Clinic Visit Note
Patient’s Name: Akis Syed Shah
DOB: 12/15/1965
Date: 10/15/2025

CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, increased body weight, poor vision and followup for hypertension.

SUBJECTIVE: The patient stated that his fasting blood sugar lately has been more than 180 mg/dL. He does not feel any numbness, tingling or dryness of mouth.
The patient has a history of hypertension and he is on medication, but lately he has been noncompliant and the blood pressure sometimes is high. There is no chest pain.

The patient has gained weight and he is advised on carbohydrate restriction and also to start stretching exercises.

The patient stated that he has poor vision, but he uses the glasses and he has an appointment with eye doctor.

The patient stated that he wants to get detailed coronary artery disease evaluation; however, he does not have any chest pain or shortness of breath.

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

PAST MEDICAL HISTORY: Significant for diabetes and he is on glipizide 10 mg tablet one and half tablet in the morning and one in the evening along with Tradjenta 5 mg tablet once a day, pioglitazone 15 mg tablet once a day if blood sugar 150 mg/dL lately he is taking everyday along with low-carb diet. The patient also has a history of hypertension and he is on losartan 100 mg tablet once a day along with low-salt diet and has a history of hypercholesterolemia and he is on rosuvastatin 20 mg tablet once a day along with low-fat diet.

SOCIAL HISTORY: The patient runs a driving school. He never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is married and he is going to start exercises. His nutrition is low-carb diet.
FAMILY HISTORY: Not significant for diabetes; however, sister has diabetes.
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OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any bruit.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and it is distended.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is able to ambulate 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.
______________________________

Mohammed M. Saeed, M.D.
