Clinic Visit Note
Patient’s Name: Alias Oommen
DOB: 11/30/1954
Date: 11/01/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of abdominal distention, abnormal CT scan of the abdomen, overweight, and followup for diverticulosis of the colon.
SUBJECTIVE: The patient came today with his wife and he had CT scan of the abdomen and pelvis and the results are reviewed with the patient and had a long discussion. The patient stated that he still has abdominal distention and CT scan of the abdomen relieved calcification of the coronary arteries and the patient does not have any chest pain or shortness of breath.
It also showed atelectasis of both lower part of the lungs and the patient does not have any cough, fever, or chills.
It also showed diverticulosis of the colon without any inflammation or abscess formation. There is no lymph node enlargement.

The patient came today as a followup for diabetes mellitus and his fasting blood glucose readings are between 130-140 mg/dL and started doing exercises and subsequently the patient lost few pounds.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 10 mg half tablet in the evening time and metoprolol 100 mg in the evening along with low-salt diet.
The patient has a history of vitamin D deficiency and he is on vitamin D3 supplement 1000 units once a day.

The patient has a history of hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has a history of diabetes and he is on metformin 1000 mg one tablet a day, Acarbose 100 mg one tablet twice a day, NovoLog insulin pen 30 units subcutaneous injection twice a day.
The patient has a history of gastritis and he is on omeprazole 20 mg once a day along with bland diet. All other medications are also reviewed and reconciled.
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SOCIAL HISTORY: The patient is married, lives with his wife. He is retired and the patient has no history of smoking cigarettes, alcohol use, or substance abuse and the patient started doing exercises.

OBJECTIVE:
NECK: Supple without any carotid bruits.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
Abdominal examination has distention of the abdomen without any tenderness and bowel sounds are active. There is no organomegaly.

EXTREMITIES: No calf tenderness, edema, or tremors.

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