Clinic Visit Note
Patient’s Name: Tahir Siddiqui
DOB: 08/13/1982

Date: 06/13/2024

CHIEF COMPLAINT: The patient came today with a chief complaint of wheezing, shortness of breath, episodes of palpitation and sweating.
SUBJECTIVE: The patient stated that he has mild wheezing to start with and it progressively got worse and now he has to use nebulizer treatment every six hours as needed. The patient is also started using steroid inhaler with some relief and there is no fever or chills. Sometimes the patient has sputum production. The patient also denied any exposure to serious illnesses or allergies. The patient could not concentrate due to medical issues and the patient is not fit to go back to work.
The patient has episodes of palpitation and sweating few times in last one week and the patient has an appointment with the psychiatrist. He is already on fluoxetine 10 mg once a day. The patient is advised to avoid caffeine and the patient is currently staying with his parents for psychological support.
The patient also is having fear of going outside and wants to *__________*. At times the patient does a video call with the son who is currently staying with his mother.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, loss of consciousness, seizures, chest pain, shortness of breath, vomiting blood or coughing blood, profound weakness or focal weakness. The patient stated that he never had episodes of panic attacks anytime.

PAST MEDICAL HISTORY: Significant for gastritis and he is on famotidine 20 mg once a day along with bland diet.
The patient has allergies to dust mites and seasonal allergies.

SOCIAL HISTORY: The patient is currently living with his parents. He has marital issues. The patient does not smoke or drink alcohol or any substance abuse.
OBJECTIVE:
HEENT: Unremarkable.

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

LUNGS: Expiratory wheezes even at rest and get more short of breath upon minimal walking. The patient has good air entry bilaterally.

HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness or edema. The patient does have fine tremors.

NEUROLOGIC: Examination reveals no focal weakness, but there is no significant change in his personality and thought process and he also appears anxious.

______________________________
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