PATIENT NAME:  Joanne Aichler
DOS: 10/21/2025
DOB: 12/27/1946
HISTORY OF PRESENT ILLNESS:  Ms. Aichler is a very pleasant 78-year-old woman with history of type II diabetes mellitus, history of memory loss with expressive aphagia, hypertension, hyperlipidemia, history of ventriculomegaly, history of recurrent UTI, and history of chronic kidney disease stage IV who presented to the hospital with acute mental status changes.  The patient has had expressive aphagia for several months.  She had a MRI brain completed in October with severe small vessel ischemic changes and no acute changes were seen.  The patient was moderate nonobstructive ventriculomegaly without imaging signs of increase intracranial pressure.  The patient was seen in the emergency room was noted to have needing assistance to go to the rest room. Alert and oriented x0.  CT head at that time without any acute abnormality.  CT chest, abdomen, and pelvis showed diffuse bladder wall thickening in perivascular fat stranding concerning for cystitis.  The patient was admitted to the hospital she was noted to have waxing and waning cognition throughout the admission.  Neurology was consulted.  The patient was found to have UTI.  UA was positive.  She was started on antibiotic.  She denies any headache or any other pain.  The patient has been falling and having difficulty ambulating.  The patient has been incontinent for the past year.  Also has been complaining of cough after eating.  Denied any hematuria.  No dysuria.  Denies any chest pain or shortness of breath.  No fever or chills.  Chest x-ray without pneumonia or pneumothorax.  The patient was given IV fluids.  She was admitted to the hospital and was treated for UTI/cystitis, transfusion to p.o. Bactrim.  CT head with chronic microvascular changes.  Chest x-ray unremarkable.  The patient is otherwise doing better.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, denies any complaints of chest pain, heaviness, or pressure sensation.  Denies any palpitations.  She is sitting up in the chair.  She is presently confused and knows her name.  The patient denies any other complaints.

PAST MEDICAL HISTORY:  She has been significant for hypertension, anxiety, history of breast cancer status post mastectomy, history of chronic kidney disease stage IV, history of depression, type II diabetes mellitus, hyperlipidemia, and history of uterine cancer status post hysterectomy.

PAST SURGICAL HISTORY:  She has been significant for cataract surgery, cholecystectomy, hysterectomy, mastectomy, history of nephrostomy tube, appendectomy, and tonsillectomy.

SOCIAL HISTORY:  Smoking – former smoker and quit long time ago.  Alcohol – occasionally.

ALLERGIES:  GABAPENTIN.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

REVIEW OF SYSTEMS:  Cardiovascular:  Denies any chest pain.  Denies any hip pain or palpitation.  No 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.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  She does have history of recurrent UTI otherwise unremarkable.  Musculoskeletal:  She does complain of weakness and history of arthritis otherwise unremarkable.  Neurological:  She does have history of memory loss and history of altered mental status.  No history of TIA or CVA.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.
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No thyromegaly.  Heart:  S1 and S2 were audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Neurologic:  The patient is awake and alert to person.  Moving all four extremities.  No focal deficits.  Extremities:  No edema.  Pulse is bilaterally symmetrical.

IMPRESSION:  (1).  Altered mental status.  (2). History of gait instability.  (3).  Cystitis/UTI.  (4).  Hypercalcemia.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Chronic kidney disease stage IV.  (8).  Chronic anemia.  (9).  Type II diabetes mellitus.  (10).  GERD.  (11).  DJD.  (12).  Hypothyroidism.  (13).  History of gout.

TREATMENT PLAN:  The patient admitted to the WellBridge Rehabilitation Facility.  We will continue her current medications.  We will consult physical and occupational therapy.  Encouraged her to drink enough fluids.  We will have repeat blood test in about a week time.  Continue other medications.  We will monitor her progress.  We will followup 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:  Nadine Gildner
DOS: 10/21/2025

DOB: 12/23/1927

HISTORY OF PRESENT ILLNESS:  Ms. Gildner is a very pleasant 97-year-old female admitted to the hospital after trip and fall.  She was seen in the emergency room orthopedic says she was consulted, nonoperative as well as operative management was discussed and open reduction and internal fixation was also discussed.  She fell and had a right displaced femoral neck fracture.  X-rays were done.  We did show displaced subcapital femoral neck fracture.  The patient was admitted to the hospital, orthopedic was consulted.

