Clinic Visit Note
Patient’s Name: Rafia Sultana
DOB: 01/07/1947
Date: 01/15/2026
CHIEF COMPLAINT: The patient came today as a followup after hospital discharge. The patient had slurred speech, high troponin, high blood glucose and end-stage renal disease on peritoneal dialysis.
SUBJECTIVE: The patient came today with her son who stated that the patient had severe headache and blood pressure was systolic more than 190 then the patient was taken to the emergency room at Edwards Hospital. The patient was then kept in the hospital for four days and eventually her blood pressure improved. She was seen by neurologist and they stated that the patient probably had stroke resulting in slurred speech. Also the patient’s troponin was high, but she denied any chest pain. After stabilizing the patient her blood pressure improved and the patient was then discharged home. At home the patient is recuperating. She does not have any chest pain or shortness of breath.
REVIEW OF SYSTEMS: The patient denied double vision, cough, fever, chills, chest pain, short of breath, nausea, vomiting, leg swelling, calf swelling, or tremors.

PAST MEDICAL HISTORY: Significant for recent urinary tract infection on amoxicillin.

The patient has a history of gastritis and she is on famotidine 20 mg tablet once a day.

The patient has a history of diabetes and she is on Lantus insulin 14 units once a day and she checks her blood sugar at each mealtime and uses insulin Lispro. She is on sliding scale and her blood sugars are four times a day.
The patient also has a history of hypertension and she is on metoprolol 25 mg tablet two tablets twice a day and losartan 50 mg *_________*. The patient is also on Metamucil powder one packet mix in water once a day.

RECENT SURGICAL HISTORY: None.

ALLERGIES: LISINOPRIL causing rashes mild.

SOCIAL HISTORY: The patient is widowed and she lives with her son. 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: Normal heart sounds without any murmur.

ABDOMEN: Obese without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient has very slight slurred speech and she ambulates without any assistance.

I had a long discussion with the patient and her son and all their questions are answered to their satisfaction and they verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
