PATIENT NAME:  Marie Lescelius
DOS: 09/13/2023
DOB: 11/18/1938
HISTORY OF PRESENT ILLNESS:  Mr. Lescelius is a very pleasant 84-year-old female with history of hypertension, history of CVA, dementia, history of hearing loss as well as vision problem, history of hypothyroidism, hyperlipidemia, and history of breast cancer who was presented to the emergency room with complaints of cough and progressively shortness of breath.  Her cough was also getting worse.  She was evaluated in the emergency room.  She was tested positive for COVID-19.  She was negative for flu and RSV.  EKG did not show any acute changes.  She did underwent pulmonary angiogram CT and was admitted to the hospital.  Chest x-ray did show new multifocal pneumonia.  She was given Decadron.  She was not given remdesivir.  She was requiring supplemental oxygen and continuing on other medications.  CT did not show any blood clots.  The patient was subsequently doing better.  She was being monitored.  Physical and occupational therapy for the patient and was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she is sitting up in the chair complaining of feeling weak and tired.  She denies n anxiety complains of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any cough.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.  She states that she did some physical therapy today.  She did get tired after doing that, but overall she feels she is improving somewhat.  No other complaints.

PAST MEDICAL HISTORY:  Significant for breast cancer, history of CVA, type II diabetes mellitus, hypertension, hyperlipidemia, gastroesophageal reflux disease, hypothyroidism, irritable bowel syndrome, history of DVT, and history of lung nodule.
PAST SURGICAL HISTORY:  Significant for lumpectomy breast, cervical fusion surgery, bunionectomy, total abdominal hysterectomy with bilateral salpingo-oophorectomy, carpal tunnel syndrome release, cholecystectomy, thrombectomy, rotator cuff repair, total shoulder arthroplasty left, and breast biopsy.
ALLERGIES: POLYETHYLENE GLYCOL and SULFA.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any history of MI or coronary artery disease.  She does have history of hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of COVID pneumonia and history of generalized weakness.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Musculoskeletal:  She complains of being weak and tired.  She does have history of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema both lower extremities.
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IMPRESSION:  (1).  Generalized weakness/deconditioning.  (2).  COVID pneumonia.  (3).  Type II diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Chronic kidney disease. (7).  History of CVA. (8).  History of Alzheimer’s dementia. (9).  History of breast cancer. (10).  Hypothyroidism. (11).  GERD. (12).  DJD.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Continue other medications.  Monitor her sugars.  We will monitor her progress.  She was encouraged to eat better.  Continue with her exercise.  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:  Melvin Veik
DOS: 09/11/2023
DOB: 09/22/1938
HISTORY OF PRESENT ILLNESS:  Mr. Veik is seen in his room today for a followup visit.  He is a very pleasant 84-year-old admitted after bypass surgery.  He states that he is doing much better.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitation.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  He has noticed some swelling of his lower extremities both, but slight worse on the right side.  Denies any pain in his legs.  He has been doing physical therapy.  Denies any other symptoms or 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:  2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Coronary artery disease status post CABG.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Diabetes mellitus type II.  (6).  Chronic kidney disease. (7).  Hypothyroidism. (8).  BPH. (9).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will start him on Lasix 40 mg q.d. for three days.  Subsequently, we will decrease it to 20 mg once a day.  We will check basic metabolic panel in five days time.  Continue other medications.  He was encouraged to continue with physical therapy.  I have also suggested that he keep his legs elevated, cut back on salty food.  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.
PATIENT NAME:  Catherine Ross
DOS: 09/11/2023
DOB: 12/22/1957
HISTORY OF PRESENT ILLNESS:  Ms. Ross is seen in her room today at the request of the nurse since there was some redness around the incision.  She states that she has been feeling well.  She denies any complains 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.  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.  Left hip incision is slight red and slight warm.  No drainage seen.
IMPRESSION:  (1).  Cellulitis.  (2).  Status post left hip arthroplasty.  (3).  History of COPD.  (4).  Hypertension.  (5).  History of rheumatoid arthritis.  (6).  Hypothyroidism. (7).  Fibromyalgia. (8).  Sleep apnea. (9).  Depressive disorder. (10).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We reviewed her allergies.  We will start her on erythromycin 333 mg tablet; one tablet p.o. t.i.d.  She will take it with food.  We will continue other medications.  She states that she has significant reaction of diarrhea with clindamycin and does not want to take clindamycin at the present time.  She is allergic to PENICILLIN, SULFA, and KEFLEX.  She was encouraged to continue her other medications.  We will monitor her progress.  Continue to work with PT/OT.  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:  Kenneth Radtke
DOS: 09/11/2023
DOB: 11/30/1929
HISTORY OF PRESENT ILLNESS:  Mr. Radtke is seen in his room today for a followup visit.  He states that he is doing better.  He is slowly improving.  He is working with physical therapy.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  He 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).  Compression fracture of the lumbar vertebra.  (2).  Fall.  (3).  Generalized weakness.  (4).  History of subdural hematoma.  (5).  History of seizures.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  I have encouraged him to eat better and drink enough fluid.  Continue to work with PT/OT.  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.
PATIENT NAME:  Thomas Eldredge
DOS: 09/13/2023
DOB: 12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit.  He states that he is doing better.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  He states that he has been working with physical therapy and seems to be doing better.  He is improving.  He feels that his strength is also improving.  He is ambulating some.  He denies any other symptoms or 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.  Pulses are bilaterally symmetrical.
IMPRESSION:  (1).  Acute CVA with right hemiparesis.  (2).  Bilateral carotid stenosis.  (3).  Lower extremities weakness.  (4).  Insulin-dependent diabetes mellitus.  (5).  Peripheral neuropathy.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing some better.  He feels he is gaining some strength in his legs.  He has been ambulating some.  He denies any other symptoms or complaints.  I have encouraged to eat better and drink enough fluids.  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.
PATIENT NAME:  Chester Dunn
DOS: 09/13/2023
DOB: 06/20/1954
HISTORY OF PRESENT ILLNESS:  Mr. Dunn is seen in his room today for a followup visit.  He is lying in his bed having his dinner.  He states that he has been doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  Overall, he feels that he is doing better.  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:  Bilateral chronic lymphedema both lower extremities.