PAST MEDICAL HISTORY:  She has been significant for coronary artery disease, hypertension, hyperlipidemia, hypothyroidism, history of melanoma, and osteoarthritis.

PAST SURGICAL HISTORY:  She has been significant for coronary stent placement, history of hemorrhoidectomy, knee arthroscopy, pacemaker placement, and history of tonsillectomy.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

ALLERGIES:  SULFA.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitation, history of MI/coronary artery disease status post stent placement, history of hypertension, and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Denies any history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  She denies any history of focal weakness in the arms or legs.  Denies any history of TIA or CVA.  Musculoskeletal:  She does have history of arthritis otherwise unremarkable.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  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).  Right hip fracture status post right hip bipolar arthroplasty.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  CAD.  (5).  DJD.  (6).  Anxiety.  (7).  History of pacemaker placement.

TREATMENT PLAN:  The patient admitted to the WellBridge Rehabilitation Facility.  She states that she is doing better.  She denies any complaints of significant pain.  Overall, feels better.  We will consult physical and occupational therapy.  We will continue current medications.  Encouraged her to eat better and drink enough fluids.  Continue her current medications.  She will call the nurses if she is in significant pain, she will take pain medications as needed before her therapy.  We will continue to work on 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:  Opal Mchan
DOS: 10/23/2025

DOB: 07/18/1935
HISTORY OF PRESENT ILLNESS:  Ms. Mchan is a very pleasant 90-year-old female who was admitted to the hospital with shortness of breath and diagnosed with congestive heart failure.  She presented to the emergency room with complaints of shortness of breath and swelling of her lower extremity.  She also had some weeping wounds.  The patient was diagnosed with cellulitis as well as congestive heart failure.  She was treated with antibiotic and wounds consults were done.  She was diuresed.  Her chest x-ray did show slight pneumonia in the mid right lung, mild pulmonary vascular congestion, and possible with small bilateral effusion.  Venous Doppler were also done, which was negative for DVT.  As mentioned, the patient was treated with antibiotic with diuresis she did show significant improvement.  She was weak.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she said that she feels weak.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any complaints of any nausea or vomiting.  She denies any diarrhea.  She does complains of some swelling of her lower extremity.  She also had a fall before coming to the hospital.  BUN and creatinine were slightly elevated with GFR of 32.  Her TSH was significantly elevated.  Hemoglobin was low.  She was gradually improving.  Her swelling did improve.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, she feels better.  Denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea, vomiting, or diarrhea.

PAST MEDICAL HISTORY:  She has been significant for coronary artery disease, history of atrial fibrillation, history of congestive heart failure, history of hypothyroidism, chronic anemia, and chronic lower extremity swelling of both the lower extremities.

PAST SURGICAL HISTORY:  She has been significant for CABG, mitral valve repair, permanent pacemaker placement, rotator cuff repair, and total hip arthroplasty right.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

PHYSICAL EXAMINATION:  General Appearance:  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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Mild swelling both lower extremities with chronic skin changes.

IMPRESSION:  (1).  Bilateral lower extremities swelling.  (2).  Congestive heart failure.  (3).  Cellulitis.  (4).  History of CAD.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Atrial fibrillation.  (8).  DJD.  (9).  Anxiety.

TREATMENT PLAN:  The patient admitted to the WellBridge Rehabilitation Facility.  We will continue current medications.  Encouraged her to keep legs elevated.  Monitor her fluid intake.  Continue other medications.  We will consult physical and occupational therapy.  We will monitor her progress.  We will followup 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.
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