PATIENT NAME:  Kenneth Barkoski
DOS: 01/13/2025
DOB: 03/01/1937
HISTORY OF PRESENT ILLNESS:  Mr. Barkoski is a very pleasant 87-year-old male with history of hypertension, hyperlipidemia, chronic kidney disease, benign prostatic hypertrophy and degenerative joint disease, history of colon cancer status post partial colectomy, presented to the emergency room because of left side chest pain as well as shortness of breath.  He was diagnosed with non-ST-elevation MI as well as acute congestive heart failure.  He had swelling of both his lower extremities.  Troponin was significantly elevated.  Chest x-ray shows diffuse interstitial thickening with associated small pleural effusion suggestive of fluid overload.  The patient was admitted to the hospital.  Cardiology was consulted.  The patient underwent cardiac catheterization during the hospitalization.  He had a stent placement and also cardiac rehabilitation was recommended.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he is sitting up in his bed.  He states that he is feeling better.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any swelling of his legs.  He states that he does have bruising in his arms.  He denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea. No vomiting.  Denies any diarrhea.  No other complaints.
PAST MEDICAL HISTORY:  Significant for colon cancer, history of hypertension, hyperlipidemia, prostate cancer, chronic kidney disease, history of monoclonal gammopathy of underdetermined significance, gastroesophageal reflux disease and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for prostate biopsy, knee surgery, partial colectomy, cataract surgery and hernia repair.
ALLERGIES: No known drug allergies.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain at the present time.  He did have non-ST-elevation MI, history of congestive heart failure, and history of hypertension.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  He does have history of gastroesophageal reflux disease.  He denies any history of peptic ulcer disease.  Denies any complaints of abdominal pain.  No nausea, vomiting, or diarrhea.  Genitourinary:  He does have history of prostate cancer and history of BPH.  He complains of increasing frequency of urination.  Musculoskeletal:  He does complain of joint pain.  He does have history of arthritis.  Neurological:  He denies any complaints of history of TIA or CVA.  No focal weakness in the arms or legs.  No history of seizures.  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.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses bilaterally symmetrical. Neurologic: The patient is awake and alert.  Oriented x 3.  No focal deficit.
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IMPRESSION:  (1).  Acute congestive heart failure.  (2).  Hypertension.  (3).  History of CAD.  (4).  History of MI.  (5).  Hyperlipidemia.  (6).  DJD.  (7).  Elevated liver enzymes.  (8).  Anemia.  (9).  Chronic kidney disease.  (10).  Gastroesophageal reflux disease.  (11).  BPH.  (12).  History of prostate cancer.  (13).  Insomnia.  (14).  Monoclonal gammopathy of undetermined significance.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Continue current medications.  We will check routine labs.  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:  Karen Arsneault
DOS: 01/13/2025
DOB: 08/03/1955
HISTORY OF PRESENT ILLNESS:  Ms. Arsneault is seen in her room today for a followup visit.  She states that she has been feeling better.  She continues to complain of pain in her back as well as her hip.  She states that she has hard time standing for some period of time as well as walking.  She 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.  Case was discussed with the nursing staff who have raised no other issues.

PHYSICAL EXAMINATION:  General Appearance: Normal.  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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of fall.  (2).  Low back pain.  (3).  Hip pain.  (4).  Diabetes mellitus.  (5).  Asthma/COPD.  (6).  Major depressive disorder.  (7).  Anxiety.  (8).  Degenerative joint disease.  (9).  Attention deficit disorder.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue her on the oxycodone.  Continue to work with physical and occupational therapy.  She will take Tylenol in addition to the hydrocodone.  Continue on the gabapentin.  We will monitor her sugars.  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:  Rochelle Daneluk
DOS: 01/13/2025
DOB: 03/11/1938
HISTORY OF PRESENT ILLNESS:  Ms. Daneluk is a very pleasant 86-year-old female.  She is seen in her room today for a followup visit.  She has been diagnosed with COVID. She denies any complaints of cough.  Denies any change in her symptoms.  She does have some congestion as well as runny nose.  She denies any shortness of breath.  Denies any increase in her cough.  She has been afebrile.  Denies any other complaints.  She states that her appetite has been fair.  She has been eating well.  Denies any pain with deep inspiration.  No chest pain.  No palpitations. No shortness of breath.  No nausea, vomiting, or diarrhea.  No other complaints.
PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Scattered rhonchi, but there is no wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Acute COVID-19.  (2).  History of RSV pneumonia.  (3).  Metabolic encephalopathy.  (4).  Atrial fibrillation.  (5).  Congestive heart failure.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  History of aortic valve replacement.  (9).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her symptoms have not changed any.  We will monitor her symptoms.  Continue current medications.  Incentive spirometry is recommended.  Continued on DuoNeb nebulized treatment.  If her symptoms change, she will let me know.  Continue other medications.  We will monitor her progress.  Case was discussed and reviewed with the nurse.  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.
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