Clinic Visit Note

Patient’s Name: Salim Ali

Date: 01/24/2013

MR#: 015

SUBJECTIVE: The patient came today after laboratory tests.

HISTORY OF PRESENT ILLNESS: The patient had laboratory tests done at Edward’s Hospital and he has high triglyceride. The patient is advised to cut down fat intake.

The patient also has low HDL and he is advised to increase omega-3 fatty acids. The patient at this time has no chest pain or shortness of breath.

The patient has history of hypertension and his blood pressure at this time is much better and the patient does not have any chest pain or shortness of breath.

The patient stated that he snores in the nighttime and his daytime concentration is unremarkable.

The patient stated that he has problem with his abdominal fat and has tried to reduce it.

Medications are reviewed and the patient is given refill on metoprolol 25 mg twice a day that controls his blood pressure at home. His blood pressure reading is 110 systolic and diastolic is about 70. The patient’s heart rate is 70-80 beats per minute.

REVIEW OF SYSTEMS: The patient denied dizziness, severe headache, double vision, nausea, vomiting, or focal weakness of the upper or lower extremities.

Past medical history was also reviewed and discussed with the patient in detail. Also, the family history was reviewed.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any lymph node enlargement or carotid bruits.

HEART: Normal heart sounds without any murmurs.

LUNGS: Clear on auscultation.

ABDOMEN: Obese without any tenderness.

EXTREMITIES: No tremors, calf tenderness, or edema.

NEUROLOGICAL: Bilaterally equal and gait is steady without any assistance.
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