Clinic Visit Note

Patient’s Name: Bhajan Kalsi
DOB: 08/20/1952
Date: 02/04/2021
CHIEF COMPLAINT: The patient came today as a followup for hypertension and coronary artery disease.
SUBJECTIVE: The patient stated that lately his blood pressure has been high and his systolic blood pressure is between 150 and 174 mmHg. However, his diastolic and heart rate have been stable. The patient denied any chest pain or shortness of breath. He has a history of coronary artery disease.
REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, 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, or focal weakness. The patient also denied any rashes.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

HEART: Within normal limits.

LUNGS: Within normal limits.

ABDOMEN: Soft without any tenderness.

EXTREMITIES: No pedal edema or calf tenderness.
NEUROLOGICAL: Examination is intact.
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