Clinic Visit Note
Patient’s Name: Chinnamma Varghese
DOB: 12/07/1945
Date: 12/22/2025

CHIEF COMPLAINT: The patient came today for annual physical examination and also complaining of anxiety, thickening of the right big toenail, and cough. The patient also came today as a followup for hypokalemia, osteoporosis, and diabetes mellitus.
SUBJECTIVE: The patient stated that she has been anxious at home and stressed out and she is involved taking care of her husband 24 x 7.
The patient has noticed deformity of the right big toenail and she has seen podiatrist without any relief and it does not hurt.

The patient has cough on and off and she has undergone treatment. The patient is on lisinopril. The cough is mostly dry. Currently she has less cough.

The patient had laboratory test done and it showed hypokalemia and the patient was increased potassium in the diet.

The patient had bone scan and discussed with the patient the result. She has been on alendronate for many years.

The patient came today as a followup for diabetes and the blood sugars are borderline high and she is going to make adjustment in the diet. Also the patient is advised to start exercises.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sputum production, blood in the sputum, chest pain, short of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Significant for osteoporosis and she is on alendronate 70 mg tablet once a week along with at least 8 ounces of water.

The patient has a history of hypertension and she is on lisinopril 5 mg twice a day along with low-salt diet.

The patient has a history of diabetes and she is on metformin 500 mg tablet one tablet twice a day along with low-carb diet.

The patient has a history of hypercholesterolemia and she is on simvastatin 5 mg tablet once a day along with low-fat diet.
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RECENT SURGICAL HISTORY: None.
FAMILY HISTORY: Mother has hypertension.

PREVENTIVE CARE: Reviewed and discussed.
SOCIAL HISTORY: The patient is married, lives with her husband and she is currently retired. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. Otherwise, she is very active.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement or lymphadenopathy.
CHEST: Symmetrical.
LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds and there is a faint systolic 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.

PSYCHOLOGIC: The patient appears stable and has normal affect.

I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________

Mohammed M. Saeed, M.D.
