Clinic Visit Note
Patient’s Name: Jyotindra Patel
DOB: 10/03/1957
Date: 10/24/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of weakness, followup for hypercalcemia and left ventricular akinesia.

SUBJECTIVE: The patient stated that he has weakness and fatigue upon exertion, has history of anemia, and the patient was on iron supplements up to last year.

The patient has hypercalcemia in the past and the patient was given referral for blood test, but he failed to get the test. Now the patient is asking referral again. The patient denied any dryness of mouth, numbness or tingling of the upper or lower extremities.

The patient also came today as a followup for coronary artery disease and his echocardiographic study was reviewed and discussed with the patient in detail and it shows left ventricular akinesia and the patient has an appointment with the cardiologist. The patient does not have any shortness of breath or chest pain at this time.
REVIEW OF SYSTEMS: The patient denied headache, cough, fever, chest pain, nausea, vomiting, leg swelling or calf swelling, profound weakness, dizziness, or loss of consciousness.

PAST MEDICAL HISTORY: Significant for vitamin D deficiency and he is on vitamin D supplement 5000 units once a day.

The patient has a history of coronary artery disease with stent placement and he is on clopidogrel 75 mg once a day.
The patient has a history of diabetes and heart failure and he is on Jardiance 10 mg one tablet a day and glipizide 5 mg half tablet a day if blood sugar is more than 140 mg/dL. The patient is also on metformin 500 mg one tablet twice a day along with low-carb diet.

The patient has a history of hypertension and he is also on metoprolol 25 mg half tablet every day as per the cardiologist and lisinopril 5 mg one tablet a day along with low-salt diet.

The patient has a history of high triglycerides and he is on Omega-3 fatty acids 1000 mg one tablet twice a day and the patient has once in a while slight gastritis and he is on omeprazole 20 mg one tablet twice a day as needed.

SOCIAL HISTORY: The patient lives alone. He has no history of smoking cigarettes, alcohol use or substance abuse and the patient is going to start exercises and going to start working in next few months.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement or 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 ambulatory without any assistance.

PSYCHOLOGIC: The patient appears stable and has normal affect.
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