Clinic Visit Note
Patient’s Name: Khalid Mirza
DOB: 09/01/1949
Date: 04/09/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of high fasting blood glucose, anxiety, loss of sleep, and right knee pain.

SUBJECTIVE: The patient stated that his blood sugar readings are ranging from 150 to 180 mg/dL in a fasting state. Sometimes the patient has generalized weakness especially after his four hours of work and the patient is avoiding sweets and carbohydrates.
The patient is feeling anxious for the past several weeks due to family stressors. The patient has taken sertraline in the past with good results.

The patient has sleeping problem on and off and lately he has been more and he hardly gets three to four hours of sleep. The patient’s caffeine intake is four ounces a day, but if he does not drink any coffee certain days, he still has sleeping problems.
The patient complained of right knee pain and it is worse on exertion and the pain level is 4 or 5 and it is relieved after resting.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or blood in the urine.

PAST MEDICAL HISTORY: Significant for gout and he is on allopurinol 100 mg tablet once a day along with low-purine diet.

The patient has a history of hypercholesterolemia and he is on atorvastatin 20 mg a day along with low-fat diet.

The patient has a history of vitamin D deficiency and he is on vitamin D3 supplements 2000 units every day.

The patient has a history of coronary artery disease and he is on clopidogrel 75 mg tablet once a day.

The patient has a history of benign prostatic hypertrophy and he is on finasteride 5 mg tablet one tablet a day along with tamsulosin 0.4 mg once a day.
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The patient has a history of diabetes and he is on glimepiride 2 mg tablet one tablet twice a day, Tradjenta 5 mg tablet once a day, and metformin 1000 mg tablet twice a day along with low-carb diet.

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

The patient has a history of hypothyroidism and he is on levothyroxine 88 mcg once a day.

The patient has a history of gastritis and he is on pantoprazole 40 mg tablet once a day along with bland diet.

RECENT SURGICAL HISTORY: Coronary artery stent placement in 2021.
ALLERGIES: None.
FAMILY HISTORY: Brother had throat cancer and passed away and another brother had myocardial infarction and passed away.

SOCIAL HISTORY: The patient is married, lives with his wife and adult children. The patient works a cashier in Target Store.
The patient has smoking habits one or two cigarettes every few weeks.

No history of alcohol use or substance abuse.
OBJECTIVE:
HEENT: Unremarkable.

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

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

ABDOMEN: Soft without any tenderness and bowel sounds are active. There is no organomegaly.
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.

I had a extensive 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.
