Clinic Visit Note

Patient’s Name: Chackochan Itticheria

DOB: 11/14/1943
Date: 10/05/2021
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of blurry vision in both the eyes, shortness of breath upon exertion, pedal edema, and abnormally high fasting blood glucose.
SUBJECTIVE: The patient came today with her husband stating that he has blurry vision in both the eyes and he was seen by ophthalmologist and found to have cataract in both the eyes. The patient is scheduled for surgery in the next few weeks.

The patient also complained of shortness of breath mostly upon exertion and he had a similar episode six months ago. The patient has gained weight and he is advised on low-carb diet. The patient does not have any chest pain or cough or fever.
The patient has pedal edema for the past three to four days and it started after he had excessive salt intake. The patient had a similar episode two months ago and there is no calf swelling or calf tenderness.
The patient stated that his fasting blood glucose is ranging from 140 to 170 mg/dL and also due to noncompliance lately. However, his fasting glucose this morning was 128.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 40 mg once a day along with low-fat diet.
The patient has a history of coronary artery disease with stent placement and he is on clopidogrel 75 mg once a day along with aspirin 81 mg once a day.

The patient has a history of diabetes mellitus and he is on Lantus insulin 42 units every day, Humalog pen according to the sliding scale or 10 units at each mealtime and 4 units at the evening snack along with low-carb diet.

The patient has a history of gastritis and he is on pantoprazole 40 mg once a day.
All other medications are also reviewed and reconciled.
ALLERGIES: CIPROFLOXACIN and CRESTOR. Also, the patient has dust allergy which is very mild and ragweed pollen very mild.
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Past history is significant for coronary artery bypass surgery followed by cardiac stent.
FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is married, lives with his wife and he has two married children. The patient retired a few years ago. He never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is mostly bike and he is on 2000-calorie ADA diet.

REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, dizziness, headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infections or allergies, chest pain, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, calf swelling or calf pain, tremors, focal weakness of the upper or lower extremities, skin rashes, or depression.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

CHEST: Chest is symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any cardiac murmur.
ABDOMEN: Slightly obese without any tenderness. Bowel sounds are active.
EXTREMITIES: Trace pedal edema bilaterally without any tenderness and there is no calf swelling.
NEUROLOGIC: Examination is intact without any focal deficit and the patient is ambulatory without any assistance.

PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.

SKIN: Skin is healthy without any rashes.
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