Clinic Visit Note
Patient’s Name: Sharanjit Randhawa
DOB: 05/07/1924
Date: 05/07/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of weight gain, snoring, right knee pain, and followup for hypothyroidism.
SUBJECTIVE: The patient stated that she has gained weight in last month and she had thyroid function done. Her TSH was high and free T4 was low normal and the patient also stated that she has been snoring on and off and lately has been worse. The patient has sometimes sleepiness in the daytime.
In the past, the patient had hypothyroidism with thyroid function was unremarkable and her levothyroxine was stopped three months ago.

The patient also complained of right knee pain and the pain level is 7 or 8 and it is worse upon exertion and relieved after resting. The patient had knee arthritis in the past and there is no history of recent fall.

REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear pain, sore throat, cough, fever, recent travel, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, or loss of consciousness.
PAST MEDICAL HISTORY: Significant for anxiety disorder and she is on alprazolam 0.5 mg once a day as needed.

The patient has a history of hypertension and she is on atenolol 50 mg one tablet a day along with Entresto 49 plus 51 mg one tablet by mouth twice a day and low-salt diet.

The patient has a history of hypercholesterolemia and she is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has a history of myalgia and she was on Voltaren gel 1% apply twice a day as needed. She has needed for past four to five weeks.

The patient has a history of vitamin D deficiency and she is on vitamin D3 supplement 50,000 units once a week.

The patient has a history of anxiety disorder and she is on paroxetine 20 mg once a day.

The patient has a history of constipation and she is on Metamucil one tablespoon mix in water everyday as needed.
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ALLERGIES: None.
History of left kidney stone and was removed and history of cholecystectomy.

FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed and the patient is up-to-date on her vaccination.

SOCIAL HISTORY: The patient is a widow and she lives with her husband and the patient is retired now and she never smoked cigarettes or drank alcohol. No history of illicit drug use.

OBJECTIVE:
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
NECK: Supple without any thyroid enlargement or stridor.

ABDOMEN: Soft without any tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.

Right knee examination reveals tenderness of the knee joint especially the medial compartment and range of movement is limited due to pain and the pain is worse upon weightbearing; however, the patient is able to ambulate with slow gait.
______________________________
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