Clinic Visit Note
Patient’s Name: Jujhar Singh
DOB: 04/08/1969
Date: 04/17/2023
CHIEF COMPLAINT: The patient came today with a chief complaint of cough, uncontrolled hypertension and sore throat.

SUBJECTIVE: The patient stated that coughing started a week ago and he had no fever or chills. He did not take any cough medication. For the last 24 hours the patient started having fever and sputum production. He does not have any wheezing.
The patient stated that his systolic blood pressure at home is ranging from 150 to 170 with normal diastolic pressure and heart rate. The patient described no chest pain or shortness of breath and he is noncompliant on salt intake.

The patient has sore throat. It also started along with cough and he has no difficulty swallowing food and has no choking sensation.
REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, ear pain, chills, chest pain, shortness of breath, nausea, vomiting, changes in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, focal weakness or rashes.

The patient also denied exposure to infections or allergies.

PAST MEDICAL HISTORY: Significant for hypertension and he is on clonidine 0.2 mg once a day, metoprolol 25 mg one tablet twice a day, losartan 50 mg once a day along with low-salt diet.

The patient also has a history of diabetes and he is on Basaglar insulin 34 units subcutaneous injection once a day, metformin 1000 mg one tablet twice a day, and Humalog insulin according to sliding scale at each mealtime.

The patient also has a history of hypercholesterolemia and he is on rosuvastatin 5 mg once a day along with low-fat diet.

SOCIAL HISTORY: The patient is currently not working. He lives with his wife and two daughters. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. He keeps himself busy.

OBJECTIVE:
HEENT: Examination reveals slight redness of the posterior pharynx without any tonsillar enlargement. Ear examination, nasal examination and nose examinations are unremarkable.
NECK: Supple without any lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

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