Clinic Visit Note

Patient’s Name: Pyarali Sajan
DOB: 06/09/1950
Date: 03/10/2022
CHIEF COMPLAINT: The patient came today with chief complaint of right foot pain, chronic care management pertaining to hypertension, diabetes mellitus, and coronary artery disease with stent.
SUBJECTIVE: The patient stated that he has noticed pain in the right foot for past two weeks and it started after he stood prolonged hour at work. The patient used pain gel and he feels better now and the pain level is 2 or 3.
The patient stated that his fasting blood sugar ranges from 120-130 mg/dL and he does not have any dryness of mouth, numbness or tingling of the upper or lower extremities.

The patient also came today as a followup for hypertension and his blood pressure reading at home has been stable. The patient does not have any chest pain or shortness of breath.

The patient also came today as a followup for coronary artery disease with stent. He has no chest pain and the patient is able to do his part-time work without any chest pain and no history of pedal edema.
PAST MEDICAL HISTORY: Significant for coronary artery disease and he is on clopidogrel 75 mg once a day.
The patient has a history of hypertension and he is on enalapril 10 mg once a day along with low-salt diet.

The patient has a history of diabetes mellitus and he is on glimepiride 1 mg twice a day along with low-carb diet and metformin 850 mg twice a day. Also, the patient has a history of hypothyroidism and he is on levothyroxine 25 mcg once a day and the patient is on metoprolol 50 mg once a day and rosuvastatin 20 mg once a day along with low-fat diet.

ALLERGIES: PENICILLIN – moderate rashes without any respiratory difficulty.
FAMILY HISTORY: Not contributory.
SOCIAL HISTORY: The patient is married lives with his wife and he has three adult children. 
Pyarali Sajan

Page 2
The patient quit smoking 20 years ago. The patient never drank alcohol or use any drugs. He is fairly active and does walking every day and the patient works in a retail store for a few hours a week.
REVIEW OF SYSTEMS: The patient denied significant weight loss or weight gain, dizziness, headache, double vision, ear pain, sore throat, cough, 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 skin rashes.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft 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 without any assistance.

MUSCULOSKELETAL: Examination reveals no significant tenderness of the right foot and range of movement is unremarkable. There is no deformity.

SKIN: Skin is healthy without any rashes.
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.
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