Clinic Visit Note
Patient’s Name: Martin Campbell
DOB: 11/27/1944
Date: 12/01/2025

CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of nasal congestion, irritation around the groin and follow up CT scan of the chest.

SUBJECTIVE: The patient stated that he has nasal congestion on and off and he has used nasal spray Flonase with good results and is requesting refill.

The patient has irritation in the groin and he had Tinea infection in the past.
The patient had lung cancer in the past and he is requesting CT scan of the chest. He has no more cough or sputum production and has not seen any blood in the sputum and the patient has not lost weight.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

The patient also denied any back pain or snoring.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and he is on albuterol inhaler two puffs three times a day as needed. He has been using for the past three months.

The patient is on Eliquis 5 mg tablet one tablet twice a day along with aspirin 81 mg once a day.

The patient has a history of hypercholesterolemia and he is on atorvastatin 40 mg tablet once a day along with low-fat diet.
The patient has a history of hypothyroidism and he is on levothyroxine 25 mg tablet once a day.

The patient has a history of hypertension and he is on metoprolol 50 mg tablet one tablet a day along with spironolactone 25 mg tablet once a day.

The patient has a history of gastritis and he was on pantoprazole 40 mg tablet once a day along with bland diet.
RECENT SURGICAL HISTORY: None.
PREVENTIVE CARE: Reviewed.
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SOCIAL HISTORY: The patient is single and no history of smoking cigarettes in the last 15 years. The patient drinks beer five or six cans a week.
OBJECTIVE:
HEENT: Examination reveals dryness of the nasal passages without any discharge.

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

LUNGS: Clear bilaterally without any wheezing. There is no lymph node enlargement.
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 able to ambulate without any assistance.

SKIN: Examination reveals mild rashes in the groin without any open wounds.
PSYCHOLOGIC: The patient appears stable and has normal affect.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
