Clinic Visit Note
Patient’s Name: Syed Ahmed
DOB: 03/07/1955
Date: 01/24/2022
CHIEF COMPLAINT: The patient came today for high fasting blood glucose, rashes on the hands and feet, and urinary incontinence and also followup after laboratory test.
SUBJECTIVE: The patient stated that his fasting blood sugar readings are improving now, but his before dinner blood glucose reading is 170 to 180 mg/dL and the patient has laboratory test done recently and his hemoglobin A1c was 10.
The patient also complained of rashes on the feet and hand had noticed two weeks ago and it is not pruritic and he used to over-the-counter medication without much relief.
The patient stated that sometimes he has urgency to go to bathroom and he has not seen by blood in the urine. The patient had fasting blood test done recently and the results are reviewed with the patient and all his questions are answered to his satisfaction and he verbalized full understanding. The patient’s PSA is slightly elevated and he has seen urologist last year. The patient is advised to do a followup.

REVIEW OF SYSTEMS: The patient denied weight gain, dizziness, headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, low back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of diabetes and he is on glipizide 10 mg one tablet twice a day, Basaglar insulin 26 units once a day, metformin 1000 mg twice a day and Januvia 100 mg once a day along with low-salt diet.
The patient has a history of prostatic hypertrophy and he is on tamsulosin 0.4 mg once a day and finasteride 5 mg once a day.
ALLERGIES: None.
RECENT SURGICAL HISTORY: None.
PREVENTIVE CARE: Reviewed and discussed.
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SOCIAL HISTORY: The patient is married, lives with his wife and he has adult children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is very active at home.
OBJECTIVE:
HEENT: Examination is unremarkable.

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

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: Slightly obese 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.

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.
