Clinic Visit Note
Patient’s Name: Robert Andersen
DOB: 12/20/1948
Date: 05/06/2024
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient stated that he is in good health and has gained some weight, has increased his food intake. The patient has no new complaints. The patient also stated that he could not do outside work much since his wife needs 24 x 7 assistance.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, ear pain, sore throat, cough, exposure to any serious infections or allergies, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for hypertension and he is on clonidine 0.1 mg one tablet twice a day.
ALLERGIES: None.

RECENT SURGICAL HISTORY: None.
PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is married, lives with his wife and wife needs 24 x 7 assistance. The patient does exercise everyday at home, but it is limited.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and there is no organomegaly. The patient refused rectal examination at this time.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
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