PATIENT NAME:  Sandra Diamond
DOS:  08/30/2023
DOB:  07/28/1939

HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room sitting up in the chair.  She states that she has been doing better.  She does complain of pain in her knee as well as her back.  She denies any complaints of chest pain.  She denies any shortness of breath.  She 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.

IMPRESSION:  (1).  Lower back pain.  (2).  Hip pain.  (3).  Status post right knee arthroplasty.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6). History of coronary artery disease.  (7).  Cardiomyopathy.  (8).  Hypothyroidism.  (9).  Depressive disorder.  (10).  Anxiety.  (11).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She is not having any more urinary symptoms.  She feels overall better.  She has been eating better.  She does take pain medications as needed.  We will continue the same.  She was encouraged to do some exercise and ambulate herself.  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.

Masood Shahab, M.D.

PATIENT NAME:  Dorothy Harris
DOS:  08/30/2023
DOB:  09/15/1941

HISTORY OF PRESENT ILLNESS:  Ms. Harris is seen in her room today for a followup visit.  She states that her swelling has slightly improved.  She has been on water pills.  She has to go to the bathroom more frequently.  She denies any complaints of chest pain. She denies any shortness of breath.  She denies any palpitations.  She is not having any more weeping of fluid from her leg.  She overall otherwise has been feeling better.  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:  2+ pitting edema, both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Cellulitis improved.  (3).  Right hip fracture status post surgery.  (4).  Diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Dementia.  (8).  Chronic kidney disease.  (9).  Hypothyroidism.  (10).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  Her redness and swelling has somewhat improved.  We will continue on the Lasix dosage.  Continue antibiotics.  Continue other medications. Encouraged her to keep her legs elevated.  Also recommended compression stocking.  We will monitor her progress.  We will follow up on her progress.  If she has any other symptoms or complaints she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Dorothy Harris
DOS:  08/16/2023
DOB:  09/15/1941

HISTORY OF PRESENT ILLNESS:  Ms. Harris is seen in her room today for a followup visit.  She has been having some increasing frequency.  She had a urinalysis done, which was positive.  She also had some confusion and mental status changes.  She denies any complaints of chest pain or shortness of breath.  She denies any abdominal pain.  She does complain of increasing swelling of her legs for which she has been on Lasix.  She denies any other symptoms or 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:  Chronic edema 2 to 3+ both lower extremities.

IMPRESSION:  (1).  UTI.  (2).  Bilateral lower extremity swelling.  (3).  Hip fracture status post surgery.  (4).  Type II diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Dementia.  (8).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  In view of her symptoms as well as urinalysis being positive, we will start her on antibiotics.  Definitely benefits outweigh risks.  We will see how she does.  She was encouraged to drink a little more fluids.  Continue on her 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.

PATIENT NAME:  Lula Hibbard
DOS:  08/30/2023
DOB:  06/27/1937

HISTORY OF PRESENT ILLNESS:  Ms. Hibbard is seen in her room today for a followup visit.  She is sitting up in her chair reading.  She states that she has been doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever.  No 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.

IMPRESSION:  (1).  Hypertension.  (2).  History of lacunar infarct/CVA.  (3).  Hyperlipidemia.  (4).  Fatigue.  (5).  Chronic hyponatremia.  (6).  CKD stage III.  (7).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current medications.  We will monitor her progress.  She was encouraged to ambulate and do some physical activity.  Continue other medications.  Drink enough fluids.  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.

Masood Shahab, M.D.

PATIENT NAME:  Konrad Hammerle
DOS:  08/31/2023
DOB:  03/09/1935

HISTORY OF PRESENT ILLNESS:  Mr. Hammerle is seen in his room today for a followup visit accompanied by his daughter to check skin on his face.  He has a history of skin cancer.  He states that he has been doing well.  He denies any complaints of chest pain.  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:  No edema.

IMPRESSION:  (1).  History of CVA status post left sided weakness.  (2).  Coronary artery disease.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Dementia.  (6).  Degenerative joint disease. 

TREATMENT/PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  His skin was evaluated.  I do not see any evidence of any skin cancer at the present time.  I did discuss with the patient’s daughter about his symptoms and we will continue to monitor skin checks.  We will continue other 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.

Masood Shahab, M.D.
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