Clinic Visit Note
Patient’s Name: Saiyaz Dave
DOB: 02/20/1960
Date: 03/01/2022
CHIEF COMPLAINT: The patient stated that his fasting blood glucose was slightly elevated and the patient did not take any yogurt.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, or chills.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 10 mg once a day.
The patient is also on aspirin 81 mg once a day.

The patient is on losartan 100 mg once a day along with low-salt diet.
The patient has a history of diabetes mellitus and he is on metformin 5000 units everyday.

SOCIAL HISTORY: None.
FAMILY HISTORY: Father has diabetes mellitus and passed away.

PREVENTIVE CARE: Reviewed and discussed in detail.

OBJECTIVE:
His eye examination reveals vision test was normal at 10-14 in 2018.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.

Skin is healthy.
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