Clinic Visit Note

Patient’s Name: Bhajan Kalsi
DOB: 08/20/1952
Date: 04/26/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, constipation, and weight gain.
SUBJECTIVE: The patient stated that his fasting blood sugar readings are more than 180 mg/dL and the patient is checking blood sugar twice a day. He is on glimepiride 2 mg two tablets in the morning and one in the evening. The patient denied any dryness of mouth, numbness or tingling of the upper or lower extremities.
The patient also complained of constipation and it is on and off and the patient has not seen any blood in the stools. He has not changed his eating habits.

The patient stated that he also gained weight despite diet restriction. The patient does not feel any weak or fatigued. Recently, he had a vacation.

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 10 mg once a day, metoprolol 50 mg once a day along with low-salt diet.
The patient also has a history of coronary artery disease and he is on atorvastatin 80 mg once a day along with low-fat diet.
The patient also has a history of coronary stent and he is on clopidogrel 75 mg once a day.

The patient also has a history of diabetes mellitus and he is on glimepiride 2 mg two tablets in the morning and one in the evening, Tradjenta 5 mg once a day, metformin 1000 mg once a day along with low-carb diet. All other medications are also reviewed and reconciled.
SOCIAL HISTORY: The patient is married and lives with his wife. He does part-time work. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, blood in the urine or stools, leg swelling or calf swelling, focal weakness of the upper or lower extremities, or skin rashes.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and 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.
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