PATIENT NAME:  Arthur Forth
DOS:  01/15/2026
DOB:  05/27/1947
HISTORY OF PRESENT ILLNESS:  Mr. Forth is a 78-year-old male with history of diabetes mellitus on insulin, history of chronic kidney disease, benign prostatic hypertrophy, history of chronic pain, and multiple spine surgeries who was admitted to the hospital because of confusion and weakness.  The patient was initially admitted, his Foley catheter was removed, was sent to rehab at WellBridge of Novi where he had to have catheter back again; he was having problems with voiding.  The patient was brought back to the hospital because of confusion and weakness.  He was noted to have some purulent material from the side of the catheter that was exchanged.  The patient was agitated.  He was admitted to the hospital.  He was started on antibiotics, ID was consulted.  It was felt that he had toxic metabolic encephalopathy multifactorial, likely UTI related to Foley catheter, also acute on chronic kidney disease and elevated troponin without any kidney changes or chest pain.  As mentioned, the patient was treated with antibiotics, given IV fluids. After recommendations from ID, antibiotics were discontinued, Foley catheter was changed, encouraged oral hydration.  He was put on Seroquel low dose because of delirium.  Cardiology also saw the patient, recommendations were to do conservative management.  The patient was also seen by neurology.  PT/OT were consulted.  The patient was recommended to go to subacute rehab.  He was subsequently discharged from the hospital and admitted to WellBridge of Brighton for rehabilitation.  At the present time, he is lying in his bed, pleasantly confused, wife at the bedside.  Denies any complaints of chest pain or shortness of breath.  He does complain of pain in his back.  Wife states that he has had multiple spine surgeries and has been on Suboxone.  He denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any abdominal pain.  No nausea, vomiting, or diarrhea.  No fever or chills. No other complaints.
PAST MEDICAL HISTORY:  Significant for diabetes mellitus insulin dependent, chronic kidney disease, hypertension, chronic constipation, chronic back pain, history of benign prostatic hypertrophy, chronic anemia, and intermittent urinary retention requiring Foley catheter.
PAST SURGICAL HISTORY:  Significant for transurethral resection of the prostate, right knee arthroplasty and spine surgery.
ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He had elevated troponin in the hospital.  No history of MI or coronary artery disease.  History of hypertension.  Respiratory:  He 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:  He does have history of benign prostatic hypertrophy, history of urinary retention, and history of having Foley catheter.  Musculoskeletal:  He does complain of joint pain.  History of arthritis and history of multiple spine surgeries.  Neurological:  He denies any history of TIA or CVA.  He is pleasantly confused.  History of delirium.  All other systems are reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the 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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Neurological:  The patient is moving all four extremities, but pleasantly confused, lying in bed.
IMPRESSION:  (1).  Generalized weakness.  (2).  Metabolic encephalopathy.  (3).  Diabetes mellitus.  (4).  Chronic kidney disease.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  History of delirium.  (8).  Chronic back pain on Suboxone.  (9).  Benign prostatic hypertrophy.  (10).  Urinary retention status post Foley catheter.  (11).  Chronic anemia.  (12).  DJD.  (13).  History of essential tremor.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged him to eat better, drink enough fluids and work with physical therapy.  We will monitor his progress.  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:  Arthur Forth
DOS:  01/20/2026
DOB:  05/27/1947
HISTORY OF PRESENT ILLNESS:  Mr. Forth is seen in his room today because of having episodes of confusion and delirium trying to get out of bed.  He has been agitated at times too.  He was on Seroquel at the hospital which was stopped.  He denies any chest pain.  Denies any headache.  Denies any nausea or vomiting.  Denies any other complaints.
PHYSICAL EXAMINATION:  General Appearance: Normal.  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).  Confusion.  (2).  History of delirium.  (3).  Generalized weakness.  (4).  Diabetes mellitus.  (5).  Hypertension.  (6).  BPH.  (7).  History of Foley catheter.  (8).  History of tremor.  (9).  DJD.  (10).  Chronic pain.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  Also, discussed with his wife we will reinitiate Seroquel 25 mg at bedtime.  We will continue other 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:  Susan Roth-Vainder
DOS:  01/22/2026
DOB:  04/24/1951
HISTORY OF PRESENT ILLNESS:  Mrs. Roth-Vainder is a very pleasant 74-year-old female with history of mild dementia, anxiety, peripheral neuropathy, hypertension, chronic kidney disease, history of fibromyalgia who was admitted to the hospital with generalized body aches and joint pains and severe anxiety.  The patient has been seen in the ER prior with neuropathic pain, generalized body aches and anxiety.  She was treated in the ER and sent back home, but then she presented back again complaining of pain in her lower extremities.  The patient lives alone at home and has some caregivers that help her.  The patient was admitted for evaluation.  Psychiatry was consulted as well as pain control.  Her lab workup was unremarkable except for the TSH being slightly off.  Vascular ultrasound showed ankle-brachial index was normal.  Lower extremity Dopplers were normal bilaterally.  X-ray of hip was normal.  The patient was treated for peripheral neuropathy and Lyrica dosage was adjusted along with Cymbalta.  PT/OT were consulted.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, she does complain of pain in her extremities as well as her joints.  She seems to be very anxious.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any complaints of any abdominal pain.  No nausea.  No vomiting.  She states that she does have an appointment with the pain clinic doctor next week and supposed to get some injections.  She denies any other symptoms or complaints.
PAST MEDICAL HISTORY:  Significant for history of allodynia, history of antiphospholipid lipid syndrome, anxiety disorder, coronary artery disease, history of congestive heart failure, history of chronic pain, history of depressive disorder, fibromyalgia, gastroesophageal reflux disease, hypertension, hyperlipidemia, history of lupus, and thyroid disorder.

