Clinic Visit Note
Patient’s Name: Alpesh Patel
DOB: 07/08/1969
Date: 04/26/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting glucose, forgetfulness, alcohol use, and followup after laboratory test.
SUBJECTIVE: The patient came today with his daughter stating that his fasting blood glucose is ranging from 180 to 230 mg/dL. The patient had a blood test done while he was visiting India and his fasting glucose was 169. Then the patient also had LDL cholesterol as 140 and total cholesterol was 261. The patient’s triglyceride was 338 and he was advised on low-carb healthy diet and to start exercises.
The patient’s one of the liver enzymes was elevated and it was SGOT. The patient’s hemoglobin A1c was 1.7. Also I had a long discussion with his daughter and she stated that the patient has noncompliance and he also drinks alcohol over the weekend; however, it is in moderation.

REVIEW OF SYSTEMS: The patient denied weight loss, dizziness, headache, ear pain, sore throat, cough, fever, chills, shortness of breath, 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 losartan 50 mg once a day.
The patient has a history of hypercholesterolemia and he is on rosuvastatin 5 mg once a day along with low-fat diet.

The patient has a history of diabetes mellitus and he is on Lantus insulin 30 units everyday and Humalog insulin according to sliding scale.

The patient has a history of shoulder pain and he was on meloxicam 7.5 mg once a day with food as needed and he does not have any pain anymore.

The patient has a history of vitamin B12 deficiency and he was on vitamin B12 1000 mcg once a day.

The patient is going to start cardiac exercises and also going to be on low-carb healthy diet.
FAMILY HISTORY: Father and mother both have diabetes mellitus.

SOCIAL HISTORY: The patient is married, lives with his wife and he has two children. The patient works as a mechanic. The patient has no history of smoking cigarettes or substance abuse.
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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: Soft without any tenderness and bowel sounds are active and there is no organomegaly.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination reveals no focal deficit; however, the patient sometimes has forgetfulness and his memory is at the baseline.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

I had a long discussion with daughter and the patient and all their questions are answered to their satisfaction and they verbalized full understanding. The patient is going to be on low-carb diet and going to do cardiac exercises at least 45 minutes a day.
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