Clinic Visit Note
Patient’s Name: Khalid Farooqui
DOB: 06/06/1974
Date: 07/31/2025
CHIEF COMPLAINT: The patient came today after near fainting episode.

SUBJECTIVE: The patient stated that day before yesterday he woke up in the morning and went to the bathroom. After that the patient had hard stools and then he felt clammy and then almost passed out. He called his wife and she came to help him out. The patient was alert, did not lose the consciousness and there were no seizures witnessed by wife. The patient felt very weak and was sweating and after that he drank fluids and gradually he felt better. After that the patient within an hour was able to get ready and go to the work. After that he never had any such episodes. The patient stated that he did not pass any blood in the stools neither he had any change in the bowel habits or stool color. Today the patient feels normal and his blood sugar on the day of episode was 132 before breakfast.

The patient stated that he had no chest pain, cough or fever and there was no exposure to any serious illnesses or allergies.

REVIEW OF SYSTEMS: The patient denied double vision, ear pain, headache, swallowing difficulty, speech difficulty, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on Zetia 10 mg tablet once a day along with low-fat diet.

The patient has a history of diabetes and he is on glimepiride 2 mg tablet one tablet daily along with low-carb diet.

The patient has a history of hypertension and he is on losartan 25 mg tablet one tablet a day along with low-salt diet.

SOCIAL HISTORY: The patient is married, lives with his wife. He is a truck driver. The patient quit smoking in 2008. No history of alcohol use or substance abuse. He is currently nonsmoker.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement, lymph node enlargement, or bruits.

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 able to ambulate without any assistance.

PSYCHOLOGIC: The patient appears stable and has normal affect.
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