Clinic Visit Note
Patient’s Name: Susan Crews
DOB: 05/30/1954
Date: 07/20/2023
CHIEF COMPLAINT: The patient came today after she had MRA of the brain with a history of dizziness.
SUBJECTIVE: The patient stated that she had radiological study for carotid and vertebral artery and it showed right vertebral artery occlusion disease. The patient has dizziness on and off for past several years and there is no worsening of the dizziness. The patient does not have any nausea, vomiting, or weakness in the upper or lower extremities.
The patient also came today for followup on diabetes mellitus and the patient stated that her blood sugars were going less than 70 and the patient stopped her diabetic medication after that her fasting blood glucose is in the range of 100 to 110 mg/dL and the patient had hemoglobin A1c test and it was 7. The patient is going to be reevaluated for diabetes and she is scheduled for fasting blood chemistry and hemoglobin A1c along with UA and urine for microalbumin. The patient denied any numbness or tingling or dryness of mouth.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, fever, chills, chest pain, 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 or lower extremities, or severe back pain.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 10 mg once a day along with low-fat diet.
The patient has a history of hypertension and she is on lisinopril 2.5 mg once a day along with low-salt diet. The patient has stopped for few weeks and going to be restarted.

The patient has history of diabetes mellitus; however, her blood sugar readings were stable without medication. Now, her hemoglobin A1c was 7.0. The patient is going to undergo comprehensive evaluation.

SOCIAL HISTORY: The patient is married, lives with her family and she is a RN in the nursing home. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. Her exercise is mostly walking and she walks about 12000 to 16000 steps a day.
OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or carotid bruits.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
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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 assistance. Romberg test is negative.
I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding. Also, the patient’s Health Care Quality Patient’s Assessment is filled out and completed.
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