Clinic Visit Note
Patient’s Name: Sharlotte Brown
DOB: 08/01/1942
Date: 06/03/2024
CHIEF COMPLAINT: The patient came today as a followup after hospital discharge.
SUBJECTIVE: The patient was seen very weak few days ago and also at this time started having coughing. The patient was then taken to the emergency room where she had COVID test positive and she still in hospital for three to four days and now she feels better and still has mild cough. The patient also complained of left hand pain started few days ago and the pain level is 3 or 4 and she has Tylenol with good relief.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 80 mg once a day along with low-fat diet.
The patient has a history of paroxysmal atrial fibrillation and she is on Eliquis 5 mg one tablet twice a day as per the cardiologist.

The patient has a history of coronary artery stent and she is on clopidogrel 75 mg one tablet a day.
The patient has a history of hypertension and she is on lisinopril 20 mg once a day.

SOCIAL HISTORY: The patient lives with her daughter and she was recently quit smoking and the patient is using home oxygen.
OBJECTIVE:
HEENT: Examination is unremarkable. Nasal cannula is in place and the patient is on portable oxygen.

NECK: Supple without any thyroid enlargement.

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and there is no organomegaly.

EXTREMITIES: Unremarkable without any pedal edema or tremors.
Both forearms have bruising from blood draws, but it is not painful at this time.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

______________________________

Mohammed M. Saeed, M.D.
