Clinic Visit Note
Patient’s Name: Bhajan Kalsi
DOB: 08/20/1952
Date: 12/27/2023
CHIEF COMPLAINT: The patient came today with chief complaint of both ears pain more on the left, headache, decreased hearing both the sides and followup after emergency room visit.
SUBJECTIVE: The patient stated that four days ago he had a severe pain both the ears. He could not tolerate in the pain at that time was 9/10 and the patient went to the emergency room and he had extensive workup done, but he did have any CT scan of the head. The patient was given ibuprofen 400 mg to be taken one tablet four times a day with food and he was given pain injections. The patient’s pain was reduced. He was sent home after that the patient continued to have pain in the both ears mostly on the left and it is associated with headache and there is no significant dizziness and the pain level now is 6. The patient stated that he had no fever or chills. He was not exposed to any serious illnesses.
The patient also noticed decreased hearing for last one week and the patient has a history of hypertension and his blood pressure systolic was slightly elevated, but he does not have any chest pain or shortness of breath.

REVIEW OF SYSTEMS: The patient denied double vision, swallowing difficulty, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, snoring, or falling down episodes.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 80 mg once a day along with low-fat diet.
The patient has a history of hypertension and he is on clonidine 0.1 mg one tablet in the morning and if blood pressure is more than 140/90 and metoprolol 50 mg one tablet twice a day along with low-salt diet.
The patient also has a history of coronary artery disease with stent and he is on clopidogrel 75 mg once a day.
The patient has a history of constipation and he is on Colace 100 mg once a day as needed.

The patient has a history of diabetes and he is on glimepiride 2 mg tablet once a day, NovoLog insulin according to sliding scale, Tradjenta 5 mg once a day, metformin 1000 mg one tablet twice a day along with low-carb diet.

The patient has a history of gastritis and he is on pantoprazole 40 mg once a day along with bland diet.

The patient has a history of prostatic hypertrophy and he is on tamsulosin 0.4 mg once a day.
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OBJECTIVE:
HEENT: Examination reveals tenderness of the external ears without any redness and cerumen is present in both the ears. Oropharyngeal examination is unremarkable. The patient has diffuse headache.

NECK: Supple without any stridor or lymph node enlargement.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate with slow gait.
I had a long discussion with the patient regarding treatment plan and going to have a CT scan of the brain without contrast.
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