Clinic Visit Note
Patient’s Name: Arturo Watts
DOB: 08/11/1952
Date: 01/22/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of nasal congestion, high fasting blood glucose, followup for smoking habit, and caffeine drinking.
SUBJECTIVE: The patient came today with his daughter stating that he has nasal congestion for past several days and the patient denied any exposure to corona infection. Also, the patient stated that he has fasting blood glucose ranging from 160-180 mg/dL and he does not check blood sugars everyday.
The patient has been drinking 12 to 14 ounces of coffee everyday and also smokes half a pack of cigarettes per day. The patient has been advised in the past to quit smoking.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to an infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for diabetes mellitus and he is on glipizide 5 mg three tablets in the morning and three tablets in the evening and metformin 1000 mg twice a day along with low-carb diet.
The patient has a history of hypertension and he is on lisinopril 20 mg twice a day along with low-salt diet.
The patient has a history of hypercholesterolemia and he is on lovastatin 20 mg once a day along with low-fat diet.
All other medications are also reviewed and reconciled.

SOCIAL HISTORY: The patient lives with his wife and a daughter who visits him often. The patient currently does not work due to disability and his alcohol drinking is beer everyday and his exercise is mostly walking.

OBJECTIVE:
HEENT: Examination reveals nasal congestion bilaterally without any discharge or bleeding.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

Heart examination reveals skip beat but no murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and slightly obese without any tenderness.

EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.
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