Clinic Visit Note
Patient’s Name: Ana Jankovich
DOB: 07/08/1946
Date: 10/11/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, numbness and tingling, right shoulder pain, left shoulder pain, and followup for hypertension.

SUBJECTIVE: The patient stated that her fasting blood glucose was ranging from 130 to 140 mg/dL and after that the patient changed her diet and her fasting blood glucose today was 120 and the patient is advised to continue low-carb diet and check the blood sugar twice a day and keep a log.

The patient has neuropathy of the extremities and since yesterday the numbness and tingling is less and the patient is advised to continue stretching exercises.

The patient complained of right shoulder pain and the pain level is 5 or 6 on the scale of 0 to 10 and the pain is worse upon exertion. Also the pain in the left shoulder is 4 to 5 and both shoulder pains are related to activities. The patient had similar complaint last year and physical therapy has helped the shoulder pain and the patient is going to be seen by physical therapist.
The patient also came today as a followup for hypertension and her blood pressure reading at home systolic was 160 and for the past four days the patient has cut down salt intake and her blood pressure is improving. She did not have any chest pain.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypertension and she is on carvedilol 6.25 mg one tablet twice a day, losartan 25 mg once a day along with low-salt diet.

The patient has a history of iron deficiency and she is on ferrous sulfate 325 mg tablet one tablet daily.

The patient has a history of diabetes and she is on metformin 500 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypercholesterolemia and she is on simvastatin 5 mg one tablet once a day along with low-fat diet.
SOCIAL HISTORY: The patient lives with her son. She has no history of alcohol use or substance abuse, otherwise she is very active.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft, slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness or pedal edema.

NEUROLOGIC: Examination is intact. There is no sensory deficit.

MUSCULOSKELETAL: Examination reveals minimal tenderness of the right shoulder especially rotator cuff anteriorly and range of movement is limited due to pain. Left shoulder examination reveals tenderness of the AC joint and range of movement is less painful compared to the right side.
I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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