Clinic Visit Note
Patient’s Name: Hasnain Syed
DOB: 01/01/1939
Date: 02/07/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, heartburn, loss of appetite, and change in the voice.

SUBJECTIVE: The patient came today with his son stating that his fasting blood glucose sometimes ranges from 160 to 180 mg/dL. Late in the day blood sugars are also high, but not that much. He has dryness of mouth. There is no numbness or tingling. 

The patient does complain of heartburn especially after spicy meals and he has been on __________ in the past. The patient has no nausea, vomiting, or change in the bowels or stool color.

The patient has a poor appetite and has lost some weight. He was encouraged to increase food intake.

The patient also has noticed hoarseness of voice for the past two to three months. He is able to swallow. There is no choking. There is no sore throat.

REVIEW OF SYSTEMS: The patient denies headache, dizziness, ear pain, swallowing difficulty, chest pain, shortness of breath, nausea, vomiting, diarrhea or constipation, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of diabetes and he is on Jardiance 10 mg one tablet a day, glipizide 5 mg two and a half tablets in the morning and one tablet in the evening, 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 prostatic enlargement and he is on finasteride 5 mg tablet once a day and tamsulosin 0.4 mg tablet once a day.

The patient has a history of coronary artery disease and he is on isosorbide mononitrate 30 mg tablets one tablet a day, losartan 100 mg once a day along with low-salt diet.
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The patient has a history of anxiety disorder and he is on Sertraline 25 mg once in the evening time.

SOCIAL HISTORY: The patient lives with his wife and son. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is mostly walking.

OBJECTIVE:
HEENT: Unremarkable. Oropharyngeal examination is unremarkable.
NECK: Supple without any bruit or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft with no significant epigastric tenderness. Bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance although the gait is slow.

______________________________
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