Clinic Visit Note
Patient’s Name: Gurinder Randhawa
DOB: 01/17/1981
Date: 10/24/2025

CHIEF COMPLAINT: The patient came today with a chief complaint of rapid heartbeat, anxiety disorder, and followup for hypercholesterolemia.
SUBJECTIVE: The patient stated that his heart rate at rest is 90 to 102 beats per minute and with exercise the heart rate sometimes goes up to 150 beats per minute. The patient has no chest pain and he had a cardiac workup done in the past and there was no sign of any heart disease or any problem with his rhythm and conclusion was heart rate is fast due to psych medication.
The patient has anxiety disorder on and off, but lately has been feeling much better and he has a psychiatric followup very closely. The patient is also exercising at least 45 minutes in an hour every day and he feels very strong. The patient came today as a followup for hypercholesterolemia and is requesting comprehensive blood testing.
The patient had ultrasound of the liver recently done for followup for fatty liver and there is no sign of fatty liver and the patient is on very low carb diet.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, swallowing difficulty, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for major depression and he is on Depakote 250 mg tablet one tablet in the morning and two tablets in the night. The patient is also on venlafaxine 150 mg tablet two a day in the morning and 75 mg slow release at bedtime prescribed by psychiatrist.

The patient was at one time on sodium chloride tablet, but he stopped for the last two months.

The patient has a history of hypercholesterolemia and he is on Zetia 10 mg one tablet a day. The patient has a history of gastric reflux and he is on pantoprazole 20 mg tablet one tablet before meals.

SOCIAL HISTORY: The patient is married, lives with his wife and he is IT professional. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Unremarkable.

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.

ABDOMEN: Soft without any tenderness and there is no organomegaly.

EXTREMITIES: No calf tenderness, edema, or tremors.

PSYCHOLOGIC: The patient appears stable and has normal affect.

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. The patient is advised to continue psychiatric treatment.
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