Clinic Visit Note
Patient’s Name: Gurinder Randhawa
DOB: 01/17/1981
Date: 06/19/2025
CHIEF COMPLAINT: The patient came today complaining of left upper back pain, follow up after blood test, heart scan for calcium score and hypercholesterolemia.

SUBJECTIVE: The patient stated that he developed left side upper back pain while exercising and pain sometimes is worse upon exertion and it travels to the ribs resulting in pain and the pain level sometimes is up to 5 or 6.
The patient has laboratory test done and his sodium was low. The patient was given salt tablet and follow up sodium was still low and it was 2.9 and the patient is going to restart the sodium tablet now prescription 1 g every day. He is going to repeat the sodium again in the next two to three days.

The patient had heart scan with calcium score and the total score is 111 and most of is in the right coronary artery.

The patient also had a fasting blood test and his LDL cholesterol was elevated. The patient was advised to continue his Zetia 10 mg every day and continue low-fat diet and cardiac exercises.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, headache, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling, calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on Zetia 10 mg tablet once a day along with low-fat diet.

The patient has a history of depression and he is on *_________* 250 mg tablet one tablet in the morning and two tablets in the night prescribed by a specialist. Also the patient is on venlafaxine 150 mg tablet two tablets in the morning and 75 mg venlafaxine one in the nighttime. The patient is also on Valium 5 mg tablet once a day, but he had stopped few months ago.

SOCIAL HISTORY: The patient lives with his wife and children. The patient works fulltime job and he does go to gym every day. The patient has no history of smoking, however his last alcohol drink was four months ago since then he has quit.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any carotid bruits.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.
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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 the left upper thoracic soft tissues and range of movement is slightly painful. There are no skin changes.

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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