Clinic Visit Note
Patient’s Name: Jahangir Khan
DOB: 08/30/1978
Date: 04/25/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of uncontrolled diabetes and followup for thrombocytopenia.
SUBJECTIVE: The patient stated that his blood sugar reading has been high and sometimes it goes up to 170 mg/dL in a fasting state.
The patient also came today as a followup for thrombocytopenia and he is scheduled for CBC. The patient does not have any bleeding episodes.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, short of breath, nausea, vomiting, urine or bowel incontinence, leg swelling or calf swelling, tremors, or skin rashes.

PAST MEDICAL HISTORY: Significant for diabetes and he is on glimepiride 4 mg tablet one tablet twice a day, metformin 1000 mg one tablet twice a day, and pioglitazone 30 mg tablet once a day along with low-carb diet.

The patient has a history of hypertension and he is on lisinopril 2.5 mg tablet once a day along with low salt diet.

The patient is on simvastatin 5 mg once a day for secondary prevention.

SOCIAL HISTORY: The patient is married, lives with wife and has two children. The patient is self employed and smoking habits is half pack of cigarettes, but now he quit a week ago. Alcohol use and drug abuse none.
FAMILY HISTORY: Significant for diabetes and father has diabetes.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any 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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