PATIENT NAME:  James Hollenbeck
DOS:  03/02/2026

DOB:  08/08/1942
HISTORY OF PRESENT ILLNESS:  Mr. Hollenbeck is seen in his room today for a followup visit.  He seems to be doing well.  He is going for his nerve surgery.  He states that he is feeling better.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any complaints of any nausea or vomiting.  He denies any diarrhea.  No fever or chills.  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:  Minimal edema in both lower extremities.

IMPRESSION:  (1).  History of severe aortic stenosis status post TAVR.  (2).  History of coronary artery disease.  (3).  History of atrial fibrillation.  (4).  History of cardiac arrhythmia status post AICD placement.  (5).  Chronic anemia.  (6).  Type II diabetes mellitus.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable.  His Coumadin has been on hold.  We will continue current 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.
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