Clinic Visit Note
Patient’s Name: Mohammed Ahmed
DOB: 05/28/1943
Date: 04/21/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of sore throat, cough, high fasting blood glucose, and fever.
SUBJECTIVE: The patient stated that he started having sore throat two weeks ago and it is progressively got worse. The patient also had cough without any sputum production and the patient had low-grade fever after that his fasting blood glucose was abnormal and it ranges from 140-160 mg/dL. The patient started on low-carb diet and his blood sugar started improving. Also, the patient was in contact with influenza patient two weeks ago.
PAST MEDICAL HISTORY: Significant for diabetes and he is on glipizide 5 mg one tablet twice a day, pravastatin 10 mg once a day along with low-fat diet.

The patient has a history of hypertension and he is on ramipril 5 mg once a day along with low‑salt diet.

The patient has a history of vitamin D deficiency and he is on vitamin D3 5000 units once a day.

OBJECTIVE:
HEENT: Examination reveals minimal redness of the posterior pharynx.
NECK: Supple without any lymph node enlargement or stridor.
HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no suprapubic tenderness.
EXTREMITIES: Unremarkable without any pedal edema or calf tenderness.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Skin is healthy without any rashes.
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