Clinic Visit Note
Patient’s Name: Gabino Rodriguez
DOB: 02/19/1965
Date: 02/09/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of right-sided weakness, left knee pain, generalized weakness, and numbness and tingling.
SUBJECTIVE: The patient came today with his wife as he is not able to drive and then the patient stated through interpreting family member that he has continuous weakness in the right side of the body and he is undergone physical therapy with some improvement. Still the patient is not able to drive and he sometimes walks with a cane.
The patient has noticed pain in the left knee and the pain level is 6 or 7 and it is relieved after resting.
The patient has used Tylenol 500 mg three or four times a day as needed with some relief.

The patient has generalized weakness, but mostly on the right upper and lower extremities.

The patient keeps himself active and the patient also developed numbness and tingling of the right upper and lower extremities.
REVIEW OF SYSTEMS: The patient denied severe headache, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, open wounds, or snoring.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 80 mg once a day along with low-fat diet.
The patient has a history of hypertension and he is on lisinopril 2.5 mg one tablet a day along with low-salt diet.

The patient has a history of diabetes and he is on metformin 500 mg one tablet in the morning and the patient is going to enroll in PT department.

The patient also has a history of diabetes mellitus and he is on metformin 500 mg one tablet a day along with low-carb diet.
The patient has a history of gastritis and he is on pantoprazole 40 mg once a day along with bland diet.
FAMILY HISTORY: Not contributory.
Medications are reviewed and reconciled.
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PAST MEDICAL HISTORY: Stroke resulting in right upper and lower extremities and back pain.
SOCIAL HISTORY: The patient lives with his wife and he is currently not able to work. The patient never had any alcohol or substance abuse.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination reveals flaccidity of the right upper and lower extremities and he walks with slow pace.

Musculoskeletal examination reveals pain in the left knee and it started three or four days ago and the pain level is 5 or 6. The patient is able to walk but not more than 70 to 80 steps.

The patient also complained of numbness and tingling and he never had before and he is going to be seen by physical therapist.
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: Slightly obese without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness or pedal edema and the patient has weakness of the right upper and lower extremities.
Left knee examination reveals tenderness of the knee joint especially medial compartment and range of movement is very painful and also weightbearing is also painful. The patient does not have any joint effusion and passive range of movement is painful.

NEUROLOGICAL: Examination is intact and the patient walks with a slow pace.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
