidine 20 mg twice a day along with bland diet.
The patient has a history of lymphoma and he is in remission and also has lupus.
PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with his wife and he has quit smoking and drinking. The patient is very active at home.

ALLERGIES: None.
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FAMILY HISTORY: Not contributory.
The patient also complained of pressure sore on the sacrum for past few days and home visiting nurses helping him.
OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal heart sounds without any murmur.
Lung examination reveals minimal expiratory wheeze otherwise unremarkable.

ABDOMEN: Soft without any tenderness and there is no organomegaly and bowel sounds are active.
Rectal examination is performed and prostate is normal in size.

EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Skin examination reveals less than 1 cm scab and pressure sore on the left buttock without any open wound. There is no swelling or any discharge.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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