PATIENT NAME:  Lillian Meck
DOS: 01/02/2026

DOB: 03/26/1944
HISTORY OF PRESENT ILLNESS:  Ms. Meck is a very pleasant 81-year-old female with history of COPD, history of chronic hypoxic respiratory failure on home oxygen 2 liters nasal cannula, history of coronary artery disease status post PCI, history of chronic pain syndrome with chronic opioid dependence, history of hypertension, hyperlipidemia and type II diabetes mellitus, history of prior CVA, history of rheumatoid arthritis, history of hypothyroidism, and history of restless legs syndrome, who was brought to the emergency room after she had suffered a fall and also has been complaining of some shortness of breath.  The patient states that she has had multiple falls.  She does not remember the sequence of how she fell.  She is not sure about her loss of consciousness.  She was seen in the emergency room.  Her oxygen saturation is 86% on 6 liters nasal cannula.  Her CO2 was elevated at 64, carboxyhemoglobin was 5.5. Her flu, RSV, COVID were negative.  The patient had CT head and C-spine without contrast, which did not show any acute intracranial hemorrhage.  No posttraumatic sequelae of C-spine. Chest x-ray without any acute process.  A CTA of the chest revealed tiny subsegmental pulmonary embolism in the right lower lobe.  CT abdomen and pelvis showed significant fecal impaction within the rectum.  She was given pain medication, given nebulized breathing treatments, IV methylprednisolone, also was given one injection of Lovenox.  She was admitted to the hospital.  She was not fully anticoagulated because of her history of recurrent falls.  She has history of cigarette smoking, has been trying to quit, but has been unsuccessful, continues to smoke.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea, vomiting, or diarrhea.  No headaches.  She was doing better in the hospital, was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she denies any chest pain or shortness of breath.  No palpitations.  She denies any headache.  Denies any blurring of vision.  No nausea, vomiting, or diarrhea.  Denies any abdominal pain.  Concerned about her multiple falls.

PAST MEDICAL HISTORY:  Significant for COPD, history of respiratory failure, depression, fibromyalgia, gastroesophageal reflux disease, coronary artery disease status post PCI, chronic pain syndrome, opioid dependence, hypertension, hyperlipidemia, type II diabetes mellitus, history of CVA, hypothyroidism, rheumatoid arthritis, restless legs syndrome, GERD, and depressive disorder.

PAST SURGICAL HISTORY: Significant for tonsillectomy, appendectomy, hysterectomy, left breast mastectomy, knee surgery, left cervical spine surgery, cardiac catheterization, carpal tunnel release surgery, bladder surgery, and total knee arthroplasty left.

SOCIAL HISTORY:  She is a current smoker with 48 pack year smoking history.  Also, she does drink some alcohol.  No other drugs.

ALLERGIES:  CIPRO, PENICILLIN, ADHESIVE TAPE, AMOXICILLIN, SILICONE, HYDROPEL SPORTS, and MILK.
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 palpitations.  She does have history of MI and history of coronary artery disease status post stent placement.  No history of congestive heart failure.  Denies any pain with deep inspiration.  Respiratory:  Denies any cough.  She does complain of shortness of breath off and on.  She does have a history of COPD and history of chronic hypoxic respiratory failure.  She is home oxygen dependent.  She denies any shortness of breath at the present time.  Denies any cough.
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Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No history of peptic ulcer disease.  She does have history of GERD.  Genitourinary:  She denies any complaints of any blood in the urine.  She denies any history of kidney stones.  Denies any discomfort with urination.  Neurological: She does have history of CVA.  Denies any focal weakness in the arms or legs.  Denies any history of seizures.  Musculoskeletal:  She does complain of joint pains, history of rheumatoid arthritis, and history of arthritis.  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 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.  Pulses bilaterally symmetrical.  Neurological:  The patient was awake and alert.  Moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  Recurrent falls.  (2).  History of COPD.  (3).  History of tiny subsegmental PE right lower lobe.  (4).  Fecal impaction.  (5).  History of coronary artery disease status post PCI.  (6).  Cervical spinal stenosis.  (7).  History of chronic pain syndrome with opioid dependence.  (8).  History of COPD.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  History of type II diabetes mellitus.  (12).  History of carotid artery stenosis status post right CEA.  (13).  Rheumatoid arthritis.  (14).  Hypothyroidism.  (15).  History of nicotine dependence.  (16).  Depressive disorder. (17).  History of restless legs syndrome.  (18).  GERD.  (19).  History of urinary incontinence.  (20).  DJD.

TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  She was encouraged to drink enough fluids, eat better, continue to work with physical and occupational therapy.  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:  Robert Gouin
DOS: 12/23/2025

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 does complain of feeling tired.  He has been going for radiation treatment.  He denies any complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea or vomiting.  No other complaints.

PHYSICAL EXAMINATION: General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Diminished breath sounds in the bases.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Chronic edema in both lower extremities.
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IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Type II diabetes mellitus.  (3).  History of coronary artery disease.  (4).  History of atrial fibrillation.  (5).  History of Merkel cell cancer of the left temple.  (6).  Hypothyroidism.  (7).  BPH.  (8).  Generalized anxiety disorder.  (9).  Morbid obesity.  (10).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He has been having some pain.  We will start him on tramadol 50 mg every eight hours as needed.  He can continue with the Tylenol also.  He is encouraged to drink enough fluids and eat better.  We will continue to monitor his blood sugars.  He has been refusing couple of his medications off and on and was encouraged to take his medications on a routine basis.  We will monitor his progress.  We will check routine 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.
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