PATIENT NAME:  Elizabeth Smith
DOS:  09/21/2023
DOB:  09/09/1956
HISTORY OF PRESENT ILLNESS:  Mrs. Smith is seen in her room today for a followup visit.  She is lying in her bed.  She denies any complaints of chest pain.  She does complain of pain in her neck as well as her back.  She states that the pain medication does help her.  She denies any complaints of any nausea or vomiting.  She denies any diarrhea.  No fever or chills.  She does not want to be bothered by changing positions.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple, but rotated.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Decubitus ulcers with dressing in place.
IMPRESSION:  (1).  Multiple sclerosis.  (2).  Decubitus ulcers.  (3).  History of spastic paraplegia.  (4). Neurogenic bladder.  (5).  History of hyponatremia.  (6).  Chronic anemia. (7).  Depressive disorder. (8).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be comfortable.  Hospice has been following.  We will continue current medications.  She was encouraged to eat better and 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:  Mary Lutz
DOS: 09/21/2023
DOB:  03/09/1942
HISTORY OF PRESENT ILLNESS:  Ms. Lutz is seen in her room today for a followup visit.  She is lying in her bed.  She is smiling.  She states that she is doing well.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  Case was discussed with the nursing staff who have raised no other issues.  No other complaints.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  Diminished breath sounds in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Chronic edema both lower extremities.

IMPRESSION:  (1).  Parkinson’s disease.  (2).  History of congestive heart failure.  (3).  Paroxysmal atrial fibrillation .  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Degenerative joint disease. (7). Dementia.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  She has been eating well.  I have encouraged her to continue to eat better and drink enough fluids.  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.

Masood Shahab, M.D.
PATIENT NAME:  Stanley Skolowski
DOS: 09/21/2023
DOB: 03/15/1948
HISTORY OF PRESENT ILLNESS:  Mr. Skolowski is seen in his room today for a followup visit.  He is sitting up in his chair.  He states that he is doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He does complain of joint pain.  He does take his medications which does help him.  He denies any other symptoms or 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:  Chronic edema both lower extremities.  Chronic skin changes both lower extremities.

IMPRESSION:  (1).  Generalized weakness.  (2).  History of vascular dementia.  (3).  Diabetes mellitus.  (4).  Neuropathy.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Atrial fibrillation. (8).  Depressive disorder . (9).  Chronic lower extremity lymphedema with wound.  (10).  History of paranoia.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable.  We will continue current medications.  Encouraged him to eat better.  Drink enough fluids.  Try to do some physical activity.  Continue current medications.  He does follow up with his rheumatologist.  Continue same 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:  Thomas Silversides
DOS: 09/21/2023
DOB:  07/12/1957

HISTORY OF PRESENT ILLNESS:  Mr. Silversides is seen in his room today for a followup visit.  He is sitting up in his chair.  He states that he is feeling well.  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.  He has been eating well.  Denies any other symptoms or complaints.  Case was discussed with the nursing staff who have raised no other 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).  Severe pulmonary hypertension.  (2).  Interstitial lung disease.  (3).  History of glaucoma.  (4).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable with no new complaints.  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.

Masood Shahab, M.D.
PATIENT NAME:  Lois Paquette
DOS:  10/12/2023
DOB:  07/19/1937
HISTORY OF PRESENT ILLNESS:  Mrs. Paquette is a very pleasant 86-year-old female who was recently admitted to the hospital after she suffered a fall.  She landed on her right foot and right arm.  She denies any head trauma.  She was having a lot of pain.  She was brought to the emergency room.  The patient was seen in the ER.  X-rays were done which were negative.  She was recommended pain control.  The patient has a small laceration and dressing was done.  The patient was subsequently discharged from the hospital and admitted to WellBridge for rehabilitation.  At the present time, she states that she is feeling well.  She does complain of feeling tired and fatigued.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for chronic kidney disease, history of deep venous thrombosis, history of pulmonary embolism, history of atrial fibrillation, history of TIA, degenerative joint disease, and chronic kidney disease.
PAST SURGICAL HISTORY:  Significant for hysterectomy, tonsillectomy, and cataract surgery.
ALLERGIES:  ADHESIVE BANDAGE, PENICILLIN 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 heaviness or pressure sensation.  Denies any history of MI or coronary artery disease.  No history of CHF.  Respiratory:  She does complain of shortness of breath with activity.  She denies any complaints of any history of asthma or emphysema.  She is complaining of some cough.  She is also complaining of sinus drainage.  No other complaints.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  She does have history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological:  She does have history of TIA.  Denies any focal weakness in the arms or legs.  She denies any history of seizures.  No history of CVA.  Musculoskeletal:  She complains of joint pains, history of swelling of both the lower extremities and history of generalized weakness.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Tender.  Bowel sounds were positive.  Extremities:  1 to 2+ pitting edema both lower extremities.  Right foot with dressing in place.
IMPRESSION:  (1).  Fall.  (2).  Right foot laceration.  (3).  Hypertension.  (4).  Chronic kidney disease.  (5).  History of paroxysmal atrial fibrillation.  (6).  Hyperlipidemia.  (7).  UTI. (8).  Degenerative joint disease. (9).  History of TIA.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  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:  10/11/2023
DOB:  09/22/1938
HISTORY OF PRESENT ILLNESS:  Mr. Veik is a very pleasant 84-year-old male with a history of type II diabetes mellitus, COPD, hypertension, hyperlipidemia, and degenerative joint disease, was recently admitted after having coronary artery bypass surgery.  He was at WellBridge having rehab when he had oxygen desaturation for which he was sent back to the hospital where he was evaluated and diagnosed with acute on chronic respiratory failure and pneumonia.  Chest x-ray revealed a left pleural effusion with left basilar opacification.  The patient was treated with IV antibiotics and also given frequent nebulized breathing treatment as well as steroids.  The patient was subsequently doing better.  He was discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  The patient was switched to oral prednisone as well as ceftriaxone.  The patient at the present time states he is feeling better.  He denies any complaints of chest pain.  He denies any shortness of breath, occasional cough but denies any pain with deep inspiration.  Denies any chest pain.  No nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

