Clinic Visit Note
Patient’s Name: Kulwant Hundal
DOB: 12/01/1942

Date: 04/05/2024

CHIEF COMPLAINT: The patient came today after passing out episode, pain in the right shoulder, pain in the right hand, pain in the left hand, and followup for hypertension.

SUBJECTIVE: The patient came today with his wife stating that he passed out at home while he was getting off the bed and he fell to the ground. After that he does not remember, but his wife was in the next room and she came to help him out and he was not responsive; however, he was breathing and did not have any seizure. She immediately called 911 and by the time they arrived the patient was already came to consciousness. There is no seizure activity neither he had any choking sensation. The patient denied any chest pain or shortness of breath. He was then came into the emergency room and after that he had extensive evaluation in the emergency and he stayed in the hospital for two days after that he was released and the diagnosis was syncope and he is going to have a followup with cardiologist as well as neurologist.

REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear pain, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, diarrhea, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or seizures.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has a history of hypertension and he is on carvedilol 12.5 mg tablet one tablet twice a day, hydralazine 25 mg tablet one tablet three times a day and lisinopril 10 mg one and half tablet in the morning and one tablet in the evening along with low-salt diet.
The patient has a history of diabetes and he is on Jardiance 10 mg tablet once a day and glipizide plus metformin combination 2.5 plus 500 mg tablet two tablets twice a day. The patient is also on Omega-3 fatty acids 1000 mg one tablet twice a day.

ALLERGIES: None.
PAST SURGICAL HISTORY: Stent placement cardiac.

FAMILY HISTORY: Mother has liver cancer and passed away.

SOCIAL HISTORY: The patient is married, lives with his wife. He has two adult children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. His exercise is yoga and walking and he is retired.
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OBJECTIVE:
HEENT: Unremarkable. There are no bruises on the head or face.
NECK: Supple without any thyroid enlargement or lymph node enlargement. JVP is not raised.
CHEST: Symmetrical without any tenderness.

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.

MUSCULOSKELETAL: Examination reveals right shoulder tenderness and there is no deformity noted. Hand grips are bilaterally equal. Right shoulder examination reveals tenderness of the rotator cuff without any injuries. Left hand examination reveals tenderness of the metatarsal bone due to mild superficial bruising but no open wounds.
I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
______________________________
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