Clinic Visit Note
Patient’s Name: Chackochan Itticheria

DOB: 11/14/1943

Date: 04/11/2022

CHIEF COMPLAINT: The patient came today with a chief complaint of chest pain, high fasting blood glucose, and followup for hypertension.

SUBJECTIVE: The patient stated that he has mild chest pain two days ago when he was walking fast pace and the pain level was 2 or 3 and it was not associated with any sweating or palpitation. Most of the pain was on the left side.

The patient also stated that lately his fasting blood glucose ranging from 130 to 150 mg/dL and the patient is advised on low carb healthy diet. The patient denied any numbness or tingling.

The patient came today as a followup for hypertension and coronary artery bypass surgery. The patient is currently taking amlodipine 5 mg once a day as prescribed by his cardiologist. The patient does not have any numbness or tingling of the upper or lower extremities.

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

PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg once a day, furosemide 40 mg once a day and nitroglycerin sublingual tablet along with low carb diet.

The patient has a history of hypercholesterolemia and he is on atorvastatin 40 mg once a day along with low fat diet.

The patient has a history of depression and he is on Abilify 2 mg once a day as per the psychiatrist.

The patient has a history of diabetes mellitus and he is on Lantus insulin 42 units once a day and Humalog insulin according to sliding scale along with low carb diet. All other medications also reviewed and reconciled.

OBJECTIVE:
NECK: Supple without any thyroid enlargement or raised JVP.

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.

ABDOMEN: Soft without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Skin is healthy without any rashes.
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