Clinic Visit Note
Patient’s Name: Oy Kanchee
DOB: 12/01/1930
Date: 04/26/2024
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of easy bruising.
SUBJECTIVE: The patient came today on a wheelchair with her son stating that she has easy bruising on the arms and legs and the patient never had this problem in the past. The patient denied any blood in the stools or coughing up any blood.
The patient is wheelchair bound due to her severe right hemiparesis and her son supervises her 24 x 7. The patient could not use any walker due to complete weakness of right and upper extremities and her son stays with her all the time.

REVIEW OF SYSTEMS: The patient denied headache, double vision, 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, skin rashes or open wounds.
PAST MEDICAL HISTORY: Significant for right hemiplegia secondary to stroke and she is on Plavix 75 mg once a day.
The patient has a history of hypertension and she is on amlodipine 10 mg once a day along with low-salt diet.

The patient has a history of diabetes and she is on glipizide 10 mg one tablet twice a day and Levemir insulin 12 units once a day, Humalog insulin according to sliding scale, metformin 500 mg once a day, and Januvia 100 mg once a day along with low-carb diet.

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

ALLERGIES: Nitrofurantoin moderate rashes and lower respiratory distress.

SURGICAL HISTORY: None.
FAMILY HISTORY: Not contributory.
The patient has a history of right hip replacement.
PREVENTIVE CARE: Reviewed and discussed.
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SOCIAL HISTORY: The patient is widow and she lives with her son. She never smoked cigarettes or drank alcohol. No history of illicit drug use. She is fully dependent on her son.

OBJECTIVE:
HEENT: Examination is unremarkable.

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 or pedal edema. The patient has complete paralysis of the right upper and lower extremities.
NEUROLOGICAL: The patient followed all the commands but she could not use the right arm or leg.

Skin examination reveals bruises mostly on the arm they are not tender. There is no active bleeding.
I had a long discussion with the patient and her son and the patient needs wheelchair in all activities at home as well as out side and son lives with her 24 x 7 for her assistance.
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