Clinic Visit Note
Patient’s Name: Gazi Alam
DOB: 09/01/1959
Date: 01/24/2022
CHIEF COMPLAINT: The patient came today as a followup for diabetes mellitus.
SUBJECTIVE: The patient stated that his fasting blood sugar readings are within 125 mg/dL and the patient had laboratory test done three months ago, the results are reviewed with the patient and all his questions are answered to his satisfaction and he verbalized full understanding.
The patient has deformities of the left second, third, and fourth fingers and it was injured accidentally in his childhood in Bangladesh and they could not fix his flexor tendons and gradually the patient developed deformity and he does not feel any pain at this time.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infections or allergies, 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, or depression.
PAST MEDICAL HISTORY: Significant for diabetes mellitus and he is on metformin 1000 mg twice a day and glipizide 10 mg once a day along with low-carb diet and pioglitazone 30 mg once a day.
The patient has a history of hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of hypertension and he is on enalapril 2.5 mg once a day along with low-salt diet.
ALLERGIES: None.
PAST SURGICAL HISTORY: None recently.
FAMILY HISTORY: Mother and father both had hypertension and diabetes and they passed away.
PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is married, lives with his wife and he has four children. The patient is self-employed. The patient has no history of smoking cigarettes, alcohol use, or substance abuse and he does exercise, which is biking everyday and he is on low-carb healthy diet.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

Chest is symmetrical without any deformity and there are no axillary lymph node enlargement HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. The patient refused rectal examination. Genital examination is unremarkable without any hernia.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.
Musculoskeletal examination reveals childhood deformity of the left hand.
Skin examination reveals hypopigmented spots in the back without any open wounds.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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