Clinic Visit Note
Patient’s Name: Mohammed Ahmed
DOB: 06/24/1944
Date: 07/10/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of left knee pain, nausea, low blood pressure, high fasting blood glucose, and incidents of falling down.
SUBJECTIVE: The patient stated that while he was walking four to five days ago he felt weak and pain in the left knee after that he lost his balance he fell down, but he did not hit his head and did not sustain any injuries. The patient then rested for few minutes and he was able to stand up and then he walked to his bedroom and rested for few hours after that the patient started feeling better. However, the patient developed pain in the left knee and the pain level is 5 or 6 and it is worse upon exertion and relieved after resting and there are no bruises.
The patient also felt nausea once in a while, but there is no vomiting. The patient has nausea feeling in the past. His recent blood test did not show any significant abnormality.

The patient also stated that once in a while he feels lightheadedness and blood pressure today at this visit was 90/50 with heart rate 82 and the patient described no sweating or palpitation.

The patient also stated that his fasting blood sugar readings are more than 150 mg/dL and sometimes he is up to 180. The patient is advised to continue to his blood sugar readings.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, fever, chills, chest pain, vomiting, diarrhea, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for paroxysmal atrial fibrillation and he is on Eliquis 5 mg one tablet twice a day.

The patient has a history of gastritis and he is on famotidine 20 mg once a day.
The patient has a history of diabetes and he is on Aspart insulin according to sliding scale at each mealtime, Basaglar insulin 30 units once a day and metformin 1000 mg one tablet in the morning and half tablet in the evening.

The patient has a history of hypercholesterolemia and he is on simvastatin 5 mg once a day along with low-fat diet.

The patient has a history of prosthaic hypertrophy and he is on tamsulosin 0.4 mg once a day.
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OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or bruits.

HEART: Normal first and second heart sounds without any cardiac murmur. Blood pressure was rechecked and it is 90/60 without any orthostatic change.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness or pedal edema.
Musculoskeletal examination reveals tenderness of the left knee joint and passive range of movement is painful. Weightbearing is most painful.

NEUROLOGICAL: Examination is intact; however, the patient has generalized weakness and he has been using walker and sometimes gait is unsteady.

I had a long discussion with the patient regarding treatment plan and he is advised to go to the emergency room for detail evaluation.

______________________________

Mohammed M. Saeed, M.D.
