Clinic Visit Note
Patient’s Name: John Schiavone
DOB: 03/23/1961
Date: 07/03/2025
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of high fasting glucose, low back pain, right hip pain, and pain in both legs.

SUBJECTIVE: The patient stated that his fasting blood glucose is ranging from 150-180 mg/dL and he is monitoring his food intake. Also the patient has gained some weight.

The patient also complained of low back pain and the pain level is 6 or 7 upon exertion and it is relieved after resting. There is no radiation of pain to the lower extremities.

The patient has right hip pain started two or three weeks ago and it is persistent and worse upon exertion. The patient denied falling down.

The patient also complained of both leg pain and it is worse upon exertion and the pain level is 5 or 6 and it is relieved after resting.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for Farxiga 10 mg tablet once a day and Colace 100 mg once a day for constipation.
The patient has diabetic neuropathy and he is on gabapentin 300 mg in the evening.
The patient has diabetes mellitus and he is on glipizide 10 mg tablet once a day.
The patient has a history of heart disease and he is on isosorbide mononitrate 30 mg tablet one tablet daily along with metoprolol 50 mg tablet once a day and low-salt diet.
The patient does not want to take any injectables.
RECENT PAST HISTORY: The patient is on hemodialysis twice a week.

ALLERGIES: BENGAY.
PREVENTIVE CARE: The patient is up-to-date.
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SOCIAL HISTORY: The patient is married, lives with his wife. He has four children. The patient is retired now and on disability. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is very limited.
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: Obese without any tenderness and bowel sounds are active. There is no organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: The patient has prominent veins in both lower extremities and pulses are not palpable. The patient does not have any ischemic changes on the toes.

MUSCULOSKELETAL: Examination reveals tenderness of the soft tissues of the lumbar spine and lumbar forward flexion is painful. Also there is tenderness of the right hip joint. The patient is able to ambulate with slow gait.

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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