Clinic Visit Note
Patient’s Name: Agha Mirza
DOB: 12/13/1967
Date: 12/07/2024
CHIEF COMPLAINT: The patient came today for annual physical exam.

SUBJECTIVE: The patient stated that he is in good health. Sometimes he gets stressed out, otherwise unremarkable. The patient is on alprazolam 0.5 mg once or twice a week.

REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg once a day along with low-salt diet.

The patient is also on sertraline 100 mg once a day along with alprazolam for anxiety.
ALLERGIES: None.
FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient is married, lives with his wife and daughter. The patient works fulltime job. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and he started exercising again, but it was put on hold because of the knee pain.

PREVENTIVE CARE: Reviewed and discussed.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any lymph node 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: Unremarkable without any edema.

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

PSYCHOLOGIC: The patient appears stable and has normal affect.
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