Clinic Visit Note
Patient’s Name: Surinder Kaur
DOB: 02/10/1954
Date: 05/03/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of left knee pain, left leg pain, accidental fall, weight gain and followup for diabetes.

SUBJECTIVE: The patient stated that she had accidental fall in India and injured her left knee, left leg resulting in significant pain and the left knee pain is 5 or 6 and it is relieved after resting. Left leg pain level is 7 and it is relieved after resting. Today her pain is better since she took some pain medications over-the-counter yesterday. The patient did not pass out and did not hit her head.

The patient has gained weight in the last three months and she was vacationing in India.

The patient stated that her fasting blood glucose was high in India and she did not have any dryness of mouth, numbness, or tingling of the upper or lower extremities.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of diabetes and she is on glimepiride 4 mg tablet one tablet twice a day, glargine insulin 40 units subcutaneous injection once a day and metformin 500 mg tablet two tablets twice a day along with low-carb diet.

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

The patient has a history of insomnia and she is on melatonin 3 mg tablets one at the bedtime as needed.
The patient has a history of anxiety disorder and she was on sertraline 25 mg one tablet but she was irregular in taking.
SOCIAL HISTORY: The patient lives with her husband and she does not currently work. She never smoked cigarettes or drank alcohol. No history of illicit drug use. She is fairly active at home.
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OBJECTIVE:
HEENT: Unremarkable.

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.

MUSCULOSKELETAL: Examination reveals tenderness of the knee joint and weightbearing is most painful. There is no joint effusion.
Left leg examination reveals tenderness of the left peroneal tendon and weightbearing is somewhat painful; however, the patient is able to walk without any assistance.

NEUROLOGICAL: Examination is intact.
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