Clinic Visit Note
Patient’s Name: Elena Fourlios
DOB: 09/03/1952
Date: 05/22/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of weight gain, left knee pain, and anxiety disorder. Also the patient has abnormal fasting blood glucose.

SUBJECTIVE: The patient stated that her blood sugar has been elevated and it is up to 160 or 180 mg/dL. The patient denied excessive numbness or tingling of the upper or lower extremities.

The patient has gained weight in the last few weeks and she is advised on low-carb diet.
The patient complained of left knee pain and the pain is worse upon exertion and the pain level is 5 or 6 and she has run out of gabapentin for few days.
The patient feels anxious and worried about her weight; however she has a good family support.
REVIEW OF SYSTEMS: The patient denied headache, double vision, cough, fever, chills, chest pain, short of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling, calf swelling, or focal weakness.

PAST MEDICAL HISTORY: Significant for bronchitis and she is on albuterol inhaler two puffs four times a day as needed. The patient has vitamin D deficiency and she is on vitamin D supplement 5,000 units every day.

The patient has a history of hypertension and she is on diltiazem ER 300 mg tablet one tablet daily, furosemide 20 mg once a day as needed, and Januvia 25 mg tablet once a day along with low-carb diet.

The patient has a history of insomnia and she is on melatonin 3 mg tablet once in a nighttime.

The patient has a history of gastritis and she is on pantoprazole 20 mg tablet once a day.

The patient has a history of constipation and the patient is on Senna and docusate combination pill once a day as needed.
SOCIAL HISTORY: The patient is married, lives with her husband and son and she quit smoking many years ago. The patient is currently staying home, not working.

Elena Fourlios
Page 2

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: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient appears slightly anxious.

MUSCULOSKELETAL: Examination reveals minimal tenderness of the knee joint and the patient is ambulating with cane and there is no joint effusion.

I had a long discussion with the patient regarding diet and exercise and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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