Clinic Visit Note
Patient’s Name: Tariq Qureshi
DOB: 03/24/1964
Date: 04/01/2024
CHIEF COMPLAINT: The patient came today complaining of high fasting glucose, abnormal calcium score on heart scan, insulin injection needle broken, and shortness of breath.
SUBJECTIVE: The patient stated that his fasting blood glucose is ranging from 140-180 mg/dL, however lately it is better and the patient is going to follow strict low-carb diet.
The patient had a calcium score on heart scan and the score was high *_______* high risk for coronary artery disease. The patient did not have any significant chest pain or shortness of breath and he then is going to be evaluated by cardiologist.

The patient stated that few days ago when he took the insulin in the abdomen and the needle suddenly broke and the patient does not have any pain at this time neither there is any puncture wound.

The patient has shortness of breath on and off after walking, but there is no chest pain. The patient is going to have a chest x-ray and he denied any fever or cough. There was no exposure to any infections or allergies.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, ear pain, sore throat, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg one tablet a day along with lisinopril 20 mg one tablet a day and low-salt diet.
The patient has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of diabetes and he is on Basaglar insulin 24 units subcutaneously daily, metformin 1000 mg one tablet twice a day, and Januvia 50 mg one tablet a day along with low‑carb diet.

The patient has a history of minimal gastritis and he has been stable since the patient is taking famotidine 20 mg once a day along with bland diet.
SOCIAL HISTORY: The patient is married, lives with his family and he is *________* by profession. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
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OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any stridor.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no puncture wound on the abdomen.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
I had a long discussion with the patient and all his questions are answered to his satisfaction and he verbalized full understanding.

______________________________
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