Clinic Visit Note
Patient’s Name: Shashi Chanbhok
DOB: 07/22/1948
Date: 11/11/2025

CHIEF COMPLAINT: The patient came today with a chief complaint of nasal congestion, cough, sore throat, low back pain, pain in the left knee, and skin rashes.

SUBJECTIVE: The patient came today with her daughter-in-law complaining of nasal congestion started six to seven days ago and she did not take any over-the-counter medication. The patient has difficulty breathing at nighttime.

The patient has mostly dry cough and it also started five to six days ago and she did not take any cough medications. The patient stated that she went in a gathering where people are passing and she contacted five to six days ago.

The patient had sore throat. There is no difficulty with swallowing. The patient has taken Tylenol in the past without any relief.
The patient also complained of low back pain. It is mostly upon exertion and it is relieved after resting. The pain level is 5 or 6 and there is no radiation of pain to the lower extremities. The patient has no history of falling down.

The patient complained of left knee pain and the pain level is less than 5. No history of knee injury.

The patient has rashes on the back of the head and she had similar episode last year. There are skin patches. There is no bleeding.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or falling down episodes.

PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs three or four times a day as needed she has not used for the past few days.

The patient has a history of osteoporosis and she is on alendronate 70 mg tablet one tablet once a week along with 8 ounces of water.
The patient has a history of hypercholesterolemia and she is on atorvastatin 10 mg tablet once in the nighttime along with low-fat diet.
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The patient has a history of vitamin D deficiency and she is on vitamin D3 supplement 5000 units every day.

The patient has a history of hypertension and she is on hydralazine 50 mg tablet one tablet three times a day, losartan 100 mg tablet once a day along with low-salt diet.

The patient has a history of hypothyroidism and she is on levothyroxine 25 mcg once a day.

The patient has a history of chronic headache and she is on topiramate 50 mg tablet one tablet at bedtime along with Tylenol 500 mg one or two tablets a day.
SOCIAL HISTORY: The patient is a widow and she lives with by herself. Her daughter-in-law and son are nearby. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Examination reveals nasal congestion without any bleeding. Oropharyngeal examination is unremarkable.

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

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

EXTREMITIES: No calf tenderness or edema. 

Left knee examination reveals tenderness of the medial compartment without any deformity and weightbearing is most painful.
Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and lumbar forward flexion is painful at 90 degrees. Worst pain is upon weightbearing.

SKIN: Examination of the back of the head reveals dry patches of skin measuring 1 x 3 cm he had last year also. It is pruritic, but there is no bleeding or discharge.
I had a long discussion with the patient and her daughter-in-law and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________
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