PAST SURGICAL HISTORY:  Significant for sinus surgery and also has back surgery, shoulder surgery right, and sacroiliac joint injections.

CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.

SOCIAL HISTORY:  She quit smoking long time ago.  Alcohol none.
REVIEW OF SYSTEMS: Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have history of coronary artery disease, history of congestive heart failure and also 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:  No complaints.  Neurological:  She denies any focal weakness in the arms or legs.  She has generalized weakness.  She has history of neuropathy.  Psychiatric:  She does have history of anxiety/depressive disorder and history of fibromyalgia.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the 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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Generalized anxiety disorder.  (2).  Chronic bilateral lower extremity pain.  (3).  Peripheral neuropathy.  (4).  Mild dementia.  (5).  Chronic kidney disease stage IIIA.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  History of CAD.  (9).  History of CHF.  (10).  History of fibromyalgia.

TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications as recommended from the hospital.  I have consulted physical and occupational therapy.  She was encouraged to drink enough fluids, continue current medications, also keep her appointment with her pain clinic doctor and 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:  Michael Trudeau
DOS:  01/22/2026
DOB:  12/04/1941
HISTORY OF PRESENT ILLNESS:  Mr. Trudeau is a very pleasant 84-year-old male with history of stage IV esophageal cancer in remission, history of gastroesophageal reflux disease, hypertension, history of peripheral neuropathy, history of prostate cancer, and degenerative joint disease who presented to the emergency department because of cough, congestion, and not feeling well.  The patient felt that he has aspirated lot of phlegm with coughing which has been cleared.  He was also complaining of some shortness of breath and difficulty breathing.  He was seen in the emergency room.  His white blood cell count was elevated.  Chest x-ray showed bibasilar atelectasis versus pneumonia and pleural effusion.  The patient was started on IV antibiotics.  Since pulse oximetry was low, he was started on oxygen.  Probable diastolic congestive heart failure.  Also, was noted to have new-onset atrial fibrillation, but spontaneously converted to sinus rhythm.  The patient was admitted to the hospital, treated with IV antibiotics, frequent nebulized breathing treatments, was placed on oxygen.  He was also started on heparin drip.  Diuretics were given.  Echocardiogram was ordered. The patient was being monitored.  He had an echocardiogram done which did show moderate pericardial effusion.  No clinical sign for tamponade.  Possible pericarditis.  His sed rate was elevated at 49.  CRP was 224.  He had pericardiocentesis done.  Cytology came back negative for any cancer.  Drain tube was removed.  Followup echocardiogram showed EF of 55-60% with a small amount of trace pericardial effusion with constrictive pericarditis.  He also had modified barium swallow because of his significant coughing episodes.  His modified barium swallow was normal.  Hyponatremia was noticed which was presumed to be secondary to hydrochlorothiazide.  The patient was subsequently doing better.  He was eating better.  He was weak.  He was started on colchicine.  Eliquis was restarted.  Recommendations were to repeat echo in one month, followup with cardiology.  He was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he states that he is feeling better, feels weak and tired.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any abdominal pain.  No nausea, vomiting or diarrhea.  Overall, he has been feeling somewhat better.
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PAST MEDICAL HISTORY:  Significant for esophageal cancer in remission, hypertension, gastroesophageal reflux disease, peripheral neuropathy, history of prostate cancer, osteoarthritis, and mild obesity.
PAST SURGICAL HISTORY:  Significant for endoscopic mucosal resection of the esophagus, umbilical hernia repair, right hip surgery, knee replacement surgery, and bunionectomy.
ALLERGIES: WARFARIN and MOTRIN.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – quit smoking 45 years ago.  Alcohol – quit drinking five years ago.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have history of pericardial effusion status post pericardiocentesis, hypertension, probable diastolic congestive heart failure, and history of pericarditis.  Respiratory:  Denies any cough at the present.  He did have cough and congestion prior to this.  Denies any history of asthma or emphysema.  Gastrointestinal:  He does have history of esophageal cancer status post resection and currently in remission and history of gastroesophageal reflux disease.  Genitourinary:  He does have history of prostate cancer; otherwise, no complaints.  Musculoskeletal:  He does complain of joint pains and history of arthritis.  Neurological:  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  He does complain of generalized weakness/fatigue.  He does have history of peripheral neuropathy.  All other systems were 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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema both lower extremities.

IMPRESSION:  (1).  Hypoxic respiratory failure multifactorial.  (2).  Moderate pericardial effusion.  (3).  Constrictive pericarditis.  (4).  Hyponatremia.  (5).  Hypertension.  (6).  GERD.  (7).  History of esophageal cancer.  (8).  History of prostate cancer.  (9).  Severe neuropathy from chemo.  (10).  Mild obesity.  (11).  New-onset atrial fibrillation.  (12).  DJD.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged him to drink enough fluids, eat better, participate with therapy, follow up with his cardiologist, continue other medications.  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.
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