Clinic Visit Note
Patient’s Name: Surinder Kanda
DOB: 02/03/1953
Date: 06/05/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of right knee pain, sharp chest pain, nasal congestion, and followup for hypertension.

SUBJECTIVE: The patient stated that right knee pain has started four or five weeks ago and it is progressively getting worse. He took over-the-counter pain medication without much relief. The pain level is 5 or 6 and it is relieved after resting. The patient has no history of falling down.
The patient complained sharp right-sided chest pain and it is for few seconds. There is no associated palpitation or sweating.
The patient complained of nasal congestion for the last four to five days and he was not exposed to any serious illnesses or allergies. He often gets congestion in the sprint. He has not used any medications.
The patient came today as a followup for hypertension. He had not checked his blood pressure for several weeks and blood pressure today was 170/87.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg tablet once a day, lisinopril 40 mg tablet once a day along with low-salt diet.

The patient has a history of diabetes and he is on Januvia 50 mg tablet one tablet a day along with low-carb diet.

The patient is on rosuvastatin 20 mg tablet once a day for hypercholesterolemia.

The patient has a history of eczema and he is on triamcinolone topical cream 0.5% he uses as needed.

FAMILY HISTORY: The patient has no significant history of hypertension or coronary artery disease.

SOCIAL HISTORY: The patient lives with his wife and they all live with a daughter to help them out. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
HEENT: Examination reveals minor nasal congestion without any significant discharge or bleeding.
NECK: Supple without any thyroid enlargement or lymph node enlargement. JVP is not raised.
CHEST: Symmetrical. There is no significant tenderness at this time.
LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.
Right knee examination reveals tenderness of the knee joint and there is no significant joint effusion. Weightbearing is painful; however, passive range of movement is unremarkable.
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