IMPRESSION:  (1).  COPD.  (2).  Congestive heart failure.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  History of sleep apnea.  (6).  Chronic lymphedema both lower extremities.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable.  We will continue current medications.  I have recommended pressure stocking or Ace wrap to help mobilize the lymphedema fluid.  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.
PATIENT NAME:  Robert Douglas
DOS: 09/11/2023
DOB: 11/18/1951
HISTORY OF PRESENT ILLNESS:  Mr. Douglas is seen in his room today for a followup visit.  He is sitting up in his chair.  He is less communicated.  He denies any complaints of any chest pain or shortness of breath.  He denies any palpitation.  He denies any complaints of any abdominal pain.  No nausea, vomiting or diarrhea.  No fever or chills.  He is somewhat quiet today.  Case was discussed with the nursing staff who have raised no new concerns.  Overall, he has been doing well.

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 CVA.  (2).  History of paranoid schizophrenia.  (3).  Generalized anxiety disorder.  (4).  Mood disorder.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He is also being evaluated for mobility evaluation for a tilt wheelchair due to his diagnosis of CVA.  He is unable to use the manual wheelchair that he currently has.  He requires a manual wheelchair with tilt to receive maximum assistance in completing ADLs in his home.  He likes the upper extremity coordination to propel a manual wheelchair.  He is recommended and requires a custom wheelchair with tilt for dependent pressure relief, posture, and safety in transit.  The patient’s caregiver would be able to physically and mentally operate a custom tilt wheelchair.  We will continue other medications.  If you have any questions, please do not hesitate to call me.

Masood Shahab, M.D.
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