PATIENT NAME:  Lorraine Paruszkiewicz
DOS: 04/07/2026

DOB: 09/17/1946
HISTORY OF PRESENT ILLNESS:  Ms. Paruszkiewicz is a very pleasant 79-year-old female with history of insulin-dependent diabetes mellitus and hyperlipidemia who was initially admitted to the hospital with altered mental status.  The patient had a fall about a month ago while she was in the hospital, she was found to be hyperglycemic, she was started on insulin.  She was also diagnosed with a UTI.  She has been having waxing and waning mental status.  She had recently moved to Michigan from Florida.  The patient was admitted to the hospital, had blood workup. CT scan of the head and neck showed no acute intracranial hemorrhage or mass effect.  No large vessel occlusion.  Enhancing lesion in the right cerebellopontine angle suggestive of meningioma, additional 1.7 cm calvarial exostosis versus calcified meningioma overlying the frontal convexity, prominence of the lateral and third ventricle suggestive of central volume loss or normal pressure hydrocephalus, also a 1.9 cm right thyroid nodule was seen. Chest x-ray was unremarkable.  EKG showed sinus rhythm.  The patient was admitted to the hospital with acute encephalopathy.  CT head and CT neck results as mentioned above.  Urinalysis was unremarkable.  She was negative for flu, RSV, and COVID.  Neurology was consulted.  PT/OT and speech were also consulted.  Neuro status was being monitored.  Blood sugars were being checked.  She was continued on her insulin.  She was subsequently doing better.  She had received antibiotic.  The patient did show some improvement in her mentation, was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she is sitting up in the chair pleasantly confused.  Denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any headaches or blurring of vision.  Denies any nausea, vomiting, or diarrhea.  In the hospital, she had the MRI done, which did show enhancing 2.4 x 1.9 ________ mass in the right cerebellopontine angle and the right external auditory canal with imaging features suggestive of vestibular schwannoma.  Recommendations were to follow up outpatient with neurology.  MRI also noted concern for normal pressure hydrocephalus.  Initial workup for stroke was negative.  EEG was done which showed no seizure activity suggestive of metabolic encephalopathy.  The patient was otherwise doing better.  She was admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, she did not have any other symptoms or complaints.

PAST MEDICAL HISTORY:  Significant for insulin-dependent diabetes mellitus, hyperlipidemia, and degenerative joint disease.

PAST SURGICAL HISTORY:  Unknown.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  No known drug allergies.

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.  No history of MI or coronary artery disease.  No history of congestive heart failure.  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 does have a history of mental status changes, recently diagnosed with vestibular schwannoma, questionable normal pressure hydrocephalus.  No history of TIA or CVA.  No history of seizures.  Musculoskeletal:  She complains of joint pains, otherwise unremarkable.  All other systems are reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  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.  Neurological:  She is awake, but pleasantly confused.  Moving all four extremities.  No focal deficits.

IMPRESSION:  (1).  Metabolic encephalopathy.  (2).  Insulin-dependent diabetes mellitus.  (3).  Hyperlipidemia.  (4).  Vestibular schwannoma.  (5).  Questionable normal pressure hydrocephalus.  (6).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Also, speech therapy would be consulted.  She will follow up with neurologist for further followup.  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:  Sandra Hamlin
DOS: 03/25/2026

DOB: 09/08/1948
HISTORY OF PRESENT ILLNESS:  Ms. Hamlin is a very pleasant 77-year-old female with past medical history of atrial fibrillation status post permanent pacemaker placement status post AICD, also history of liver cirrhosis and chronic kidney disease and chronic anemia.  She was admitted to the hospital with acute mental status changes.  The patient was recently admitted to the hospital and was discharged home, but was not communicating much.  She was gradually having mental decline.  Husband felt foul smelling urine.  She was brought back to the emergency room, was felt to be in acute on chronic kidney disease with creatinine, also was felt to be in hepatic encephalopathy. Ammonia level was 112.  UA was unremarkable.  CT head was negative.  GI was consulted, also interventional radiology was consulted for paracentesis.  She was put on lactulose as well as Xifaxan.  She was doing better.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she is sitting up in the chair.  She states that she is feeling better.  She feels mentally more with it.  She denies any complaints of any confusion.  Denies any headache.  Denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea, vomiting, or diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation, chronic kidney disease, diabetes mellitus, hypertension, hypothyroidism, history of cirrhosis, history of pericardial effusion, history of non-ischemic cardiomyopathy, and sleep apnea.

PAST SURGICAL HISTORY:  Significant for history of pacemaker placement, history of AICD placement, total knee arthroplasty, history of paracentesis, occlusion of the left atrial appendage, colonoscopy, and cardioversion.

SOCIAL HISTORY:  Smoking none.  Alcohol in the past, quit in 2023, as per the patient.
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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.  No history of MI or coronary artery disease.  History of non-ischemic cardiomyopathy, history of pericardial effusion, and history of atrial fibrillation.  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 history of peptic ulcer disease.  Denies any complaints of nausea or vomiting.  She does have history of cirrhosis, history of ascites, and hepatic encephalopathy.  Genitourinary:  No complaints.  History of chronic kidney disease.  Neurological:  History of metabolic encephalopathy, history of mental status changes, and hepatic encephalopathy.  Denies any history of TIA or CVA.  No history of seizures.  Musculoskeletal:  She does complain of joint pains, otherwise unremarkable.  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, around, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Heart:  S1 and S2 were audible.  Regular rate and rhythm.  No murmurs.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1+ pitting edema both lower extremities.  Neurological:  Grossly intact.  No focal deficit.

IMPRESSION:  (1).  Hepatic encephalopathy.  (2).  MASH cirrhosis.  (3).  History of ascites.  (4).  Acute on chronic kidney disease.  (5).  Normocytic anemia.  (6).  Diabetes mellitus.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Hypothyroidism.  (10).  History of non-ischemic cardiomyopathy.  (11).  History of sleep apnea.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation facility.  We will continue current medications.  We will consult physical and occupational therapy.  Continue other medications.  Encouraged her to watch her fluid intake.  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.
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