Clinic Visit Note
Patient’s Name: Gurcharan Singh
DOB: 06/04/1950
Date: 03/11/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of high blood sugars, hyperlipidemia, abnormal labs, and knee pain.

SUBJECTIVE: The patient stated that his fasting blood glucose is ranging from 160-180 mg/dL and the patient does have dryness of mouth. He sometimes he has tingling in the upper extremities.

The patient has a fasting blood test and his blood sugar was more than 180 and his hemoglobin A1c was very high. The patient was noncompliant and he is going to be strict about his diet and medications.

The patient also complained of both knee pain and the pain level is 3 or 4, but it is worse upon exertion or going up and down the stairs. The patient has tried over-the-counter medications without much relief and he was on meloxicam in the past and it gave him good relief.

The patient also has high cholesterol and he is advised to continue his medication, but taken on regular basis. He was missing medications.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, cough, fever, chills, chest pain, shortness of breath, nausea, or vomiting. The patient also denied focal weakness of the upper or lower extremities or skin rashes.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg tablet once a day, atenolol 100 mg one tablet a day along with low-salt diet.

The patient also has a history of constipation and he is on Colace 100 mg once a day as needed.

The patient has a history of gastritis and he is on famotidine 20 mg tablet once a day.
The patient has a history of diabetic neuropathy and he is on gabapentin 300 mg tablets one tablet in the evening.

The patient has a history of diabetes and he is on glimepiride 4 mg tablet one tablet by mouth, metformin 1000 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypercholesterolemia and he is on rosuvastatin 20 mg one tablet a day along with low-fat diet.
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SOCIAL HISTORY: The patient is married, lives with his son and is retired now, but does exercise at least one hour every day. He never smoked cigarettes; however, his alcohol drinking was 2 or 3 ounce once a week; however, he stopped drinking for the past several weeks.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any bruits or thyroid enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and 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.

MUSCULOSKELETAL: Examination reveals tenderness of both the knee joints and there is no joint effusion. Weightbearing is most painful; however, the patient is able to walk without any support.
I had a long discussion with the patient regarding diabetic management and all his questions are answered to his satisfaction and he verbalized full understanding.
______________________________
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