Clinic Visit Note

Patient’s Name: Ashok Chandhok
DOB: 11/21/1947
Date: 05/13/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, cough, and followup after a COVID infection.
SUBJECTIVE: The patient stated that for the last few days his fasting blood glucose is ranging from 130 to 160 mg/dL despite low-carb diet. The patient does not have any burning urination, numbness or tingling or dry mouth.
The patient has cough on and off and it is less than before. There is no sputum production.

The patient was admitted to the hospital with COVID infection and was released a few days ago. He received Remdesivir plus generic Decadron IV during the hospitalization. The patient stated now he has mild fatigue, but there is no focal weakness of the upper or lower extremities.
I also had a long discussion with wife at the bedside.

PAST MEDICAL HISTORY: Significant for COPD and he is on albuterol inhaler two puffs four times a day as needed along with budesonide 0.5 mg nebulizer treatment, but it is put on hold due to COVID infection. However, he is going to start tomorrow. The patient is also on montelukast 10 mg once a day.
The patient also has a history of diabetes mellitus and he is on Januvia 50 mg half a tablet once a day along with low-carb diet.
The patient has a history of hypertension and he is on hydralazine 25 mg four times a day, carvedilol 12.5 mg twice a day, furosemide 20 mg once a day, and isosorbide mononitrate 30 mg extended release once a day along with low-carb low-salt diet.
All other medications are also reviewed and reconciled.

SOCIAL HISTORY: The patient lives with his wife and his son is nearby. The patient stopped smoking a few years ago. Lately, his activity is resting. He occasionally goes for a walk.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
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OBJECTIVE:
HEENT: Examination is unremarkable.

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

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGIC: Examination is intact and the patient had generalized weakness without any focal deficit. The patient walks with a slow pace.
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