Clinic Visit Note
Patient’s Name: Fida Hussain
DOB: 03/15/1946
Date: 02/15/2025
CHIEF COMPLAINT: The patient came today with abnormal blood sugar readings.

SUBJECTIVE: The patient came today with his wife stating that his evening blood sugars are initially high ranging from 180 to 210; however his fasting glucose is normal.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling. The patient also came today as a followup for prostate cancer who recently had evaluation by urologist and the patient also has evaluation by radiation oncologist. Wife stated that the patient smokes three to four cigarettes every day and the patient is advised to quit smoking.
The patient complained of constipation and he has not noticed any blood in the stool. The patient is advised on high-fiber diet.
The patient has a CT scan of the abdomen and the results are reviewed with the patient regarding abdominal aortic atherosclerosis. The patient described no pain in the legs upon walking.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 10 mg once a day plus enalapril 20 mg one tablet twice a day, isosorbide mononitrate 30 mg tablet once a day along with low-salt diet.

The patient has a history of diabetes and he is on glipizide 10 mg one tablet twice a day and check the blood sugar readings before meals and dinner and keep a logbook.

The patient has a history of diabetes and he is on metformin 500 mg tablet one tablet twice a day and he has a history of hypercholesterolemia and he is on rosuvastatin 40 mg once a day along with low-fat diet.

Other medication for diabetes was Januvia 100 mg once a day and the patient has a history of prostatic hypertrophy and he is on tamsulosin 0.4 mg once daily.

SOCIAL HISTORY: The patient is married, lives with his wife and he has two grandchildren coming to home over the weekends. The patient is retired now and he never drank alcohol. He is advised on quitting smoking. The patient is active at home.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or bruits.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft and nontender. Bowel sounds are active.

EXTREMITIES: No calf tenderness or edema.

NEUROLOGIC: Examination is intact and the patient is ambulatory.

I had a long discussion with the patient and his wife and all their questions are answered to their satisfaction and they verbalized full understanding.
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