PATIENT NAME:  Robbie Grace



DOS:  03/22/2023
DOB: 10/28/1953

HISTORY OF PRESENT ILLNESS:  Mr. Grace is seen in his room today for a followup visit.  He was recently sent to the hospital after he suffered a fall.  He was diagnosed with wrist fracture.  He was put in a cast and was subsequently sent to the Willows at Howell.  He is supposed to see orthopedic.  He states that he is doing better.  His pain has improved.  He does have some bruising on his scalp still.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea. No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Right wrist with cast in place. Mild swelling of both lower extremities.

IMPRESSION:  (1).  Right wrist fracture.  (2).  History of left humerus fracture.  (3).  Hypertension  (4).  Hyperlipidemia.  (5).  Fall.  (6).  Bilateral lower extremity swelling.  (7).  Chronic pain.

TREATMENT/PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better with pain control.  We will continue current medications.  He was encouraged to call the nurse if he needs to go to the bathroom.  Continue other medications.  We will monitor his progress.  We will check routine labs.  We will follow up on his workup.  If he has any other symtoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Margaret Germaine Kelly


DOS:  03/22/2023
DOB: 05/03/1922

HISTORY OF PRESENT ILLNESS:  Ms. Kelly is seen in room today at the request of the nurse since she has been complaining of pain in her left knee.  She denies any fall.  Denies any injury.  She states that she is not sure if she twisted in bed and that contributed to the pain.  She denies any complaints of any swelling.  She does have chronic back pain.  Denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Left knee there is tenderness over the lateral aspect. Range of motion is somewhat limited.  Pulses were bilaterally symmetrical both lower extremities.

IMPRESSION:  (1).  Left knee pain.  (2).  Chronic back pain.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Dementia.  (6).  Degenerative joint disease.
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TREATMENT/PLAN:  Discussed with the patient about her symptoms.  We will get x-ray of the left knee.  We will put her on Medrol Dosepak.  I have also recommended tramadol if the family is agreeable to it.  We will use Tylenol along with the tramadol.  Continue other medications.  I will use Voltaren gel or asper cream locally.  We will follow up on her workup.  If he has any other symtoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
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