Clinic Visit Note
Patient’s Name: Hina Abbasi
DOB: 02/02/1981
Date: 01/20/2024
CHIEF COMPLAINT: The patient came today with chief complaint of chest pain and laboratory test.
SUBJECTIVE: The patient came today with her husband stating that she had chest pain sharp in nature on the left side three days ago and it was persistent then the patient decided to go to the emergency room. In ER, the patient had extensive workup done including chest x-ray and EKG all came back unremarkable.
The patient had a fasting laboratory test and triglyceride was elevated and LDL cholesterol was borderline high. Also the patient has fasting blood glucose 106 and her hemoglobin A1c was 5.6.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
SOCIAL HISTORY: The patient is married, lives with her husband and she never smoked cigarettes or drank alcohol. No history of illicit drug use. She works fulltime job.

OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal heart sounds without any murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: Unremarkable.
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.
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