PATIENT NAME:  Joanne Aichler
DOS:  02/10/2026

DOB:  12/27/1946
HISTORY OF PRESENT ILLNESS:  Ms. Aichler is a very pleasant 79-year-old female with history of frontotemporal dementia, history of bilateral optic neuropathy, Parkinson’s disease, hypertension, chronic kidney disease, history of recurrent UTIs, type II diabetes mellitus, and hyperparathyroidism.  She was brought to the emergency room because of mental status changes.  She was seen in the emergency room.  The patient was not walking as normal.  She was more confused.  She lives in an assisted living facility.  The patient was being treated for a UTI.  She has had poor oral intake.  She was admitted to the hospital with altered mental status.  A chest x-ray was unremarkable.  CT head was negative.  UA was negative.  The patient was felt to have toxic metabolic encephalopathy.  She was continued on empiric antibiotics, given IV fluids.  Blood and urine cultures were done.  PT/OT were consulted.  The patient was being monitored.  She was subsequently doing better and was discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she is lying in her bed.  She is pleasantly confused.  Denies any complaints of headache.  Denies any chest pain or shortness of breath.  Denies any palpitations.  No abdominal pain.  No nausea, vomiting, or diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for diabetes mellitus type II, hypertension, hyperlipidemia, hypothyroidism, hyperparathyroidism, chronic kidney disease, degenerative joint disease, recurrent UTIs, history of uterine cancer status post hysterectomy, history of breast cancer status post left mastectomy, anxiety, frontotemporal dementia, optic neuropathy, and history of Parkinson’s disease.

PAST SURGICAL HISTORY:  Significant for appendectomy, cataract surgery, cholecystectomy, hysterectomy, left mastectomy, and tonsillectomy.

SOCIAL HISTORY:  Smoking: Former smoker; she quit 15 to 16 years ago.  Alcohol none.

ALLERGIES:  GABAPENTIN.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  No history of 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:  History of recurrent UTIs.  Denies any complaints at present.  Musculoskeletal:  She does complain of joint pains 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.  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.  (2).  History of metabolic encephalopathy.  (3).  Frontotemporal dementia.  (4).  Parkinson’s disease.  (5).  Anxiety/depressive disorder.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Chronic kidney disease stage IV.  (9).  GERD.  (10).  Hypothyroidism.  (11).  History of secondary hyperparathyroidism.  (12).  Gout.  (13).  Iron-deficiency anemia.  (14).  DJD.

TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will encourage to drink enough fluids, eat better and participate with physical and occupational therapy.  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:  02/24/2026

DOB:  12/27/1946
HISTORY OF PRESENT ILLNESS:  Ms. Aichler is a very pleasant 79–year–old female recently sent to the hospital after being admitted to Wellbridge for weakness.  She was having significant nausea/vomiting, was having difficulty swallowing.  She was sent to the emergency room where she was evaluated and subsequently admitted to the hospital.  She was seen by gastro for upper endoscopy, which was unremarkable.  Pancreatitis was ruled out. Obstruction was also ruled out.  CT of the abdomen showed possible choledocholithiasis without obstruction and right upper quadrant ultrasound was negative for biliary dilatation.  EGD revealed gastritis and a 2 cm hiatal hernia.  Gastritis was biopsied, she was started on omeprazole.  She had vomiting as well as hiccups episodes with twitching like movements, which was felt to be secondary to phrenic nervous irritation and esophageal dysmotility related to gastroesophageal reflux disease.  It was felt in the hospital that she may have continued episodes of regurgitation and vomiting, she only needs to come to the hospital it there is concern for aspiration or dehydration.  She also has acute on chronic anemia felt to be dilutional.  She was also seen by neurology for her Parkinson’s as well as dementia, the patient was felt to be at baseline.  The patient was subsequently discharged from the hospital and admitted back to Wellbridge Rehabilitation Facility.  At the present time, she is sitting up in the chair.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No other complaints.
PAST MEDICAL HISTORY:  For details, see chart.

PAST SURGICAL HISTORY:  For details, see chart.
SOCIAL HISTORY:  For details, see chart.
MEDICATIONS:  For details, see chart.
PHYSICAL EXAMINATION:  General Appearance:  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).  Persistent nausea/vomiting.  (2).  Gastritis.  (3).  Hiatal hernia.  (4).  Hyponatremia.  (5).  Frontotemporal dementia.  (6).  Chronic kidney disease.  (7).  Acute on chronic anemia.  (8).  Hypertension.  (9).  Hyperlipidemia.  (10).  GERD.  (11).  CKD.  (12).  Hypothyroidism.  (13).  Anxiety/depression.

TREATMENT PLAN:  I discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications, continue on the omeprazole.  We will use Zofran as needed.  We will monitor her progress.  She was encouraged to drink enough fluids.  PT/OT would be consulted.  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.
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