Clinic Visit Note
Patient’s Name: Syed Hassan
DOB: 09/18/1985
Date: 01/15/2026
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of high fasting blood glucose and snoring along with joint pains of the chest and fatigue.

SUBJECTIVE: The patient stated that his fasting blood glucose is ranging from 120 to 160 mg/dL and he does not have any numbness or tingling of the upper or lower extremities or dryness of mouth.
The patient has snoring on and off and one time he had sleep study which was abnormal, but he did not get a chance to see the pulmonologist again.

The patient complained of mid chest bone pain and it starts upon coughing.

The patient also has feeling of fatigue in the daytime, but after that he feels better.
The patient stated that he is trying to quit smoking. He did once in the past. He refused any skin patches or any medications. He will try to do himself.

REVIEW OF SYSTEMS: The patient denied headache, double vision, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or depression.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 20 mg tablet once a day along with low-fat diet.

The patient has a history of vitamin D deficiency and he is on vitamin D3 supplement 5,000 units once every day.

The patient has a history of diabetes and he is on metformin 500 mg tablet two tablets twice a day along with low-carb diet.

The patient has a history of high triglycerides and he is on fenofibrate 67 mg tablet one tablet a day along with low-carbohydrate diet.

The patient has a history of mild gastritis and he is on famotidine 20 mg tablet one tablet once a day as needed.

The patient has a history of hypertension and he is on enalapril 5 mg tablet one tablet daily along with low-salt diet.

Syed Hassan
Page 2

RECENT SURGICAL HISTORY: None.
ALLERGIES: FLOXACIN moderate rashes, otherwise unremarkable.

PREVENTIVE CARE: Reviewed and discussed.
SOCIAL HISTORY: The patient is married, lives with his wife and he has four children. The patient does fulltime job. Nutrition is low-carb diet.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any lymph node enlargement or thyroid enlargement.

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

ABDOMEN: Soft and slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory 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.
