Clinic Visit Note
Patient’s Name: Qazi Majeed
DOB: 01/02/1954
Date: 04/21/2026

CHIEF COMPLAINT: The patient came today with a chief complaint of blurry vision, followup for depression, and abnormal EKG.

SUBJECTIVE: The patient stated that he had atypical chest pain and went to the emergency room. He had an EKG done which showed abnormality. There were few extra beats, but there were no ischemic changes. The patient had no chest pain or shortness of breath.

The patient came today complaining of blurry vision and he had cataract in both the eyes. The patient is able to drive; however in the nighttime it is difficult and he has an appointment to see ophthalmologist at Vision Eye Center.
The patient came today as a followup for major depression. His depression is well controlled and the patient is taking medication. He has a followup with psychiatrist. The patient is not suicidal and seems to be more stable now and it is baseline.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, palpitations, nausea, vomiting, focal weakness of the upper or lower extremities, anxiety 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 also has a history of hypercholesterolemia and he is on atorvastatin 40 mg tablet once a day along with low-fat diet.

The patient has a history of coronary artery disease and hypertension. He is on carvedilol 6.25 mg tablet one tablet twice a day, Jardiance 10 mg once a day, lisinopril 2.5 mg tablet once a day, nitroglycerin tablet 0.4 mg sublingually as needed for chest pain along with low-salt diet.

The patient has a history of mild gastritis and he is on esomeprazole 40 mg once a day.

The patient also has a history of triglyceridemia and he is on fenofibrate 145 mg tablet one tablet by mouth daily along with low-fat diet.

The patient has a history of chronic bronchitis and he is on Advair Diskus 25 mg plus 50 mcg/ACT, one puff twice a day.

The patient has a history of diabetes and he is on glipizide 5 mg tablet one tablet in the morning and one tablet in the evening along with low-carb diet.
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SOCIAL HISTORY: The patient lives with his wife. He never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is retired currently.
OBJECTIVE:
HEENT: Examination reveals normal conjunctivae.

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.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: The patient is able to ambulate without any assistance.

PSYCHOLOGIC: The patient appears stable and has normal affect.
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Mohammed M. Saeed, M.D.
