Clinic Visit Note
Patient’s Name: Anita Ghai
DOB: 06/18/1977
Date: 06/12/2023
CHIEF COMPLAINT: The patient came today after accidental fall and followup after abnormal CT scan of the head.
SUBJECTIVE: The patient stated that she slipped at home and fell on her side. Also she hit her head. The patient did not pass out and then the patient was seen in the emergency room. She has extensive workup done. CT scan of the head did not show any bleeding; however, it showed empty sella turcica. The patient did not have any seizures and also she injured her right side of the ribcage.
The patient also complained of right-sided lower rib pain and the pain level is 3 or 4 and there was an x-ray did not show any fracture. The patient is taking Tylenol 500 mg two or three times a day with good relief.
REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, increased sleepiness, or snoring. The patient has fatigue on and off.
PAST MEDICAL HISTORY: Significant for iron deficiency and she is on ferrous sulfate 325 mg one tablet twice a day.

The patient has a history of chronic bronchitis and she is on fluticasone inhaler one puff twice a day.

The patient has a history of hypothyroidism and she is on levothyroxine 50 mcg once a day.

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

The patient has a history of anxiety disorder and she is on sertraline 100 mg two tablets a day and the patient has a history of chronic headache and she is on topiramate 25 mg one tablet in the morning and three in the evening.

SOCIAL HISTORY: The patient is married, lives with her husband and she currently does not work. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
HEENT: Examination is unremarkable without any tenderness.

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: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact. Romberg test is negative and the patient is able to ambulate without any assistance; however, it is slow gait.

Skin examination reveals no open wounds.

The patient is going to be seen by neurologist and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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