Clinic Visit Note
Patient’s Name: Ranjeet Pabley
DOB: 08/26/1945
Date: 01/31/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of low blood sugar reading two days ago and a followup for Parkinson’s disease.

SUBJECTIVE: The patient stated that she had low blood sugar reading day before yesterday and it was 70 mg/dL. The patient felt clammy and she took orange juice and she felt better. She never gets hypoglycemic attacks.
The patient came today as a followup for Parkinson’s disease and she has been seen by neurologist on a regular basis and she feels much better.

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

PAST MEDICAL HISTORY: Significant for Parkinson’s disease and she is on carbidopa/levodopa 25/10 mg half tablet four times a day.
The patient has a history of fine tremors and she is on diazepam 2 mg once in the nighttime.

The patient has a history of diabetes mellitus and she is on Jardiance 10 mg once a day, glipizide 5 mg one and half tablet in the morning and one in the evening, NovoLog insulin Pen according to sliding scale, metformin 500 mg two tablets twice a day and Januvia 50 mg once a day with low-carb diet. The patient has a history of hypertension and she is on enalapril 5 mg once a day along with low-salt diet.

PAST SURGICAL HISTORY: Cataract surgery bilaterally.
ALLERGIES: None.

PREVENTIVE CARE: Reviewed and discussed in detail.
SOCIAL HISTORY: The patient is married, lives with her husband. She has two adult children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. Exercise is mostly walking and currently she does not work and she is also on low-carb healthy diet.
FAMILY HISTORY: Father had diabetes mellitus and passed away.
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OBJECTIVE:
HEENT: Unremarkable.

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

CHEST: Symmetrical without any deformity and there is no axillary 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. There is no suprapubic tenderness.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.

MUSCULOSKELETAL: Examination is within normal limits.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
SKIN: Skin is healthy without any rashes.
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