Clinic Visit Note
Patient’s Name: Khalid Mirza
DOB: 09/01/1949
Date: 04/30/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of severe mid back pain, sleepiness, and followup on diabetes mellitus.
SUBJECTIVE: The patient stated that he has pain in the low back and it is worse upon exertion. Also it is worse upon turning in the bed. The back pain level is 5 to 6, but most of the time it is toward left and there is no radiation of pain to the lower extremities. The patient has extensive physical therapy in the past.
The patient is also complaining of sleepiness sometimes during driving and he has stopped tramadol for past one day and it seems slightly better.
The patient checks the blood sugar twice a day and his blood sugar readings are better. He does not have any numbness or tingling or dryness of mouth.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, dizziness, headache, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, skin rashes, or snoring.
PAST MEDICAL HISTORY: Significant for gout and he is on allopurinol 100 mg once a day.
The patient has a history of hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has a history of coronary artery disease with a stent and he is on clopidogrel 75 mg once a day along with aspirin 81 mg once a day.

The patient has history of iron deficiency anemia and he is on ferrous sulfate 324 mg one tablet a day.

The patient has a history of benign prostatic hypertrophy and he is on finasteride 5 mg once a day and tamsulosin 0.4 mg once a day.

The patient has a history of diabetes and he is on glimepiride 2 mg one tablet twice a day, Tresiba 20 units once a day, Tradjenta 5 mg once a day, and metformin 1000 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypothyroidism and he is on levothyroxine 88 mcg once a day.
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SOCIAL HISTORY: The patient is married, lives with his wife and he works as a cashier for four hours a day. Alcohol and substance abuse is none. His smoking has been reduced one or two cigarettes a week.
OBJECTIVE:
HEENT: Examination is unremarkable.

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

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness.
EXTREMITIES: No calf tenderness, edema, or tremors.

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

Musculoskeletal examination reveals tenderness of the lumbar spine in the midline and forward flexion is painful at 90 degrees. The patient is able to ambulate without any assistance.
______________________________
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