Clinic Visit Note
Patient’s Name: Luis Santiago
DOB: 03/30/1968
Date: 04/25/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of uncontrolled fasting blood glucose and followup for nicotine dependence.

SUBJECTIVE: The patient states that his fasting blood sugar is ranging between 180 to 220 mg/dL. He is on metformin 500 mg two in the morning and two in the evening, pioglitazone 30 mg once a day, and low-carb diet. The patient denied any dryness of mouth, numbness, or tingling of the upper or lower extremities.
The patient came today as a followup for nicotine dependence and the patient has cut down smoking, but now he wants to quit. The patient will be referred to smoking cessation program. The patient has quit smoking in the past but restarted.
The patient also noticed rapid heartbeat especially after caffeine intake, but does not have any chest pain or shortness of breath.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, dizziness, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, or tremors.

PAST MEDICAL HISTORY: Significant for COPD and he is on albuterol inhaler and nebulizer treatment four times a day as needed.
The patient has a history of nasal congestion and he is on fluticasone nasal spray one puff twice a day.

The patient also is on Spiriva inhaler 18 mcg once a day.

The patient has a history of diabetes mellitus and medications already reviewed and discussed.
ALLERGIES: WELLBUTRIN-XL, otherwise unremarkable.

SOCIAL HISTORY: The patient is married, lives with his wife. The patient works as a semi-truck mechanic. The patient used to smoke two packs of cigarettes per day and he has cut it down to one pack of cigarettes per day.
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OBJECTIVE:
HEENT: Unremarkable except chronic changes in the nose and dryness. No active bleeding.
NECK: Supple without any thyroid enlargement or lymph node enlargement or strider.

CHEST: Symmetrical without any deformity.

LUNGS: Good entry bilaterally without any wheezing.
HEART: Rapid first and second heart sounds without any cardiac murmur. Heart rate is 103 beats per minute. Respirations are 17 to 18 and he is afebrile.
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.

I had a long discussion with the patient regarding treatment plan and he is going to started on sliding scale with blood sugar to be done at each mealtime followed the sliding scale.

______________________________

Mohammed M. Saeed, M.D.
