 History & Physical
Patient’s Name: Pablo Garcia
DOB: 12/28/1955
Date: 10/31/2025

CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of nasal congestion. The patient also came today for chronic care management for diabetes mellitus and weight gain.

SUBJECTIVE: The patient stated that he has noticed nasal congestion for the past several days and he has not taken any over-the-counter medication. The patient has low-grade fever without any chills.

The patient has gained weight and he is going to be on low-carb diet. The patient is going to start exercise once he starts feeling better.

REVIEW OF SYSTEMS: The patient denied headache, double vision, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, urinary or bowel incontinence, skin rashes or snoring.

PAST MEDICAL HISTORY: Significant for chronic bronchitis and he is on albuterol inhaler two puffs four times a day as needed.

The patient has a history of hypertension and he is on diltiazem 360 mg tablet one tablet daily along with low-salt diet.

The patient has a history of diabetes and he is on Jardiance 10 mg tablet once a day, Tradjenta 5 mg tablet once a day and metformin 1000 mg one tablet twice a day along with low-carb diet. The patient is also on losartan 100 mg once a day along with low-salt diet.

The patient has a history of hypercholesterolemia and he is on Zetia 10 mg tablet once a day along with low-fat diet.

ALLERGIES: None.
SOCIAL HISTORY: The patient lives with his family. He has no history of smoking cigarettes or alcohol use. He is very active at home.

FAMILY HISTORY: Noncontributory.

RECENT SURGICAL HISTORY: None.

PREVENTIVE CARE: Reviewed and the patient is up-to-date on vaccination and all other preventive care.
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OBJECTIVE:
HEENT: Examination reveals mild nasal congestion without any discharge.

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.

SKIN: Healthy without any rashes.

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.
