PATIENT NAME:  Victoria Lee Dawson
DOS: 04/20/2026

DOB: 11/04/1960
HISTORY OF PRESENT ILLNESS:  Ms. Dawson is a very pleasant 65-year-old female with history of Cushing’s syndrome status post resection, history of Nelson syndrome and panhypopituitarism secondary to bilateral adrenalectomy, history of type II diabetes mellitus, hypertension, history of ovarian cancer status post total abdominal hysterectomy.  She was admitted to the hospital after she suffered a fall with fracture of the left clavicle as well as T5 burst fracture and multiple rib fractures.  The patient was admitted to the hospital and she underwent surgery for the burst fracture by neurosurgery.  She was placed in a brace and endocrinology was consulted.  She was doing better.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, she stated that she is feeling better. She does complain of feeling tired.  She is complaining of pain in her back off and on.  She has been working with physical therapy.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for Cushing’s disease status post bilateral adrenalectomy, history of depression, history of type II diabetes mellitus, history of adrenal insufficiency, hypertension, hypothyroidism, migraine, history of pelvic inflammatory disease, history of TIA/CVA, and urinary incontinence.

PAST SURGICAL HISTORY:  Significant for bilateral adrenalectomy, appendectomy, blepharoplasty, breast biopsy, dilatation and curettage, eyelid surgery, hysterectomy, and incontinence repair.

SOCIAL HISTORY:  Smoking – none.  Alcohol – occasional.

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 palpitation.  Denies any history of CAD.  She does have hypertension as well as 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:  She does have history of urinary incontinence, otherwise unremarkable.  Musculoskeletal:  She does complain of back pain, history of fall, and history of arthritis.  Endocrine:  She does have history of Cushing’s disease, history of panhypopituitarism, history of bilateral adrenalectomy, history of type II diabetes mellitus, and hypothyroidism.  Complains of feeling tired and fatigued.  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).  Status post fall.  (2).  T5 burst fracture status post surgery.  (3).  Left clavicular fracture.  (4).  Adrenal insufficiency.  (5).  Panhypopituitarism.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Hypothyroidism.  (9).  Type II diabetes mellitus.  (10).  DJD.
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TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged her to drink enough fluids, keep herself well hydrated.  We will monitor her sugars.  Continue other medications.  We will follow up on her progress.  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 Veik
DOS: 04/14/2026

DOB: 05/11/1934
HISTORY OF PRESENT ILLNESS:  Mr. Veik is a very pleasant 91-year-old male with history of hypertension, history of coronary artery disease status post CABG, history of congestive heart failure with preserved ejection fraction, history of atrial fibrillation on anticoagulation with Eliquis, history of chronic kidney disease and chronic anemia/thrombocytopenia, history of benign prostatic hypertrophy, and degenerative joint disease who was admitted to the hospital with lower extremity swelling, was treated and subsequently discharged to subacute rehab.  The patient subsequently had a fall as well as had low hemoglobin, so he was sent back to the hospital and admitted again. He was transfused.  He was in the hospital. He was diuresed.  He was seen by gastro.  CT of the head was done, showed no acute intracranial hemorrhage or major vessel infarct.  CT chest, abdomen, and pelvis was done, showed mild rectal wall thickening with mild adjacent inflammatory changes may be secondary to infectious or inflammatory proctitis, also bladder wall thickening was seen secondary to chronic outlet obstruction from enlarged prostate or cystitis.  Also, findings showed some volume overload with mild interstitial edema, moderate left and small right pleural effusion, small ascites and soft tissue anasarca.  The patient was diuresed in the hospital, nephrology was consulted, was following with the patient.  The patient was diuresed and recommendations were that we will need to tolerate some degree of azotemia, continue to diurese, monitor vitals, monitor kidney functions, and avoid any nephrotoxic agents.  The patient was otherwise doing better.  He was significantly weak.  He was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he does complain of feeling tired and fatigued, feels like no energy.  He does complain of still having swelling in his lower extremities.  Denies any complaints of chest pain, heaviness or pressure sensation.  No palpitations.  He does complain of shortness of breath with activity, otherwise unremarkable.

