Clinic Visit Note
Patient’s Name: Zulfikhar Jagirdar
DOB: 04/10/1964

Date: 01/30/2025

CHIEF COMPLAINT: The patient came today after he was seen in the emergency room for high fasting glucose.
SUBJECTIVE: The patient stated that for the last few weeks his blood sugars have been high and last week his fasting blood glucose was 350 and he started having headache and some blurry vision. The patient then decided to go to the emergency room there he had complete analysis and sugar was high because he missed his medication few times and his vision is improved since his blood sugars are more controlled now with increasing medication. Also he had CBC and workup for anemia and his iron was low. The patient was given ferrous sulfate 324 mg tablet one tablet three times a day.
REVIEW OF SYSTEMS: The patient denied headache, blurry vision, ear pain, sore throat, cough, fever, chills, chest pain, short of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 80 mg tablet once a day along with low-fat diet.

The patient has a history of hypertension and he is on carvedilol 3.125 mg tablet one tablet twice a day, enalapril 2.5 mg once a day along with low-salt diet.

The patient has a history of diabetes and he is on glimepiride 2 mg tablets two tablets twice a day, Lantus insulin 40 units subcutaneous injection once a day, Humalog insulin according to sliding scale, and metformin 500 mg tablet two tablets twice a day along with low-carb diet.

The patient has a history of heartburn and he is on omeprazole 20 mg tablet one tablet a day as needed.

SOCIAL HISTORY: The patient lives with his wife. He is currently not working. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is advised on increasing exercise.
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: Soft 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.

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.
______________________________
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