Clinic Visit Note
Patient’s Name: Anam Ahmed
DOB: 06/13/1993
Date: 10/05/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of very high fasting blood glucose, abnormal TSH, and weight gain.
SUBJECTIVE: The patient stated that she had TSH blood test done by her gynecologist and it was high and the patient was prescribed levothyroxine 25 mcg to be taken once again and the patient has not started yet.
The patient stated that her fasting blood glucose lately has been 250 to 300 and she feels very fatigued and exhausted.
REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, swallowing difficulty, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, or tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for acute allergic reactions and the patient is on EpiPen 0.3 mg/1.3 mL to be taken as needed.
The patient has a history of diabetes mellitus and she is on metformin 500 mg once a day. However, since she has seen the gynecologist two days ago she has increased metformin to 500 mg one tablet twice a day along with low-carb diet.

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

ALLERGIES: Amoxicillin, mild rashes otherwise unremarkable.
No surgical history.
The patient has a history of polycystic ovarian syndrome.

PREVENTIVE CARE: Reviewed and discussed in details.

SOCIAL HISTORY: The patient is married, lives with her husband. She has no children. The patient works as a realtor and manages the properties. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient does exercise especially aerobic and she lives with her husband and she is on low-carb healthy diet.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and abdomen is very large. There is no organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.

Musculoskeletal examination is unremarkable.
I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding. The patient is going to start cardiac exercises and also she is going to follow up with instructor at health center.

The patient is going to check blood sugar AC & HS and keep a logbook.

______________________________

Mohammed M. Saeed, M.D.
