Clinic Visit Note
Patient’s Name: Suriender Kanda
DOB: 02/03/1953
Date: 03/30/2023
CHIEF COMPLAINT: The patient came today with chief complaint of right-sided flank pain, high fasting blood glucose, and followup for hypertension.
SUBJECTIVE: The patient stated that he has noticed pain in the right flank on and off and it is worse upon exertion and the pain level is 3 or 4. The patient stated that he had a kidney stone on the right side and his urine color is normal without any redness.
The patient stated that his fasting blood glucose ranges from 130-150 or 160 mg/dL do not exceed more than 160 and most of the time the patient is at home; however, he is encouraged to continue exercise every day. The patient denied any dryness of mouth, numbness or tingling of the upper or lower extremities.

The patient came today as a followup for hypertension and his blood pressure reading today in the clinic is 167/75 with normal oxygen saturation; however, his pulse is 98. The patient stated that he has nervousness going to doctor’s offices.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, shortness of breath, chest pain, nausea, vomiting, urinary incontinence or bowel incontinence, leg swelling or calf swelling, or tremors.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg once a day along with lisinopril 40 mg once a day and low-salt diet.
The patient has a history of constipation and he is on MiraLax 17 g one packet a day.

The patient has a history of gastritis and he is on omeprazole 20 mg once a day in empty stomach.

The patient has a history of hypercholesterolemia and he is on rosuvastatin 20 mg once a day along with low-fat diet.

The patient has a history of diabetes and he is on Januvia 50 mg one tablet a day along with low‑carb diet. I had a long discussion with the patient regarding activities and stretching exercise and all his questions are answered to his satisfaction and he verbalized full understanding.

SOCIAL HISTORY: The patient is married, lives with his wife and he currently does not work.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active and there is a mild tenderness in the right flank without any suprapubic tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals no significant tenderness of the lumbar spine and lumbar forward flexion is possible 190 degrees without any tenderness.

______________________________
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