Clinic Visit Note
Patient’s Name: Kit Gakhal
DOB: 05/04/1973
Date: 08/31/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of headache, minimal swelling of the both feet, followup of hypertension and cervical pain.

SUBJECTIVE: The patient stated that he has noticed headache on and off, sometimes it did start from the back of the neck and radiates to the front of head and headache level is 5 or 6 upon exertion and it is relieved after resting. The patient has been taking over-the-counter medication with some relief. There is no associated dizziness, nausea, or vomiting and there is no fever or chills.

The patient also noticed mild swelling of both ankles and it is worsen with stands up and it is relieved after rest and the patient is on amlodipine. He does not drink excessive amount of fluids or intake.

The patient has hypertension on and off and the systolic blood pressure high at home was 158, slightly high diastolic blood pressure ranges from 90 to 94 and normal pulse. The patient has no chest pain or shortness of breath.
The patient also came today as a followup after the spine surgery. He is still recuperating and undergoes physical therapy extensively.
REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, fever, chills, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for seasonal wheezing and he is on albuterol inhaler two puffs three times a day as needed.

The patient has a history of hypertension and he is on amlodipine 10 mg once a day along with low-salt diet.

The patient has a history of colitis and he is on Lialda 1.2 g tablet twice a day.

The patient had a history of hypotestosterone and he is on testosterone injections weekly.

The patient has a history of erectile dysfunction and he is on tadalafil 10 mg twice a week as needed.
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SOCIAL HISTORY: The patient lives with his wife and he does exercise at home. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. His activities are limited due to previous spinal condition.
OBJECTIVE:
HEENT: Examination reveals normal nasal passages and no abnormality in the tympanic membrane.

NECK: Supple without any thyroid enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness. The patient does have trace of pedal edema bilaterally without any open wounds or skin problems.

NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance; however, his gait is slow.
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