PATIENT NAME:  Lorraine Paruszkiewicz
DOS:  04/14/2026

DOB:  09/17/1946
HISTORY OF PRESENT ILLNESS:  Ms. Paruszkiewicz is seen in her room today for a followup visit.  She states that she is doing better.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any other symptoms.  Overall, she has been feeling okay.  Case was discussed with the nursing staff who has raised no new issues.  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:  No edema.

IMPRESSION:  (1).  Insulin-dependent diabetes mellitus.  (2).  Hyperlipidemia.  (3).  Vestibular schwannoma.  (4).  Normal pressure hydrocephalus.  (5).  Degenerative joint disease.  (6).  Metabolic encephalopathy.  (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems somewhat down; her husband has recently died.  She otherwise has been feeling well.  She has been working with therapy.  She denies any other symptoms.  We will continue current medications.  We will monitor her progress.  She was encouraged to eat better and drink enough fluids.  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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