Clinic Visit Note
Patient’s Name: Kulwant Hundal
DOB: 12/01/1942
Date: 08/31/2023
CHIEF COMPLAINT: The patient came today after automobile accident and loss of consciousness.
SUBJECTIVE: The patient stated that he was the driver of family vehicle with seatbelt on and his grandson was in the vehicle with seatbelt on and the patient stated that he suddenly lost his consciousness and he when woke up his car was damaged due to accident and he could not open his door and his grandson called 911 and the paramedics came and the patient and his grandson were removed from the vehicle and taken to the emergency room. In ER, the patient had extensive workup done including CT scan of the brain, MRI, echocardiographic studies, cardiac monitor, and multiple blood tests and eventually he was told that they could not find any abnormality and he was then released home. Now the patient has bruise on his left arm. He also has pain and discoloration of the lower abdomen. The pain level is 4 or 5 and it is relieved after resting. The bluish discoloration on the groin area is probably from tightening of the seatbelt and his airbag deploy.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, head trauma, sore throat, cough, chills, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe back pain, skin rashes, open wounds, or seizures.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.
The patient also has a history of hypertension and he is on carvedilol 12.5 mg one tablet twice a day, hydralazine 25 mg three times a day if blood pressure is more than 140/90, lisinopril 10 mg one and half tablet in the morning and one tablet in the evening along with low-salt diet.

The patient has a history of diabetes and he is on glipizide plus metformin 2.5/500 mg two tablets twice a day, Januvia 50 mg one tablet a day if blood glucose is more than 150 along with low-salt and low-carb diet.
The patient also has constipation on and off and he is mostly taking high fiber diet.

The patient also has low HDL cholesterol and he is on omega 3 1000 mg twice a day.
ALLERGIES: None.

PAST MEDICAL HISTORY: Also significant for coronary artery disease with stent placement.
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SOCIAL HISTORY: The patient is married, lives with his wife and he has two children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and he does yoga everyday and walking everyday. The patient is currently retired.

OBJECTIVE:
HEENT: Examination is unremarkable. No nystagmus and no injury to the head or to the face.

NECK: Supple without any thyroid enlargement or lymph node enlargement. There are no bruits.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.
Musculoskeletal examination reveals no significant abnormality except he has hematoma of the lower abdominal and groin area. There are no open wounds and there is no tenderness at this time.
Otherwise, skin is healthy without any rashes or open wounds.

I had a long discussion with the patient and his wife and all their questions are answered to their satisfaction and they verbalized full understanding. Hospital and emergency room records are reviewed and discussed.
______________________________
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