Clinic Visit Note

Patient’s Name: Javier Ibarra
DOB: 04/28/1956
Date: 09/05/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of generalized weakness and followup after hospital and rehab discharge.
SUBJECTIVE: The patient came today in a wheelchair brought in by his wife and the patient was having GI bleeding and was hypotensive at home. The patient then taken to the emergency room and he was admitted there. The patient underwent extensive evaluation and he had liver cirrhosis with ascites and kidney function deteriorated and was end-stage renal disease and the patient was transferred to rehabilitation he stayed there for one and half month. Now he is able to walk with a walker, but sometime he takes wheelchair and the patient’s condition has improved since his hospital admission, but overall he feels weak and the patient is going to be seen by home visiting nurse and also a dietician.
The patient is able to give all the information and he is going to start physical therapy and occupational therapy at home and the patient is advised on calorie intake adequate to gain some weight.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, cough, fever, chills, 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, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for hypertension and he was on enalapril 10 mg once a day and metoprolol 100 mg once a day along with low-salt diet.
The patient has also has a history of diabetes and he is on Levemir insulin 5 units in the night, NovoLog insulin Pen according to the sliding scale, metformin 1000 mg twice a day, and Januvia 100 mg once a day along with low-carb diet. The patient is also on lactulose 10 mg twice a day. All other medications are also reviewed and reconciled.
SOCIAL HISTORY: The patient lives with his wife and he currently does not work. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.

FAMILY HISTORY: Not significant for any cancer.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
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ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No pedal edema or calf tenderness.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
PSYCHOLOGICAL: The patient appears stable and has normal affect.

Skin is healthy without any rashes.

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

______________________________

Mohammed M. Saeed, M.D.
