PATIENT NAME:  Robert Veik
DOS:  06/09/2026

DOB:  05/11/1934

HISTORY OF PRESENT ILLNESS:  Mr. Veik is seen in his room today for a followup visit.  He states that he has some swelling of his lower extremities.  He has gained some significant weight, also has some puffiness of his hands.  He denies any complaints of chest pain.  He does have some shortness of breath with any exertion.  He denies any complaints of any orthopnea or PND.  He denies any 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:  2+ pitting edema of both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Congestive heart failure, diastolic dysfunction.  (3).  History of dysphagia.  (4).  Esophageal stricture.  (5).  COPD.  (6).  Chronic kidney disease stage IIIB.  (7).  Coronary artery disease status post CABG.  (8).  Hypertension.  (9).  History of atrial fibrillation.  (10).  Chronic anemia.  (11).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue on the Bumex and advised him to avoid any salty food.  We will keep his legs elevated.  We will add lisinopril 2.5 mg.  Also, we will continue other medications.  We will repeat his labs.  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:  Claudia Ogreen
DOS:  06/04/2026

DOB:  09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. Ogreen is seen in her room today for a followup visit.  She states that she is doing okay.  She does complain of occasional burning with urination.  She had a urinalysis done which did suggest some white blood cells and the cultures have been negative.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitation.  Denies any complaints of any nausea.  No vomiting. Denies any diarrhea.  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).  History of recurrent UTI.  (2).  Type II diabetes mellitus.  (3).  Morbid obesity.  (4).  History of CHF.  (5).  COPD.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Anxiety disorder.  (9).  History of major depressive disorder.  (10).  DJD.  (11).  History of left adnexal cyst.
TREATMENT PLAN:  Discussed with the patient about her symptoms, a urinalysis was suggested. She is having some symptoms. In view of her history of frequent UTIs, we will treat it with antibiotics.  We will continue other medications.  She was started on Cipro, which will be continued, will complete the course.  We will have a repeat urinalysis in three weeks’ time.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Laurel Kilcawley
DOS:  06/09/2026

DOB:  09/29/1949
HISTORY OF PRESENT ILLNESS:  Ms. Kilcawley is seen in her room today for a followup visit.  She complains of being tired.  She otherwise has been feeling better.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  She states that she has been eating somewhat better, has been working with physical therapy.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations. No abdominal pain.  No nausea, vomiting, or diarrhea.  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, right lower extremity.

IMPRESSION:  (1).  Generalized fatigue.  (2).  Status post pelvic surgery/hysterectomy, salpingectomy, and bilateral oophorectomy.  (3).  History of rectocele repair and enterocele repair.  (4).  Hypertension.  (5).  Parkinson’s disease.  (6).  Metabolic encephalopathy.  (7).  History of chronic kidney disease.  (8).  Paroxysmal atrial fibrillation.  (9).  DJD.  (10).  Anxiety.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will check her blood count, CBC, CMP, and TSH.  She was encouraged to drink enough fluids, continue other medications, eat better, monitor fluid intake.  We will continue other medications.  Continue to work 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:  Robert Gouin
DOS:  06/09/2026

DOB:  03/19/1936
HISTORY OF PRESENT ILLNESS:  Mr. Gouin is seen in his room today for a followup visit.  He states that he is doing the same.  He denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  His wound was looked at and seems to have some drainage.  He has been on antibiotics.  Wound cultures were done.  He denies any complaints of chest pain or shortness of breath.  No palpitations.  No abdominal pain.  No nausea, vomiting, or diarrhea.  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:  Mild edema of both lower extremities.  Bilateral wounds on big toes with drainage of pus fluid seen.

IMPRESSION:  (1).  Bilateral lower extremity wound/ulcer.  (2).  Osteomyelitis.  (3).  Type II diabetes mellitus.  (4).  Diabetic neuropathy.  (5).  History of congestive heart failure.  (6).  History of paroxysmal atrial fibrillation.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Hypothyroidism.  (10).  Morbid obesity.  (11).  DJD.
PATIENT NAME:  Robert Gouin
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TREATMENT PLAN:  Discussed with the patient about his symptoms.  Discussed with him about sending him to the hospital.  He does not want to do that.  He wants to try it here.  We will switch his antibiotics to Augmentin 875 mg twice a day.  Cultures were reviewed.  We will continue with the wound care.  I have also recommended that we set him up with wound clinic appointment.  Continue with the dressing changes with saline and monitor his progress.  We will continue other 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.  Also, lab would be ordered.

Masood Shahab, M.D.

PATIENT NAME:  Alice Geroux
DOS:  06/09/2026

DOB:  02/07/1941
HISTORY OF PRESENT ILLNESS:  Ms. Geroux is seen in her room today for a followup visit.  She states that she is doing well.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  She does get anxious at times.  She denies any other symptoms or complaints.  Overall, she has been working with physical therapy.  No other complaints.  Her pain has been under good control.  She is not having any pain and has not required any pain medications.

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).  Right hip fracture status post right hip hemiarthroplasty.  (2).  Anemia.  (3).  Anxiety.  (4).  Hyperlipidemia.  (5).  Osteoporosis.  (6).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications, continue to work with PT/OT.  We will check labs.  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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