PATIENT NAME:  Carole Modjeski
DOS: 02/17/2025

DOB: 04/13/1936
HISTORY OF PRESENT ILLNESS:  Ms. Modjeski is a very pleasant 88-year-old female with history of hypothyroidism, hyperlipidemia, history of non-Hodgkin lymphoma uterus, history of atrial fibrillation on anticoagulation with Xarelto, history of gout, history of aortic valve stenosis status post aortic valve replacement, history of congestive heart failure, history of compression fracture of the lumbar spine, history of C. difficile infection, degenerative joint disease, and anxiety who presented to the emergency after she suffered a fall.  She complained of pain in her right knee.  She has been complaining of pain had been unable to ambulate herself.  She states that pain has progressively gotten worse.  She felt that her legs give out and she slipped down.  She denies hitting her head.  Denies any dizziness or lightheadedness.  Denies any syncopal event.  Denies any passing out.  No loss of consciousness.  The patient was seen in the ER.  A CT scan of the head was negative.  The patient was initially seen in emergency room at St. Jose and was discharged back home but she has been unable to ambulate herself so she was also having some diarrhea.  She was brought to the emergency room again.  She was admitted to the hospital.  CT head and the spine was negative.  X-rays were unremarkable except for degenerative changes.  The patient was admitted to the hospital ultrasound and right lower extremity was done, which was negative for DVT.  She was put on Robaxin as well as Tylenol and lidocaine patch.  Stools studies were done.  C. diff was negative.  White count was normal.  Creatinine was slightly elevated.  His digoxin level was unremarkable.  The patient was seen by physical therapy.  She was ambulated.  She was feeling weak otherwise unremarkable.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she does complain of feeling fatigue and tired.  She feels weak.  She denies any complaints of chest pain.  Denies any shortness of breath except when she exerts herself.  She denies any palpitations.  No headaches.  No nausea , vomiting, or diarrhea.  No abdominal pain.  She does have some loose stools.  She denies any other symptoms or complaints.  She does have pain in her right knee but feels that she is doing better but overall she feels tired and feels no energy.  No other complaints.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation, congestive heart failure, gout, aortic stenosis status post TAVR, history of degenerative joint disease, hypertension, hyperlipidemia, history of C. difficile infection, history of compression fracture of the lumbar spine, hypothyroidism, history of lymphoma of the uterine cervix, DJD, C. diff infection, and history of cellulitis of the legs.

PAST SURGICAL HISTORY: Significant for TAVR, lumbar vertebrae surgery, cardiac catheterization, abdominal hysterectomy, and tonsillectomy.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  No known drug allergies.

MEDICATIONS:  Reviewed and as documented in EHR.
PHYSICAL EXAMINATION:  HEENT: Normal. Pupils are equal, around, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruits.  No thyromegaly. Heart:  S1 and S2 were audible.  Systolic murmur grade 1-2/6 left sternal border was audible.  Lungs: Scattered rhonchi bilaterally.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses were bilaterally symmetrical.  Neurological: Awake and alert.  Moving all four extremities.  No focal deficits.
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IMPRESSION:  (1).  Generalized debility.  (2).  Recurrent falls.  (3).  Right knee pain.  (4).  Generalized weakness.  (5).  Congestive heart failure.  (6).  History of chronic kidney disease.  (7).  Atrial fibrillation. (8).  Aortic valve stenosis status post TAVR.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  CAD.  (12).  DJD.  (13).  Anxiety.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encourage her to eat better, drink enough fluids, and work with therapy.  We will continue other medications.  We will monitor her progress.  She will let me know if she has any further episodes of diarrhea.  I have encouraged her to eat more fiber in diet.  Encourage her to 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:  Claudia O’Green
DOS: 02/17/2025

