Clinic Visit Note
Patient’s Name: Fergus Gomes
DOB: 01/07/1980
Date: 04/23/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of weight gain, followup after laboratory test, which showed high LDL cholesterol, abnormal liver function test, and impaired sugar, and high fasting blood glucose.
SUBJECTIVE: The patient has a fasting laboratory test done and results are reviewed with the patient and I had a long discussion and it showed high LDL cholesterol and the patient has a significant family history of myocardial infarction and the patient is advised on low-fat diet and to start cardiac exercises.
Laboratory test also showed elevation of the liver enzymes especially SGOT and SGPT and the patient stated that he had a history of viral hepatitis A. The patient never drank alcohol on regular basis or using Tylenol everyday.

The patient’s fasting blood glucose is 105 and he is advised on the low-carb diet. The patient also is going to start exercises.

The patient’s BMI is 30.8 and he is watching his diet and he is on low-carb high fiber diet.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, fever, chills, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or focal weakness of the upper or lower extremities.
I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
