Clinic Visit Note
Patient’s Name: Fareeda Ismail
DOB: 06/05/1954
Date: 02/20/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of burning urination, high fasting blood glucose, and urinary retention. Also the patient came today as a followup for hallucinations.

SUBJECTIVE: The patient came today with her son who is caretaker at home who stated that the patient has burning urination on and off for the past one week. She had frequent urinary tract infection because of the urinary retention that was seen by infection disease specialist.

The patient stated that she has not seen any blood in the urine, but it is burning and has not changed the color of urine.

The patient also came today as a followup for high fasting blood glucose and has reviewed sugar testing and son stated that her blood sugar in the fasting state usually ranges from 200 to 250 mg/dL and she has no significant no numbness or tingling except burning urination.

The patient at one time had urinary retention and was seen by urologist and has suprapubic catheter placement, but she removed it.

The patient has hallucinations especially in the nighttime witnessed by son and husband. The patient has been treated for major depression and she is advised to see the psychiatrist as soon as possible.
REVIEW OF SYSTEMS: The patient denied double vision, ear pain, sore throat, cough, fever, chills, chest pain, short of breath, nausea, vomiting, diarrhea, constipation, blood in the urine, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypertension and she is on diltiazem 180 mg XR tablet one tablet daily along with metoprolol 50 mg tablet one tablet twice a day along with low-salt diet.

The patient has a history of gastritis and she is on famotidine 40 mg tablet one tablet a day.

The patient has a history of pedal edema and she is on furosemide 20 mg tablet one tablet by mouth as needed.

The patient has a history of numbness and tingling and she is on gabapentin 300 mg tablet one tablet three times a day.
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The patient has a history of diabetes and she is on NovoLog mealtime insulin 5 units three times a day. The patient is also on Tradjenta 5 mg tablet one tablet by mouth daily along with low-carb diet.

The patient has a history of hypothyroidism and she is on levothyroxine 75 mcg once a day.

The patient has a history of hypertension and she is on metoprolol 50 mg tablet one tablet twice a day along with low-salt diet.
SOCIAL HISTORY: The patient lives with her husband and son. She needs supervision and all medical needs and she is not able to walk due to foot drop.

The patient emphasized to start stretching exercises.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

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

ABDOMEN: Enlarged and soft without any tenderness and there is no epigastric tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: The patient gave pertinent information and follows all the commands. No focal deficit noted; however, the patient has generalized weakness.

PSYCHOLOGIC: The patient appears stable and has normal affect.

I had a long discussion with the family regarding treatment plan and all their questions are answered to their satisfaction and they verbalized full understanding.
Return to the clinic within one to two months. The patient is also advised to check blood sugar at mealtime and keep a log.
______________________________

Mohammed M. Saeed, M.D.
