PATIENT NAME:  Brian Krauter
DOS: 03/16/2023
DOB: 04/29/1966
HISTORY OF PRESENT ILLNESS:  Mr. Krauter is seen in his room today for a followup visit.  He is having his breakfast.  He states that he is doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitation.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.  Case was discussed with the nursing staff who have raised no new issues.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Parkinson’s disease.  (2).  Coronary artery disease.  (3).  History of ischemic cardiomyopathy.  (4).  History of congestive heart failure.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable.  We will continue current medications.  We will follow on his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Lucy Robinson
DOS: 03/16/2023
DOB: 04/22/1944
HISTORY OF PRESENT ILLNESS:  Ms. Robinson is seen in her room today for a followup visit.  She has been complaining of pain in her legs.  She had some swelling in her legs.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitation.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  COPD.  (2).  Lumbar spinal stenosis.  (3).  Status post lumbar radiculopathy.  (4).  Degenerative joint disease.  (5).  Hypothyroidism.  (6).  Hyperlipidemia. (7).  GERD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue her current pain medications.  She does have history of peripheral vascular disease and also history of rheumatoid arthritis.  She was encouraged to drinking of fluids.  Continue current medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Roger Williams
DOS: 03/16/2023
DOB: 06/10/1926
HISTORY OF PRESENT ILLNESS:  Mr. Williams is seen in his room today for a followup visit.  He is sitting and having his breakfast.  He states that he has been doing well.  He denies any complaints of chest pain.  Denies any shortness of breath.  He complains of pain in his joints off and on.  He denies any recent falls.  Denies any complaints of chest pain or shortness of breath.  Denies any palpitation.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of cardiomyopathy.  (2).  Hypertension.  (3).  History of hematuria.  (4).  Hyperlipidemia.  (5).  Chronic Foley catheter.  (6).  Degenerative joint disease. (7).  Anxiety.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing stable and doing well.  We will continue current medications.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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PATIENT NAME:  Lucile Roberts
DOS: 03/16/2023
DOB: 09/24/1922
HISTORY OF PRESENT ILLNESS:  Ms. Roberts is seen in her room today for a followup visit.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitation.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She complains of getting tired and fatigued.  No other complaints.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  Chronic anemia.  (4).  Degenerative joint disease.  (5).  Bilateral carpal tunnel syndrome.  (6).  Deconditioning.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  Encouraged she has to eat better, drink enough fluids, try to do some walking and some exercises.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Joyce Schlosser
DOS: 03/16/2023
DOB: 08/06/1926
HISTORY OF PRESENT ILLNESS:  Ms. Schlosser is seen in her room today for a followup visit.  She complains of joint pains.  She also complains of shoulder pain.  She does have some swelling in her legs.  She does complain of feeling fatigue.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitation.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema both lower extremities.

IMPRESSION:  (1).  Shoulder pain.  (2).  Atrial fibrillation.  (3).  Hypertension.  (4).  History of pernicious anemia.  (5).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue her current pain medications.  She was encouraged to do some range of motion exercises.  Continue other medications.  We will monitor her progress.  We will monitor her pro-time.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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