DOB: 09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. Ogreen is a very pleasant 72–year–old female with history of type II diabetes mellitus, chronic respiratory failure, hypoxia, history of hypertension, hyperlipidemia, morbid obesity, anxiety, depressive disorder, congestive heart failure, and hypothyroidism.  The patient was sent to the emergency room because of mental status changes.  She was hypoxic also was placed on oxygen.  The patient was admitted to the hospital with acute metabolic encephalopathy secondary to pyelonephritis/cystitis.  Urine culture was positive for ESBL and positive E. coli.  CT abdomen and pelvis on admission showed focal area of heterogeneous enhancement of the left kidney suspicious for pyelonephritis.  Wall thickening of the urinary bladder concerning for cystitis.  Blood cultures were sent, urine cultures were sent, and ID was consulted.  She was started on ertapenem for additional days of Cipro.  She had a CT of the head, which was negative.  CT angio of the chest was negative for pulmonary embolism or any other abnormality.  Blood sugars were being monitored.  Insulin dosage was adjusted.  She will continue other medications.  She was subsequently doing better, but discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she states that she is feeling better.  She does feel somewhat congested.  She denies any complains of chest pain or heaviness or pressure sensation.  Denies any trouble breathing.  No shortness of breath.  No palpitations.  No nausea, vomiting, or diarrhea.  She does feel weak and tired.  She denies any other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, history of anxiety/depression, history of type II diabetes mellitus, congestive heart failure, degenerative joint disease, morbid obesity, gastroesophageal reflux disease, and neuropathy.

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:  Minimal swelling in both lower extremities.  Neurological:  Grossly intact.  Moving all four extremities.  No focal deficit.
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IMPRESSION:  (1).  Acute cystitis/pyelonephritis.  (2).  Acute metabolic encephalopathy.  (3).  COPD/chronic respiratory failure.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Type II diabetes mellitus.  (7).  Morbid obesity.  (8).  Anxiety/depression.  (9).  Hypothyroidism.  (10). DJD.  (11). Left adnexal cyst questionable.

TREATMENT PLAN:  Discussed with patient about her symptoms.  The patient seems to be doing better.  We will continue current medications.  Continue antibiotic.  Encouraged her to drink enough fluids.  We will monitor her sugar.  We will get her insulin regimen.  She will be placed on sliding scale.  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.  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 Barkoski
DOS: 02/20/2025

DOB: 03/01/1937
HISTORY OF PRESENT ILLNESS:  Mr. Barkoski is a very pleasant 87-year-old male was seen today in the office because of episode of blood in his urine.  He was recently started on Eliquis.  He denies any complaints of abdominal pain.  He denies any discomfort.  He had Foley catheter that has been in place.  He had episode of hematuria before but it did improve but was clear.  He was recently diagnosed with DVT and was started on Eliquis.  He denies any fever or chills.  Denies any other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was 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 in both lower extremities.

IMPRESSION:  (1).  Hematuria.  (2).  CHF.  (3).  ANA.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of DVT.  (7).  UTI.  (8).  History of MI/stent placement.  (9).  Anemia.  (10).  Elevated liver enzymes.  (11).  Chronic kidney disease.  (12).  GERD.  (13).  DJD.  (14).  History of prostate cancer.

TREATMENT PLAN:  Discussed with patient about her symptoms.  I explained to the patient we will continue on Eliquis.  Encouraged her to drink enough of fluids.  We will flush his catheter.  We will have him see urology.  We will continue other medications.  We will monitor his progress.  We will followup on his workup.  If he has other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
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HISTORY OF PRESENT ILLNESS:  Mr. Barkoski is seen in his office today for a followup visit.  Since he had an ultrasound done in his room today it shows DVT in his lower extremity.  The patient has had swelling of the lower extremity.  He was having some pain for which the ultrasound was done it did reveal DVT.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any pain with deep inspiration.  He denies any complaints of abdominal pain.  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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  2+ pitting edema in both lower extremities.

IMPRESSION:  (1).  Acute DVT.  (2).  History of congestive heart failure.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Coronary artery disease.  (6).  History of MI.  (7).  Elevated liver enzymes.  (8).  Anemia.  (9).  DJD.  (10).  Chronic kidney disease.  (11).  History of prostate cancer.  (12).  Monoclonal gammopathy of undetermined significance.  (13).  Insomnia.

TREATMENT PLAN:  Discussed with patient about her symptoms.  Discussed and reviewed ultrasound results.  We will start him on Eliquis 5 mg twice a day.  We will continue the Plavix.  Encouraged him to drink enough fluids.  Advised him to keep his legs elevated.  We will continue other medications.  He is sleeping better with melatonin.  We will continue other medications.

