PATIENT NAME:  Faye Abughazaleh
DOS:  10/07/2025

DOB: 03/24/1934
HISTORY OF PRESENT ILLNESS:  Ms. Abughazaleh is seen in her room today for a followup visit.  She states that she is doing well.  She does have some swelling of her lower extremities.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She does complain of joint pains off and on.  She states that she has been trying to eat better and has been trying to avoid salty food.  Denies any other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Pupils were equal, around, 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.  Nontender.  Bowel sounds were positive.  Extremities:  Minimal edema 1+ in both lower extremities.

IMPRESSION:  (1).  Lower extremity swelling.  (2).  Hypertension.  (3).  Hyperlipidemia. (4).  Degenerative joint disease.  (5).  History of DVT/PE.  (6).  History of anxiety.  (7).  History of early cognitive deficits.
TREATMENT PLAN:  Discussed with patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  We will monitor her progress.  We will follow up on her workup.  She was encouraged to do some exercise, also I have encouraged her to cut back on salty food, avoid chips.  She states that she has been trying to do that.  She denies any other symptoms or complaints.  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 Sokolowski
DOS: 10/07/2025

DOB: 03/15/1948
HISTORY OF PRESENT ILLNESS:  Mr. Sokolowski is seen in his room today for a followup visit.  He states that the swelling in his legs is somewhat improved, also the drainage has increased, and redness has improved.  He does complain of some itching.  He denies any complaints of chest pain, heaviness or pressure sensation.  He does complain of pain in his joints and in his back.  Denies any other symptoms or complaints.  Overall, he has been eating well.  No other complaints.

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.  Nontender.  Bowel sounds were positive.  Extremities:  Chronic edema in both lower extremities. Chronic skin changes in both lower extremities.

IMPRESSION:  (1).  Lower extremity swelling bilateral.  (2).  Chronic venous stasis/dermatitis.  (3).  Type II diabetes mellitus. (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of atrial fibrillation.  (7).  History of depressive disorder.  (8).  Degenerative joint disease.  (9).  History of gout.  (10).  DJD.
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TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have encouraged him to use the pressure stocking/Ace wrap, try to keep his legs elevated, and cut back on salty food.  Continue other medications.  We will continue on the cream.  We will monitor his progress.  We will continue other medications.  We will monitor his sugars.  We will check on his labs.  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:  Patricia Kozma
DOS: 10/28/2025

DOB: 12/24/1950
HISTORY OF PRESENT ILLNESS:  Ms. Kozma is seen in her room today for a followup visit.  She states that she is doing better.  Her breathing is improved.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She is still having significant pain.  She has an appointment with orthopedic.  She denies any complaints of any nausea or vomiting.  Denies any other complaints.

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:  No edema.  Left leg with cast in place.

IMPRESSION:  (1).  Left tibial fracture status post ORIF.  (2).  History of fall.  (3).  Hypertension.  (4).  History of asthma.  (5).  Hypothyroidism.  (6).  Chronic back pain.  (7).  Degenerative joint disease.  (8).  History of cervical spine fusion as well as history of chronic lower back pain.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue on the current pain medications.  We will follow up with her orthopedic surgeon.  She will continue passive range of motion.  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:  Joanne Aichler
DOS: 10/28/2025

DOB: 12/27/1946
HISTORY OF PRESENT ILLNESS:  Ms. Aichler is seen in her room today for a followup visit.  She seems to be doing better.  She states her nausea and vomiting has much improved.  She has been eating better.  She denies any complaints of abdominal pain.  She denies any chest pain or shortness of breath.  No palpitations.  Denies any other symptoms or complaints.  She is working with physical therapy.
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PHYSICAL EXAMINATION:  General  Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  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.

IMPRESSION:  (1).  Generalized weakness.  (2).  History of altered mental status.  (3).  History of UTI.  (4).  Hypertension.  (5).  Type II diabetes mellitus.  (6).  Hyperlipidemia.  (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  X-ray was unremarkable.  Lab was pending.  Ultrasound was unremarkable also.  Her symptoms have improved.  We will continue current medications.  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:  Nadine Gildner
DOS: 10/28/2025

DOB: 12/23/1927
HISTORY OF PRESENT ILLNESS:  Ms. Gildner was sent to the emergency room because of chest pain.  She was diagnosed with community-acquired pneumonia.  She was treated with antibiotics.  She was doing better.  She was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she states that she is feeling better.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any cough.  No fever or chills.  No nausea, vomiting, or diarrhea.  Denies any abdominal pain.  No other complaints.

