Clinic Visit Note
Patient’s Name: Farhat Sultana
DOB: 12/26/1956
Date: 03/16/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of lower abdominal wound, high fasting blood glucose, burning urination, and followup for anemia.
SUBJECTIVE: The patient came in the wheelchair brought in by her husband and daughter. They stated that the patient has wound in the lower part of the abdomen and it is not healing despite medications. There is no active bleeding or there is any pus formation.
Husband stated that the patient’s blood sugar reading is usually between 160-190 mg/dL and this happened for past two weeks. There was no change in the eating habits.

The patient also complained of burning urination and she had urinary infection in the past. The patient denied any blood in the urine.
The patient recently diagnosed with anemia and had a blood test and the results are reviewed and discussed with the patient and her family. The patient has no history of black color or blood in the stools.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, 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, or skin rashes.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol nebulizer treatment 2.5 mg/3 mL use three times a day as needed.

The patient has a history of hypertension and she is on amlodipine 5 mg once a day, clonidine 0.2 mg once a day, and propranolol 80 mg once a day along with low-salt diet.
The patient has a history of Parkinson’s disease and she is on carbidopa and levodopa 50/200 mg each tablet at bedtime and 25/100 mg one and half tablet four times a day as per the neurologist.

The patient has a history of depression and she is on duloxetine 60 mg once a day.
The patient has a history of hypercholesterolemia and she is on rosuvastatin 20 mg once a day along with low-fat diet.

The patient has a history of glaucoma and she is on Timolol eye drops one drop in both eyes twice a day.
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The patient has a history of diabetes mellitus and she is on glimepiride 2 mg two tablets in the morning and one in the evening, Humalog insulin according to sliding scale, Tradjenta 5 mg once a day, and metformin 1000 mg twice a day along with low-carb diet. All other medications are also reviewed and reconciled.
SOCIAL HISTORY: The patient lives with her husband and she is almost wheelchair bound. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient sometimes walks with a walker.
OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Obese and it is nontender. Bowel sounds are active. There is an open wound in the suprapubic area, which is less than 1 cm size. There is no discharge or bleeding. There is minimal tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors. There is no inguinal lymph node enlargement.

NEUROLOGICAL: Examination reveals generalized weakness. The patient is on the wheelchair and she does not walk and she has 1% assist and her husband provides all supportive care at home.
I had a long discussion with the patient’s husband and daughter and all their questions are answered to their satisfaction and they verbalized full understanding.
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