Clinic Visit Note
Patient’s Name: Shahana Salan
DOB: 08/13/1949
Date: 04/30/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, left-sided hemiplegia, numbness and tingling of the extremities, and poor appetite.
SUBJECTIVE: The patient came today with her daughter-in-law stating that her fasting blood glucose ranging from 140-180 mg/dL and the patient was on metformin 500 mg twice a day. Also the patient stated that her appetite was poor probably from metformin and developing generalized weakness.
The patient has stroke resulting left hemiplegia and she is not able to use her left arm or leg even to support her and she could not take even one step unless she uses wheelchair and the patient is high risk for fall. It is important for the patient to use wheelchair in all the time and she has help at home.

The patient also has numbness and tingling of the extremities and she had a recent blood test results are reviewed and her hemoglobin A1c was more than 7.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, vomiting, or leg swelling or calf swelling.
PAST MEDICAL HISTORY: Significant for hypercholesterolemia and she is on atorvastatin 20 mg once a day along with low-fat diet.
The patient has a history of vitamin D deficiency and she is on vitamin D3 50,000 units once a week.

The patient has a history of mild gastritis and she is on famotidine 20 mg once a day along with bland diet.

The patient has a history of iron deficiency and she is on iron sulfate 325 mg one tablet three times a day.

The patient has a history of diabetes and she is on glipizide 2.5 mg one tablet a day if blood sugar is more than 140, Lantus insulin 20 units once a day along with low-carb diet.

The patient has a history of hypothyroidism and she is on levothyroxine 25 mcg once a day.

The patient has a history of hypertension and she is on lisinopril 2.5 mg once a day, metoprolol 25 mg once a day along with low-salt diet.

The patient has a history of depression and she is on sertraline 50 mg once a day.
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SOCIAL HISTORY: The patient lives with her daughter-in-law and son. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is alert and oriented x3, otherwise very high risk of falling down.

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

HEART: Normal heart sounds first and second without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and there is no organomegaly.
EXTREMITIES: No calf tenderness or edema.

NEUROLOGICAL: Examination reveals total weakness of the left upper and lower extremities and has no strength. Right upper and lower extremities are unremarkable.
I had a long discussion with the patient and daughter-in-law and all their questions are answered to their satisfaction and they verbalized full understanding.

______________________________

Mohammed M. Saeed, M.D.
