Clinic Visit Note
Patient’s Name: Narpinder Singh
DOB: 04/16/1953
Date: 04/20/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of blood sugar high, abdominal discomfort, blurry vision, and left rib pain.
SUBJECTIVE: The patient stated that his fasting blood glucose reading was high two days ago it went up to 210 mg/dL and also the patient has abdominal discomfort on and off and he wants to stop taking metformin. He thinks it gives the side effects. The patient has lost weight and he is not feeling weak.
The patient also noticed blurry vision on and off and he wants to have eye examination. The patient denied any double vision.

The patient complained of left lower rib pain and it started after his left side of the ribs is pushed against table and the pain level is 5 or 6 upon exertion and gradually it is improving and the patient does not have any problem coughing or sneezing.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or falling down episodes.
PAST MEDICAL HISTORY: Significant for hypertension and he is on enalapril 2.5 mg once a day along with low-salt diet.
The patient has a history of diabetes and he is on glipizide 5 mg two tablets in the morning and one in the evening, glargine insulin 25 units twice a day subcutaneous injection, and metformin 1000 mg twice a day along with low-carb diet.
The patient has a history of hypercholesterolemia and he is on simvastatin 20 mg once a day along with low-fat diet. The patient is also on gemfibrozil 600 mg one tablet a day along with low-fat diet.

SOCIAL HISTORY: The patient lives with his wife and he is currently working fulltime job. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use and he does stretching exercises.

OBJECTIVE:
HEENT: Examination is unremarkable. There is no conjunctival abnormality.

NECK: Supple without any lymph node enlargement or stridor.

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, pedal edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is ambulatory without any assistance.
Musculoskeletal examination reveals no significant tenderness of the left lower ribs and there are no skin changes.
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