Clinic Visit Note
Patient’s Name: Syed Madani
DOB: 05/10/1948
Date: 05/06/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of sore throat, cough, uncontrolled hypertension, and followup after appointment with cardiologist.
SUBJECTIVE: The patient stated that for past few days he has noticed sore throat along with cough and there is no sputum production. The patient is exposed to children as his wife does babysitting.
The patient also stated that his blood pressure lately has been high and his systolic blood pressure highest was 172 with normal diastolic pressure and heart rate.

The patient has a followup with cardiologist after was discharged from the hospital and he is scheduled for PET scan of the heart and until then the patient is to continue all his cardiac medications and used to take lisinopril 20 mg in the morning and 10 mg in the evening, but after his hospitalization three weeks ago it has been changed to lisinopril 10 mg twice a day and systolic blood pressure has been high.
REVIEW OF SYSTEMS: The patient denied dizziness, ear pain, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for hypertension and he is on lisinopril 10 mg one tablet twice a day.
The patient has a history of diabetes and he is on metformin 500 mg one tablet a day along with low-carb diet.

The patient has a history of hypercholesterolemia and he is on simvastatin 40 mg once a day along with low-fat diet.

Recently the patient was admitted to the hospital with near syncopal episode and had second degree AV block type 2 and he underwent pacemaker placement and since then he has no such episodes.
SOCIAL HISTORY: The patient lives with his wife and she does babysitting at home. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any lymph node enlargement or stridor.

HEART: Normal first and second heart sounds without any cardiac murmur and blood pressure rechecking is elevated.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
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