Clinic Visit Note
Patient’s Name: Syed Afzal
DOB: 06/13/1950
Date: 05/29/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of left knee pain, right knee pain, fasting glucose high and followup for hypertension.

SUBJECTIVE: The patient stated that he has recurrent pain in the left knee and it is worse upon exertion and the pain level is 5 or 6 and it is relieved after resting. The patient had recent x-ray of the left knee, which showed loose bodies with degenerative changes.

The patient has mild pain in the right knee and the pain level is 3 or 4 and it is also worse upon exertion and relieved after resting. The right knee x-ray was also reviewed and discussed with the patient in detail and it shows early osteoarthritis without any significant loose bodies.
The patient stated that his fasting blood glucose was high that is more than 150 mg/dyslipidemia, but he has not checked in the last few days. Blood sugar test at this visit was 135 in the fasting state.

The patient came also as followup for hypertension and his blood pressure is slightly elevated, *________* the blood pressure check up was 140/82.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, chest pain, short of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling, calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for gastritis and he was on famotidine 20 mg tablet once a day as needed.

The patient was also on gabapentin 300 mg twice a day for chronic pain management.

The patient has diabetes mellitus and he is on glipizide 10 mg tablet two tablets twice a day along with metformin 1000 mg tablet one tablet twice a day and low-carb diet.

The patient has a history of hypertension and he is on losartan 100 mg tablet once a day along with low-salt diet.

The patient has a history of hypercholesterolemia and he is on simvastatin 5 mg once a day along with low-fat diet.

SOCIAL HISTORY: The patient lives with his wife and he works part-time. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
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 and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
Right knee examination reveals no significant tenderness; however, left knee examination reveals tenderness especially in the medial compartment and there is no significant joint effusion; however, range of movement is limited and weightbearing is most painful.
NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.

______________________________

Mohammed M. Saeed, M.D.
