Clinic Visit Note
Patient’s Name: Syed Ahmed
DOB: 03/07/1955
Date: 10/03/2022
CHIEF COMPLAINT: The patient came today for annual physical exam.
SUBJECTIVE: The patient stated that he has been doing exercise and watching the diet. His condition has been much better. His fasting blood glucose ranges from 110 to 125 mg/dL.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or tremors. The patient also denied any rashes, low back pain, or depression.
PAST MEDICAL HISTORY: Significant for hypertension and currently the patient has hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of prostatic hypertrophy and he is on finasteride 5 mg once a day.

The patient has a history of diabetes and he is on glipizide 10 mg one tablet in the morning and one tablet in the evening, also Lantus insulin 26 units once a day and metformin 1000 mg one and half tablet in the morning along with low-fat diet or low-carb diet. All other medications are also reviewed and reconciled.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
Genital examination is unremarkable.

There is no significant calf swelling or tenderness. The patient is able to ambulate without any assistance.

Blood sugars will be done a.c and h.s. and sliding scale will be followed.

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.
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