Clinic Visit Note
Patient’s Name: Syed Mahmood
DOB: 01/15/1957
Date: 11/28/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of dizziness, snoring, urinary incontinence in the night, anger disorder, high fasting glucose, and followup for hypertension.
SUBJECTIVE: The patient stated that lately he has been feeling dizzy and it lasts for few minutes and he never lose balance or fall down. He had a similar episode in the last and was diagnosed as vertigo.
The patient also complained of snoring and his wife complained about his snoring and the patient was referred in the past, but he could not make it. Again, he has been asked to have a sleep study done by the specialist for which the patient agreed.
The patient also stated that he urinates three to four times in the nighttime. There is no burning urination and he drinks frequent water in the nighttime. The patient has not seen any blood in the urine and there is no burning urination.

The patient stated that sometimes he gets angry and it was worse the last year. At this time, he is feeling better but is going to be referred to a psychiatrist.
The patient stated that his fasting blood glucose for last three to four days was more than 150 mg/dL, however today was 121 and the patient is advised on low-carb healthy diet and to continue exercise.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling, or tremors.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 2.5 mg once a day along with lisinopril plus hydrochlorothiazide 20/12.5 mg one tablet twice a day and metoprolol 50 mg twice a day along with low-salt diet.
The patient has a history of coronary artery disease and stroke. The patient is on Plavix 75 mg once a day.

The patient has a history of depression and he is on fluoxetine 20 mg once a day.

The patient has a history of diabetes mellitus and he is on metformin 1000 mg one tablet twice a day along with low-carb diet.
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The patient has a history of constipation and he is on MiraLax 17 g one packet mix in water twice a day as prescribed by gastroenterologist.

SOCIAL HISTORY: The patient lives with his wife. He has one child. The patient currently does not work and he has no history of smoking cigarettes, alcohol use or substance abuse.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any carotid bruits or thyroid enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no suprapubic tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

______________________________
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