Clinic Visit Note
Patient’s Name: Kiran Parikh
DOB: 05/25/1952
Date: 04/25/2025
CHIEF COMPLAINT: The patient came today for followup after laboratory test and also followup for hypertension.

SUBJECTIVE: The patient had a fasting blood test and his LDL cholesterol was elevated. The patient is advised on low-fat diet and to start cardiac exercises.

The patient stated that he wants to do restrict diet and exercise and recheck lipid panel in the next two to three months.
The patient also had vitamin D deficiency and he is going to on vitamin D3 supplement 5,000 units one tablet daily.
The patient blood sugar was slightly elevated and he is on advised on low-carb diet.
The patient stated that his blood pressure has been stable at home and he is currently taking amlodipine 5 mg tablet.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, cough, fever, chills, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, or skin rashes.

PAST MEDICAL HISTORY: Significant for hypertension and he is on metoprolol 25 mg tablet one tablet twice a day, hydrochlorothiazide plus lisinopril 12.5/10 mg tablet one tablet twice a day and amlodipine 5 mg one tablet daily along with low-salt diet.

SOCIAL HISTORY: The patient is married, lives with his wife and never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is very active.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node 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.
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