Clinic Visit Note

Patient’s Name: James Prescott
DOB: 11/07/1949
Date: 10/24/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of diarrhea and high fasting glucose.
SUBJECTIVE: The patient stated that he has diarrhea for the past three to four days and it is getting better this morning and it was mostly watery yesterday. There was no blood in the stools and the patient has no fever or chills.
The patient also stated that his fasting blood glucose is ranging from 130 to 160 mg/dL and for two days the patient’s fasting blood glucose is mostly 150s to 160s. The patient does not have any dryness of mouth and he also denied any numbness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for diabetes and he is on insulin Basaglar 50 units once a day, metformin 500 mg one tablet twice a day, and pioglitazone 30 mg once a day.
The patient has a history of hypercholesterolemia and he is on simvastatin 5 mg once a day along with low-salt diet.

The patient has a history of diabetes and he is also on Januvia 100 mg one tablet a day.

ALLERGIES: None.
SURGICAL HISTORY: Cholecystectomy, colon resection with appendectomy, and lymphoma.
PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is single at home and he has two children who have been living by themselves. The patient does moderate exercise. The patient quit smoking three months ago. He does exercise along with alcohol intake.

REVIEW OF SYSTEMS: The patient denied excessive weight loss, chest pain, shortness of breath, headache, dizziness, double vision, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe skin rashes, or severe back pain.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

CHEST: Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

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

ABDOMEN: Soft without any tenderness. Bowel sounds are active. There is no suprapubic tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.
SKIN: Skin is healthy without any rashes.
MUSCULOSKELETAL: Examination is unremarkable.

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

______________________________
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