PAST MEDICAL HISTORY:  Significant for chronic anemia, history of hypertension, history of congestive heart failure, chronic kidney disease, history of coronary artery disease, history of hypertension, history of gastroesophageal reflux disease, history of dysphagia, history of hypothyroidism, history of paroxysmal atrial fibrillation, history of prediabetes, history of prostate cancer, and history of tricuspid valve regurgitation.

PAST SURGICAL HISTORY:  Significant for coronary artery bypass graft surgery, history of EGD, and esophageal dilatation.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
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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.  He does have history of atrial fibrillation, history of coronary artery disease status post CABG, history of congestive heart failure, and history of hypertension.  Respiratory:  Denies any cough.  Denies any shortness of breath at rest.  He does complain of shortness of breath with exertion.  He denies any history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He does have history of esophageal stricture status post dilatation, history of anemia, and history of GERD.  Genitourinary:  He does have chronic kidney disease, but denies any history of kidney stones.  Neurological:  He denies any history of TIA or CVA.  Denies any history of seizures.  He complains of generalized weakness.  Musculoskeletal:  He does complain of arthritis, history of joint pains, generalized weakness, and history of falls.  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:  2-3+ pitting edema in both lower extremities up to the thigh.  Neurological:  The patient was awake and alert.  Moving all four extremities.  No focal deficit.  Generalized weakness.

IMPRESSION:  (1).  Acute on chronic congestive heart failure with preserved ejection fraction.  (2).  History of sepsis/lactic acidosis.  (3).  History of acute on chronic kidney disease.  (4).  Coronary artery disease status post CABG.  (5).  Hypertension.  (6).  Chronic anemia.  (7).  Hyperlipidemia.  (8).  Hypertension.  (9).  Degenerative joint disease.  (10).  Chronic urinary retention status post Foley catheter.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue current medications.  We will consult physical and occupational therapy.  We will keep his legs elevated.  Pressure stockings are also recommended.  Continue on the diuretics at present.  We will recheck his labs.  We will continue other medications.  He will follow up with nephrology also.  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:  Victor Spaniola
DOS: 04/20/2026

DOB: 12/16/1943

HISTORY OF PRESENT ILLNESS:  Mr. Spaniola is a very pleasant 82-year-old male with history of Parkinson’s disease, generalized anxiety disorder, benign prostatic hypertrophy, history of sleep apnea, gastroesophageal reflux disease, and degenerative joint disease.  He was admitted to the hospital after he suffered a fall.  He fell from the ground level.  He experienced significant pain localized to the left hip, was unable to ambulate himself.
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He was seen in the emergency room, showed displaced and angulated left femoral neck fracture.  He was admitted to the hospital, orthopedic surgery was consulted.  He underwent left femur ORIF versus total hip arthroplasty.  He underwent total hip arthroplasty.  Subsequently, he was doing better, was ambulating with therapy.  He was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he states that he is feeling well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  Denies any complaints of any nausea or vomiting.  He denies any diarrhea.  No fever or chills.

PAST MEDICAL HISTORY:  Significant for Parkinson’s disease, hyperlipidemia, generalized anxiety disorder, urinary retention postop, history of cognitive deficits, gastroesophageal reflux disease, degenerative joint disease, sialorrhea, benign prostatic hypertrophy, obstructive sleep apnea, and depression.

PAST SURGICAL HISTORY:  Appendectomy, inguinal hernia repair, laparoscopic ventral/incisional hernia repair, and hip surgery.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

ALLERGIES: FLOXIN and OXYCODONE.
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.  He does have history of hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  He does have history of GERD, otherwise unremarkable.  Musculoskeletal:  He does complain of joint pain, history of arthritis, and history of fall.  Neurological:  Denies any history of TIA or CVA.  He does have history of cognitive deficit, history of Parkinson’s disease, and anxiety disorder.  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.  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, alert, and oriented.  Moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  Status post fall.  (2).  Left femoral neck fracture status post hip surgery.  (3).  Parkinson’s disease.  (4).  Hyperlipidemia.  (5).  Sleep apnea.  (6).  GERD.  (7).  Generalized anxiety disorder.  (8).  Depressive disorder.  (9).  BPH.  (10).  DJD.  (11).  Parkinson’s disease.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Wound Care would be consulted also.  We will monitor his wound, continue with exercise program and encourage him to eat better and drink enough fluids.  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.
Transcribed by: www.aaamt.com