We will encourage him to give some pressure stocking also.  We will monitor his progress.  We will follow up on is 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 Hamlin
DOS: 02/18/2025

DOB: 09/08/1948
HISTORY OF PRESENT ILLNESS:  Ms. Hamlin is seen in her room today for a followup visit.  She states that she is doing some better.  Her pain in the shoulder has improved.  Overall, she feels somewhat better though still somewhat tired.  Shoulder is improving.  Her range has improved.  Occasionally, she has some discomfort.  She denies any complaints of chest pain.  She 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 was 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).  Generalized weakness improving.  (2).  UTI.  (3).  Lymphocytosis.  (4).  Shoulder pain.  (5).  Acute and chronic renal failure.  (6).  History of hemorrhoids.  (7).  Acute blood loss anemia.  (8).  Diabetes mellitus.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  DVT.  (12).  Diabetes mellitus.  (13).  Congestive heart failure.  (14).  Obstructive sleep apnea.  (15).  History of ICD.  (16).  DJD.
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TREATMENT PLAN:  Discussed with patient about her symptoms.  She seems to be doing somewhat better overall improving.  She is working with therapy.  Her shoulder is also doing better.  We will continue current medications.  Reviewed blood test results.  Her renal function is stable.  Her liver enzymes are still elevated.  Her white count has improved.  Hemoglobin is slightly low at stable.  We will monitor her progress.  She was encouraged to continue with physical therapy.  Continue other medications.  We will monitor her progress.  We will followup on her workup.  She does follow with nephrology.  She will be following with gastroenterology.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
Masood Shahab, M.D.

PATIENT NAME:  Fernando Giannandrea
DOS: 02/18/2025

DOB: 01/13/1947
HISTORY OF PRESENT ILLNESS:  Mr. Giannandrea is seen in his room today for a followup visit.  He seems to be doing better.  Denies any complaints of chest pain.  Denies any shortness of breath.  He is still somewhat tired.  He denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He states that he is eating somewhat better.  He has some pressure points on his heel though there is no skin breakdown.  He denies any other complaints.  He is working with therapy.  He feels he is slowly improving.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was 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:  1+ pitting edema in both lower extremities.  Heel slight discoloration but no skin breakdown.

IMPRESSION:  (1).  Acute on chronic congestive heart failure.  (2).  History of non-ST elevation MI.  (3).  History of influenza A.  (4).  Giant cell arteritis.  (5).  COPD.  (6).  Hyponatremia.  (7).  History of aortic stenosis status post TAVR.  (8).  Hypertension.  (9).  Hyperlipidemia.  (10).  Chronic kidney disease.  (11).  Diabetes mellitus insulin dependent.  (12).  Morbid obesity.  (13).  DJD.

TREATMENT PLAN:  Discussed with patient about his symptoms.  He seems to be doing somewhat better.  Family is present at the bedside.  Most likely that he is slowing improving.  He does have Unna boots on his legs.  I have explained him to keep his pillow under the calf so that takes off the pressure of his heel.  We will continue other medications.  Continue monitor his blood sugar.  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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HISTORY OF PRESENT ILLNESS:  Mr. Giannandrea is seen in his room today for a followup visit.  He had episode of low sugar. His family had called.  He has a Freestyle Libre and sugar was in the 50s they have to give him juice and sugar in the morning to elevate it.  Otherwise, he feels that he is doing better.  He does feel fatigue and tired.  He denies any complaints of chest pain.  Denies any shortness of breath or any palpitations.  Denies any 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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1+ pitting edema in both lower extremities.

IMPRESSION:  (1).  Hypoglycemia.  (2).  Acute and chronic congestive heart failure.  (3).  Non-ST elevation MI.  (4).  Giant cell arteritis.  (5).  History of influenza A.  (6).  COPD.  (7).  Hyponatremia.  (8).  History of aortic stenosis status post TAVR.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Chronic kidney disease.  (12).  Diabetes mellitus insulin dependent.  (13).  Morbid obesity.  (14).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing overall better.  We will decrease his insulin dosage by 8 units.  We will put him on sliding scale.  Monitor his sugars twice daily.  Continue other medications.  Continue to work with therapy.  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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