Clinic Visit Note

Patient’s Name: Kulwant Hundal

Date: 01/24/2013

MR#: 000

SUBJECTIVE: The patient came today for physical examination.

HISTORY OF PRESENT ILLNESS: The patient stated that he had high blood pressure in the past and lately his blood pressure has been slightly elevated. The patient described no chest pain or shortness of breath.

The patient complains of left Achilles tendon inflammation as he was doing exercise on treadmill. The patient has stopped the exercise for the past few days and he started feeling better now. The patient also has a history of diabetes mellitus and his blood sugars have been stable. The patient is advised to check blood sugar every day.

Past medical history, family history, and other histories are recorded and discussed with the patient in detail.

Medications are also reviewed and the patient is given new prescription for management of hypertension.

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

OBJECTIVE:
HEENT: Grossly within normal limits.

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

HEART: Normal heart sounds without any murmurs.

LUNGS: Clear on auscultation.

ABDOMEN: Soft without any tenderness.

RECTAL: Examination was performed and did not show any prostate enlargement. The patient does not have any testicular abnormalities and there was no hernia.

EXTREMITIES: Unremarkable without any pedal edema or calf tenderness.

NEUROLOGICAL: Bilaterally equal without any focal deficits.
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