CLINIC VISIT NOTE

RAMIREZ, ALEJANDRO
DOB: 09/25/1974
DOV: 04/18/2025
The patient presents complaining of having headaches with increased dose of metformin to 1000 mg twice a day. He states that headaches last half an hour to an hour about midday, taking metformin in the morning and p.m., about 7/10. He states blood sugars are running in the 150 to 160 at home, trying to decrease sweets.

PAST MEDICAL HISTORY: As before. The patient had a negative CAT scan in February of this year, questionable indication.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Skin: Within normal limits.

IMPRESSION: Followup type II diabetes, better control, questionable intolerance to metformin.
PLAN: The patient advised to continue taking same dose for the next several days, a week or so; if continues to have midday headaches, advised that he reduce dose to 500 mg twice a day, but to continue to monitor blood sugar and if not less than 150, to follow up next week with routine followup in two months.
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