Clinic Visit Note
Patient’s Name: Abdul Rasheed
DOB: 09/06/1959
Date: 08/29/2024

CHIEF COMPLAINT: The patient came today with a chief complaint of severe abdominal pain.

SUBJECTIVE: The patient came today with his wife stating that he woke up 7 o'clock in the morning holding his abdomen and it was very painful. The pain level was 7 or 8, after half an hour the pain is somewhat better, but continued to have nausea without any vomiting. The patient could take only liquid diet today.

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

PAST MEDICAL HISTORY: Significant for hypercholesterolemia and he is on atorvastatin 80 mg tablet once a day along with low-fat diet.
The patient has a history of diabetes and he is on NPH insulin 70/30, 36 units in the morning and 32 units in the evening along with Tradjenta 5 mg tablet once a day and metformin 500 mg one tablet twice a day.

RECENT SURGICAL HISTORY: None.
SOCIAL HISTORY: The patient lives with his wife and he does not currently work.
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.
OBJECTIVE:
LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Examination reveals exquisite tenderness of the right upper quadrant and bowel sounds are active.

EXTREMITIES: Unremarkable. The patient is able to ambulate without any assistance.
Emergency room at the nearest hospital is notified about the patient’s condition and the patient’s wife will accompany him.
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