Clinic Visit Note
Patient’s Name: William Murphy
DOB: 09/13/1966
Date: 07/08/2025
CHIEF COMPLAINT: The patient came today as fasting blood glucose is high, followup for hypertension and increased body weight.

SUBJECTIVE: The patient stated that his fasting blood glucose is ranging from 130 to 150 mg/dL. The patient is advised on low-carb diet and also the patient is going to start stretching exercises.

The patient has history of hypertension. Initially his blood pressure was high on today’s visit then blood pressure rechecked was unremarkable.

The patient stated that he gained weight last few months and the patient is advised on low-carb and low-salt diet.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for diabetes and he is on metformin 500 mg tablet one tablet twice a day along with low-carb diet and also the patient was on ramipril 10 mg tablet one tablet a day along with low-salt diet.

SOCIAL HISTORY: The patient is married, lives with his family. He is a truck driver per the patient. Smoking habits none. Alcohol use three or four beers a week.

OBJECTIVE:
NECK: Supple without any thyroid enlargement.

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

ABDOMEN: Slightly 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.
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