Clinic Visit Note
Patient’s Name: Mumtaz Ahmed
DOB: 12/25/1946

Date: 01/30/2025

CHIEF COMPLAINT: The patient came today complaining of high blood pressure reading, abnormal weight gain, and low back pain.

SUBJECTIVE: The patient stated that lately his blood pressure at home is ranging from 150 to 160 systolic with normal diastolic and heart rate. The patient has no chest pain or shortness of breath and he is not consuming more salt than usual.

The patient also gained weight recently and lately his Basaglar insulin was increased to 30 units per day. Also the patient is not doing exercises he used to do before.
The patient also complained of low back pain and the pain level is 5 or 6 and it is worse upon exertion and relieved after resting. The patient has spondylitis of the lumbar spine and he had undergone extensive physical therapy at the hospital and also at the home. The patient is advised to start doing stretching exercises.
REVIEW OF SYSTEMS: The patient denied headache, ear pain, dizziness, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or falling down episodes.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 80 mg tablet once a day along with low-fat diet.

The patient also has been started on buspirone 5 mg tablet one tablet twice a day.

The patient has a history of diabetes and he is on Jardiance 10 mg tablet once a day, NovoLog insulin 14 units at each mealtime, Basaglar 30 units subcutaneous injection once a day along with low-carb diet.
The patient also has a history of hypothyroidism and he is on levothyroxine 88 mcg once a day.

The patient has a history of dementia and he is on Namenda 10 mg tablet one tablet twice a day as per the neurologist.

The patient has a history of angina pectoris and he is on nitroglycerin 0.4 mg sublingual tablet one tablet as needed.

The patient has a history of acid reflux and he was on pantoprazole 40 mg tablet one tablet before breakfast along with bland diet.
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The patient has a history of diabetic neuropathy and he is on Lyrica 100 mg tablet one tablet three times a day.

The patient has a history of prostatic hypertrophy and he is on tamsulosin 0.4 mg tablet one tablet daily.

SOCIAL HISTORY: The patient lives along and he has a caretaker to help with the daily chores three to four hours a day. The patient has no history of smoking cigarettes, alcohol use or substance abuse; otherwise, he is active at home.

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.

NEUROLOGIC: Examination is intact and the patient is able to ambulate; however, he uses cane for ambulation.

MUSCULOSKELETAL: Examination reveals no significant tenderness of the lumbar spine and lumbar forward flexion is painful at 45 degrees.

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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