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:  No edema.

IMPRESSION:  (1).  Community-acquired pneumonia.  (2).  Pleuritic chest pain.  (3).  Hyponatremia mild.  (4).  History of elevated BNP.  (5).  Right hip fracture status post hip arthroplasty.  (6).  History of anemia of chronic disease.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Coronary artery disease.  (10).  Chronic kidney disease.  (11).  Complete heart block status post permanent pacemaker placement.  (12).  Hypothyroidism.  (13).  Degenerative joint disease.  (14).  History of pulmonary nodules.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  She will complete her antibiotic course.  We will repeat chest x-ray in one week’s time.  We will repeat her blood work also. We will continue other medications.
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She had a CTA in the hospital, which was negative for pulmonary embolism, also lower extremity Dopplers were done, which were negative.  We will consult physical and occupational therapy.  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:  Robert Gouin
DOS: 10/07/2025

DOB: 03/19/1936
HISTORY OF PRESENT ILLNESS:  Mr. Gouin is seen in his room today for a followup visit.  He states that he is doing well.  He denies any complaints of chest pain or shortness of breath.  He denies any palpitations.  He does have some swelling of the lower extremities, but he states that he has always had this swelling and feels stable.  He denies any complaints of chest pain or shortness of breath.  No palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He states that his blood pressure has been fluctuating.  He has been following with the VA.  No other complaints.

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:  Chronic edema in both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Type II diabetes mellitus.  (3).  History of coronary artery disease.  (4).  Paroxysmal atrial fibrillation.  (5).  History of Merkel cell cancer of the left temple.  (6).  BPH.  (7).  Generalized anxiety.  (8).  Hypothyroidism.  (9).  Morbid obesity.  (10).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue his current medications.  He is following up with the VA physician also. We will continue and follow up on his recommendations.  We will continue other medications.  We will monitor his progress.  We will have blood work done.  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.
PATIENT NAME:  Opal McHan
DOS: 10/28/2025

DOB: 07/08/1935
HISTORY OF PRESENT ILLNESS:  Ms. McHan is seen in her room today for a followup visit.  She states that she has been feeling better.  Her breathing has improved.  She denies any complaints of chest pain. She denies any shortness of breath.  She denies any palpitations. Denies any nausea.  No vomiting.  She denies any diarrhea.
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Overall, she has been feeling well.  She has been eating better.  She has been working with therapy.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Scattered rhonchi bilaterally.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Cellulitis improved.  (2).  History of CAD.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Lower extremity swelling improved.  (6).  Congestive heart failure.  (7).  Atrial fibrillation.  (8).  Degenerative joint disease.  (9).  Anxiety.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  Her breathing has improved.  Her swelling is better.  We will continue current medications.  She will 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:  Claudia O’Green
DOS: 10/07/2025

DOB: 09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is a very pleasant 73-year-old female seen in her room today for a followup visit.  She states that she has been doing better.  She denies any complaints of any chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any complaints of any nausea or vomiting.  She denies any diarrhea.  No fever or chills.  She states that she tries to watch her sugar, but it has been somewhat high.  She denies any other symptoms or complaints.

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:  No edema.

IMPRESSION:  (1).  Type II diabetes mellitus insulin-dependent.  (2).  Elevated blood sugars.  (3).  History of congestive heart failure.  (4).  COPD.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Generalized anxiety disorder.  (8).  Depressive disorder.  (9).  Hypothyroidism.  (10).  History of morbid obesity.  (11).  History of left adnexal cyst.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  Reviewed her blood sugar readings with the patient.  I have encouraged her to watch her food intake and cut back on carbs.  We will adjust her insulin dosage.  Continue other medications. We will monitor her progress.  We will continue other medications.  We will follow up on her progress.
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She was encouraged her to do some exercise activity.  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.
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