Clinic Visit Note
Patient’s Name: Noorullah Syed
DOB: 04/10/1961
Date: 02/13/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of sore throat, cough, headache and unable to walk due to weakness.
SUBJECTIVE: The patient stated that he had fever along with cough four days ago and since then he has been progressively getting worse. Now he has headache and sore throat and the patient could not go to work due to illness. The patient’s family also had similar symptoms and he is not exposed to corona infection.

REVIEW OF SYSTEMS: The patient denied double vision, ear discharge, coughing blood, chest pain, vomiting, diarrhea, burning urination, skin rashes, or chills.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of diabetes and he is on Jardiance 10 mg one tablet a day and metformin 500 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypertension and he is on losartan 25 mg one tablet a day and metoprolol 25 mg one tablet twice a day along with low-salt diet.
SOCIAL HISTORY: The patient is married, lives with his family. He works in postal office. He never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Examination reveals significant nasal congestion without any bleeding. Oropharyngeal examination is unremarkable.
The patient has headache.
NECK: Supple without any lymph node enlargement.

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

ABDOMEN: Obese without any tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.

I had a long discussion with the patient regarding treatment plan. He is advised to stay home and use a mask as needed. The patient is positive for influenza A infection.
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