Clinic Visit Note

Patient’s Name: Mohammed Hazari
DOB: 11/01/1950
Date: 01/25/2022
CHIEF COMPLAINT: The patient came today after a CT scan of the head and orbit as a followup after accidental fall and uncontrolled diabetes mellitus.
SUBJECTIVE: The patient came today with his wife and he stated that his facial bruises and right periorbital hematoma is decreasing in size. The patient does not have any visual problem. The patient had a CT scan of the brain and orbital area without any contrast. Results of the CT scan were reviewed and discussed in detail with the patient and his wife. CT scan of the orbits showed no significant fracture. However, it has right orbital hematoma and it is mostly on the right frontal region. There is a small amount of sinus mucosal disease and there is a retention cyst in the left maxillary sinus. The patient then had a CT scan of the brain and it did show anterior right frontal and supraorbital scalp soft tissue swelling. There was no evidence of intracranial hemorrhage and it also showed mild chronic ischemic changes. Also, it showed bilateral auricular calcification. After that, the patient had blood tests and on blood chemistry fasting glucose was 199. BUN and creatinine was 18 and 1.45. Also, the patient’s hemoglobin A1c was 8.0. Lipid panel was normal except LDL cholesterol was 128. The patient’s liver function test was within normal limits. After that, the patient had CBC and hemoglobin was 13.7 and platelet count was normal. The patient also had myocardial perfusion scan. Stress EKG was normal. Ejection fraction was 79%.
Wife stated that the patient’s blood sugar reading sometimes is high and he is very careful about his dietary restrictions.

The patient was also seen by cardiologist and has an appointment in the next few days. The patient stated that he has argument with his wife regarding medications and it is agreed that he will take metformin 1000 mg twice a day.

PAST MEDICAL HISTORY: Significant for recent accidental fall.
The patient has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has a history of hypertension and he is on losartan 50 mg twice a day along with low-salt diet.
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The patient has a history of diabetes mellitus and he is on metformin 1000 mg twice a day along with low-carb diet.

The patient has a history of gastritis and he is on famotidine 20 mg once a day on empty stomach.

ALLERGIES: None.

SOCIAL HISTORY: The patient lives with his wife and he has four adult children. The patient is currently retired. He has no history of smoking cigarettes, alcohol use, or substance abuse. The patient is on a healthy diet. He has disagreement with wife on many issues.
REVIEW OF SYSTEMS: The patient denied double vision, dizziness, ear pain, sore throat, cough, sputum production, fever, 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, or open wounds.

OBJECTIVE:
HEENT: Examination reveals right periorbital hematoma. Nasal passages are slightly congested.
NECK: Supple without any thyroid enlargement or lymph node enlargement.
LUNGS: Clear bilaterally without any wheezing.
HEART: Rapid first and second heart sounds without any cardiac murmur and it improved slightly after resting.

ABDOMEN: Slightly obese without any tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGIC: Examination is intact and the patient is able to ambulate. However, the patient is slightly more confused compared to his previous visits.
PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
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