Clinic Visit Note
Patient’s Name: Jozsef Radovits
DOB: 10/07/1968
Date: 05/30/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of weight gain. Recent laboratory tests showed high cholesterol and low HDL cholesterol.

SUBJECTIVE: The patient came today with weight gain and he did *______* in last year and the patient also had a laboratory test done and the results were reviewed and discussed in detail. His LDL cholesterol was elevated and HDL cholesterol was low. Last year he had similar episode and that he improved with diet, exercise, and statin medication.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, chest pain, short of breath, nausea, vomiting, leg swelling, calf swelling, tremors, or snoring.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he was on simvastatin 10 mg tablet once a day and he stopped few months ago.

The patient has a history of anxiety disorder and he is on sertraline 25 mg tablet one tablet every day.

The patient has a history of vitamin D deficiency and he was on vitamin D3 supplements 5,000 units once a day.

SOCIAL HISTORY: The patient is single, lives with his mother. The patient is a manager in the business. The patient has no history of smoking cigarettes or substance abuse; however, alcohol use is once in a while.
OBJECTIVE:
NECK: Supple without any thyroid enlargement.

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

ABDOMEN: Obese 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.

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.
______________________________

Mohammed M. Saeed, M.D.
