Clinic Visit Note
Patient’s Name: Narendra Patel
DOB: 09/28/1957
Date: 02/24/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, both feet pain, blurry vision, right hip pain and low back pain.

SUBJECTIVE: The patient stated that lately his fasting blood sugars are ranging from 130 to 170 mg/dL and the patient is advised on low-carb diet. Also the patient gained weight.

The patient complained of pain in both the feet especially after long hours of working. There is no deformity of the feet and the patient has changed his shoes recently without any good relief.

The patient complained of blurriness especially in the nighttime when his blood sugars are high; however, the patient lately has been monitoring sugar and he is feeling better now. The patient is going to be seen by ophthalmologist.

The patient is complaining of pain in the right hip and this started two weeks ago when he was working on the car and pain level is 4 or 5 and excessive walking is painful. No history of trauma or falling down.
The patient also has low back pain at the same time and the pain level is 3 or 4. There is no radiation to the lower extremities.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, poor hearing, double vision, cough, fever, chills, chest pain, short of breath, nausea, vomiting, urinary or bowel 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 10 mg tablet one tablet daily along with low-fat diet.

The patient has a history of diabetes and he is on glipizide 2.5 mg tablet one tablet a day along with metformin 1000 mg tablet one tablet twice a day and Januvia 100 mg tablet once a day along with low-carb diet.

The patient has had a history of hypertension and he is on losartan 50 mg tablet one tablet daily along with low-salt diet.

SOCIAL HISTORY: The patient has food line job and lives with his wife. He never smoked cigarettes and his alcohol use is occasionally once or twice a month. The patient exercises five times a week.
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OBJECTIVE:
HEENT: Conjunctivae are unremarkable.

NECK: Supple without any lymph node enlargement or thyroid 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.
Feet examination reveals no significant abnormality and there is no deformity. The patient is able to ambulate without any ulcerations.

MUSCULOSKELETAL: Examination reveals tenderness of the right hip only upon exertion; otherwise, the patient is able to ambulate without any difficulty.

Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and forward flexion is painful at 90 degrees.
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