Clinic Visit Note
Patient’s Name: Wedad Ayesh
DOB: 07/25/1971
Date: 06/01/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of headache, lump on the head, neck pain, and abnormal CT scan of the brain.

SUBJECTIVE: The patient stated that she had headache mostly on the middle of the scalp and pain level is 5 or 6 and it is worse upon exertion. The patient also noticed a small lump on the scalp without any pain and then the patient went to the emergency room with severe headache. She had CT scan of the brain and it showed empty sella turcica and the patient was then scheduled to see a neurologist and she has an appointment in the next week.
The patient also complained of neck pain and the pain level is 4 or 5 and there is radiation of pain to the right side. The patient took over-the-counter medications without much relief.

REVIEW OF SYSTEMS: The patient denied double vision, ear discharge, ear pain, sore throat, dizziness, nausea, vomiting, leg swelling, calf swelling, tremors, focal weakness of the upper or lower extremities, or loss of consciousness.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of gastritis and she is on famotidine 20 mg tablet one tablet twice a day.

The patient has a history of diabetes and she is on glimepiride 4 mg tablet one tablet twice a day, Lantus insulin 40 units subcutaneous injection, and Humalog insulin according to the sliding scale.

The patient also has history of low HDL cholesterol and she is on Omega-3 fatty acids 1000 mg one tablet twice a day.

SOCIAL HISTORY: The patient goes to college for brad courses and she lives with her son she is a single parent. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Examination reveals headache especially on the temple and has no nystagmus.

Oropharyngeal examination is within normal limits.

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

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

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

EXTREMITIES: No calf tenderness or edema. Cervical spine examination reveals tenderness of the right cervical soft tissues and range of movement is limited due to pain. The patient is able to ambulate with a slow pace.
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