For details of past medical history, past surgical history, social history, and medications – see chart.

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 upper extremities.

IMPRESSION:  (1).  Acute on chronic respiratory failure.  (2).  COPD exacerbation.  (3).  Left lower lobe pneumonia.  (4).  History of CAD status post CABG.  (5).  History of sleep apnea.  (6).  Type II diabetes mellitus. (7).  Acute and chronic kidney disease. (8).  Gastroesophageal reflux disease. (9).  BPH.  (10).  DJD.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will monitor his progress.  We will consult physical and occupational therapy.  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:  Sandra Haines
DOS: 10/11/2023
DOB:  01/30/1948
HISTORY OF PRESENT ILLNESS:  Ms. Haines is seen in her room today for a followup visit.  She states that she is doing somewhat better.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She does complain of weakness.  She does participate with physical therapy.  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.  Left knee healing well.  No wound redness or inflammation seen.
IMPRESSION:  (1).  Status post left total knee arthroplasty with prosthetic joint MRSA septic arthritis status post surgery with antibiotic spacer replacement.  (2).  History of acute labrum injury.  (3).  History of type II diabetes mellitus.  (4).  Atrial fibrillation.  (5).  Acquired hypothyroidism.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  DJD. (9).  History of depression.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing some better.  I have encouraged her to continue with therapy.  Continue current medications.  She is on antibiotics.  I have recommended that she follow up with Infectious Disease as well as Orthopedics.  Her sutures would be removed.  We will 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.

Masood Shahab, M.D.

PATIENT NAME:  Kenneth Radtke
DOS: 10/11/2023
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 denies any complaints of any chest pain.  He denies any shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.  He does have some swelling of the lower extremities slightly improved from before, but continues to persist, but denies any complaints of any shortness of breath.  No orthopnea or paroxysmal nocturnal dyspnea.  He does complain of generalized weakness.  No other complaints.  Case was discussed with the nursing staff who have raised no other 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:  2+ pitting edema both lower extremities.

IMPRESSION:  (1).  History of multiple falls.  (2).  UTI.  (3).  History of sepsis.  (4).  History of subdural hemorrhage.  (5).  History of benign neoplasm of the brain.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  History of orthostatic hypotension. (9).  Degenerative joint disease.
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TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  His blood pressure is stable on the Lasix.  I have recommended having CBC and BMP tests drawn.  We will continue other medications.  He was encouraged to do some exercises.  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:  Claudia O’Green
DOS: 10/12/2023
DOB: 09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She states that she is doing well.  She states that she is trying to make better choices in her food.  Her blood sugar has been elevated.  She has not been getting her Trulicity injections every week.  She denies any other symptoms or complaints.  Denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  No nausea, vomiting, or diarrhea.  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).  Diabetes mellitus with elevated blood sugars.  (2).  History of allergic rhinitis.  (3).  Bipolar disorder.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Morbid obesity. (7).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I reviewed her blood sugar readings with the patient.  I have suggested we will switch her to Ozempic.  The patient states that she has tried it before, developed nausea and was not feeling well, so does not want to take it.  We will continue them on the Trulicity.  We will increase the dose to 3 mg.  I have advised the nurses to see if we can get her Trulicity every week.  We will increase her Lantus to 50 units.  We will monitor her blood sugars.  We will continue other medications.  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:  Thomas Eldredge
DOS: 10/03/2023
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 well.  He is doing some therapy.  He is improving.  He denies any complaints of chest pain or shortness of breath.  He denies any palpitations.  Denies any nausea. No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.  He does have issues with bruising over his stomach, getting the subcutaneous heparin.
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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.  Right-sided weakness.
IMPRESSION:  (1).  CVA with right hemiparesis.  (2).  Bilateral carotid stenosis.  (3).  Lower extremity pain/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 stable and improving slightly.  We will continue current medications.  I encouraged him to continue to participate with physical therapy and occupational therapy.  We will check routine labs.  We will monitor his progress.  We will follow up 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.
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