Clinic Visit Note
Patient’s Name: Minaben Patel
DOB: 05/18/1945
Date: 03/16/2022
CHIEF COMPLAINT: The patient came today with chief complaint of poor appetite, loss of weight, generalized weakness, and followup for cataract.
SUBJECTIVE: The patient came today with her husband and he stated that the patient has poor appetite and subsequently lost weight and she is feeling weak. This is happening for past two months.
The patient had cataract in the past and wanted to see ophthalmologist, she missed follow up for two years.
The patient also complained of chest pain on and off and she wants to see a different cardiologist and the referral will be made today. Meantime, the patient stated that she does not have any chest pain or shortness of breath.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, headache, double vision, 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, skin rashes, severe low back pain, or depression.
PAST HISTORY: Significant for hypertension and she is on amlodipine 10 mg once a day along with low-salt diet.
The patient is also on metoprolol succinate 100 mg once a day.

The patient has a history of cardiac stent and she is on Brilinta 90 mg one tablet twice a day.
The patient has a history of diabetes mellitus and she is on glipizide 2.5 mg to be taken one tablet if the blood sugar is more than 150 mcg/dL.

The patient also takes glipizide 10 mg once a day, Tradjenta 5 mg once a day and metformin 1000 mg twice a day along with low-carb diet.

The patient has a history of hypercholesterolemia and she is on atorvastatin 40 mg once a day along with low-fat diet.
The patient has a history of osteoporosis and she is on alendronate 70 mg once a day. All other medications are also reviewed and reconciled.
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RECENT SURGICAL HISTORY: She has bilateral cataract surgery.
FAMILY HISTORY: Not contributory.

OBJECTIVE:
HEENT: Examination is unremarkable.

HEART: Normal first and second heart sounds without any cardiac murmur.
NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese and nontender and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance; however, the gait is slow.

Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable.

I had a long discussion with husband regarding the patient’s treatment plan. All his questions are answered to his satisfaction and he verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
