Clinic Visit Note
Patient’s Name: Gurinder Randhawa
DOB: 01/17/1981
Date: 07/21/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of upper abdominal pain with burning sensation, excessive weight gain, and followup for hypercholesterolemia.
SUBJECTIVE: The patient stated that he has noticed burning sensation in the upper part of the abdomen and he has a history of gastritis. The patient was on pantoprazole 20 mg once a day few months ago. The patient did not vomit any blood and there was no change in the bowel habits or stool color.
The patient stated that he stopped doing exercise and sometimes feels lazy and subsequently he gained weight. The patient is advised on low-carb healthy diet.

The patient has a history of hypercholesterolemia and he had a blood test done and his LDL cholesterol was more than 130 mg/dL and the patient was taking Zetia; however, he stopped week ago and he is going to have refill.

The patient was feeling depressed and his psychiatrist increased his paroxetine to 25 mg once a day and the patient has a followup appointment.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or nonsteroidal antiinflammatory medication intake.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on Zetia 10 mg once a day and he ran out of medication 10 days ago along with low-fat diet.
The patient has a history of gastritis and he was on pantoprazole 20 mg once a day, which he ran out last month.

The patient has a history of depression and he is on paroxetine 25 mg tablet slow release once a day as per the psychiatrist and also the patient has been on propranolol 10 mg one tablet three times a day as needed.
The patient has sleeping disorder and he was on Valium 2 mg once in the bedtime as per the psychiatrist.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
Abdominal examination reveals mild epigastric tenderness without any abdominal distention. Bowel sounds are active. There is no organomegaly.

EXTREMITIES: No pedal edema or calf tenderness.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

PSYCHOLOGICAL: The patient appears stable and has normal affect.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
