Clinic Visit Note
Patient’s Name: Kamlesh Kumari
DOB: 10/01/1953
Date: 12/06/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of high blood glucose, high blood pressure, and abnormal lab test.

SUBJECTIVE: The patient stated that she had a fasting blood test and her sugar was high and the fasting blood glucose was 184 and the patient does not have any numbness or tingling or dryness of mouth.

The patient also has high blood pressure at home ranging from systolic blood pressure 150-170 with normal diastolic pressure and normal heart rate.

The patient also has thyroid function and her TSH as well as free T4 both are high. The patient has no history of thyroid enlargement or pain in the thyroid.
The patient came today with her son and he stated that the patient is particular about her diet and exercise.
REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for hypertension and she is on chlorthalidone 25 mg one tablet a day, diltiazem 120 mg and 60 mg once a day each, losartan 50 mg once a day and metoprolol 25 mg tablet once a day along with low-salt diet.

The patient also has a history of vitamin D deficiency and she is on vitamin D3 supplement 5,000 units once a day.

The patient has a history of memory impairment now it is stable on donepezil 10 mg one tablet a day.

The patient has a history of diabetes and she is on Tradjenta 5 mg once a day and metformin 1000 mg one tablet twice a day along with low-carb diet.

The patient has a history of hyperlipidemia and she is on lovastatin 10 mg once a day along with low-fat diet.

The patient has a history of depression and she is on olanzapine 2.5 mg one tablet a day.
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SOCIAL HISTORY: The patient lives with her family which include son, daughter-in-law and husband. The patient does walk every day and she never smoked cigarettes or drank alcohol. No history of illicit drug use.

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.
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