Clinic Visit Note
Patient’s Name: Alpesh Patel
DOB: 07/08/1969
Date: 05/03/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of uncontrolled hypertension, high fasting blood glucose and history of smoking.

SUBJECTIVE: The patient stated that his blood pressures have been elevated and most of the time systolic blood pressure is more than 170.
The patient also has high fasting glucose reading and usually his blood sugars are more than 150 dL. The patient has cut down smoking, but he still smokes four or five cigarettes a day. The patient denied any coughing or sputum production.
REVIEW OF SYSTEMS: The patient denied headache, hearing abnormality, sore throat, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for diabetes and he is on glimepiride 4 mg tablet one tablet twice a day, Lantus insulin 30 units and other skin injection once a day along with low-carb diet.

The patient has a history of hypertension and he is on losartan 50 mg tablet once a day along with low-salt diet.
The patient is also on metformin 500 mg two tablets in the morning and one in the evening and metoprolol 50 mg tablet one tablet daily along with low-salt diet and also the patient is on omeprazole 20 mg once a day for acid reflux.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Rapid first and second heart sounds without any cardiac murmur and it improved after resting.
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 ambulatory without any assistance.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
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