Clinic Visit Note
Patient’s Name: Shirin Galaria
DOB: 03/11/1951
Date: 10/17/2025
CHIEF COMPLAINT: The patient came today with her husband complaining of fasting blood glucose ranging from 140 to 190 mg/dL, fatigue, low back pain, anxiety and depression, and also followup for hypercholesterolemia.
SUBJECTIVE: The patient came today with her husband stating that her fasting blood glucose is ranging from 140 to 190 mg/dL and the patient is advised on low-carb diet and reviewed her home testing device.

The patient was noncompliant and also had traveling in recent weeks. The patient denied any dryness of mouth, numbness or tingling of the upper or lower extremities.

The patient also feels very fatigue especially in the nighttime and the patient does not do any stretching exercises. Also the patient has gained weight.

The patient complained of low back pain and the pain level is 5 or 6. There is no radiation of pain to the lower extremities; however, she is not able to do any work during the pain and she has to take complete rest. For the past one week the patient has been mostly resting and she has been doing some stretching exercises.

The patient also has anxiety feeling and she had a similar episode last year. The patient was feeling better after taking alprazolam and also her depression also triggered was on episode two days ago. Her husband was at home. Now she is feeling better after she took alprazolam 0.25 mg tablet x1. I had extensive discussion with husband and the patient and all their questions are answered to their satisfaction and they verbalized full understanding.
REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear pain, sore throat, cough, swallowing difficulty, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, or snoring.
PAST MEDICAL HISTORY: Significant for vitamin D deficiency and she is on vitamin D3 supplement 50,000 units once a week.

The patient has a history of diabetes and she is on metformin 500 mg tablet one tablet in the morning and two tablets in the evening along with low-carb diet.

The patient has a history of gastritis and she is on omeprazole 20 mg tablet one tablet twice a day as needed.
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The patient has a history of hypercholesterolemia and she is on rosuvastatin 10 mg tablet one tablet by mouth daily along with low-fat diet.

The patient is also on Januvia 50 mg tablet if the blood sugar is more than 150 mg/dL.

ALLERGIES: None.
FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient lives with her husband. She does exercise especially stretching once or twice a week. The patient did not describe any snoring.

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; however, the patient feels fatigued and tired.
PSYCHOLOGIC: The patient appears anxious and also depressed. The patient is not suicidal.

I had a long discussion with husband and he is going to take care of her at home and if the condition worsens, he will take the patient to the emergency room immediately.

______________________________
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