PATIENT NAME:  Stanley Sokolowski
DOS: 06/15/2026

DOB: 03/15/1948
HISTORY OF PRESENT ILLNESS:  Mr. Sokolowski is a very pleasant 78-year-old male who has been chronic resident of WellBridge of Brighton was sent to the hospital because of low hemoglobin as well as swelling and redness in his legs.  He was admitted to the hospital.  He does have history of persistent atrial fibrillation on Eliquis, history of congestive heart failure with preserved ejection fraction, vascular dementia, history of type II diabetes mellitus, obstructive sleep apnea, morbid obesity, chronic pain, and benign prostatic hypertrophy as well as chronic venous stasis.  He was admitted to the hospital.  He was seen by cardiology and gastroenterology.  He had significant diuresis with significant volume removal with improvement in his respiratory status.  He had endoscopic evaluation in view of his anemia as well as psoriasis without decompensation.  Anticoagulation was held with concern for GI blood loss.  Fecal occult blood test was negative.  CT abdomen and pelvis showed no obvious source of bleeding.  Hemoglobin was stable around 10.  EGD showed erythematous mucosa without any AVM or any obvious source of bleeding.  AVM was treated with cautery.  Colonoscopy was done, difficult procedure.  He had medium external and internal hemorrhoids, scattered diverticulosis, sigmoid and descending colon was noted to have dilated and redundant colon.  No lesions were identified in the left colon and the right colon could not be evaluated and inability to advance the scope.  Diagnosis was felt secondary to large ventral hernia.  NSAIDs were discontinued.  Recommendations for outpatient CT colonography and followup with gastro.  Monitor CBC.  Continue iron supplementation.  Also, his diuretic dosage was adjusted.  He did lose significant weight.  Echocardiogram was done showed LVEF to be 50%.  No significant valvular disease.  His furosemide dosage was decreased to 40 mg three times weekly.  Renal function was stable.  He also has diagnoses of psoriasis.  MRI of the abdomen showed cirrhotic morphology without any focal hepatic masses.  Recommendations were to followup with gastro as an outpatient.  His Eliquis was held until GI workup is completed.  His other medications were continued.  He was doing better.  He was subsequently discharge from the hospital and admitted to WellBridge Rehabilitation Facility.

PAST MEDICAL HISTORY:  See chart.

PAST SURGICAL HISTORY:  See chart.

SOCIAL HISTORY:  See chart.

CURRENT MEDICATIONS: See chart.

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:  Obese but soft and nontender.  Bowel sounds were positive.  Extremities:  Mild lower extremity venous stasis with skin changes.

IMPRESSION:  (1).  Acute on chronic microcytic iron deficiency anemia.  (2).  Congestive heart failure with preserved ejection fraction.  (3).  Chronic venous insufficiency.  (4).  Cirrhosis of the liver.  (5).  Persistent atrial fibrillation anticoagulation on hold.  (6).  Type II diabetes mellitus with neuropathy.  (7).  Vascular dementia.  (8). Obstructive sleep apnea.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Chronic back pain.  (12).  Gout.  (13).  Gastroesophageal reflux disease.  (14).  Pancreatic cyst and pancreatic intraductal papillary mucinous neoplasm recommendations were to have surveillance MRI in two years.  (15).  Morbid obesity.  (16).  Obstructive sleep apnea.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue current medications.  We will repeat labs.  Recommended to make followup appointment with gastroenterology as well as cardiology.  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.

Masood Shahab, M.D.
PATIENT NAME:  Thomas Eldredge
DOS: 06/15/2026

DOB: 12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit.  He states that he is doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any abdominal pain.  No nausea, vomiting, or diarrhea.  He does states that his swelling is doing much better.  He has been trying to keep his legs elevated.  Also has been cutting back on his lemonade. No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was 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:  Chronic edema and 1-2+ both lower extremity.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Type II diabetes mellitus insulin requiring.  (3).  History of CVA with right-sided weakness.  (4).  Congestive heart failure.  (5).  History of aortic stenosis status post TVAR.  (6).  Chronic kidney disease.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Degenerative joint disease.  (10).  Morbid obesity.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  We will check labs on him.  Continue current medications.  I encouraged him to eat better and drink enough fluids and cut back on salty food.  We will monitor his progress.  Keeping his legs elevated.  We will follow up on his progress.  If he has other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Faye Abughazaleh
DOS: 06/15/2026

DOB: 03/24/1934
HISTORY OF PRESENT ILLNESS:  Ms. Abughazaleh is seen in her room today for a followup visit.  She had complained to the nurses about pain in her back but denied any radiation of the pain to the nurse.  Today, she is being seen in her room she is sitting up in the chair.  She states that she is feeling well.  She denies any complaints of pain today.  She denies any chest pain or shortness of breath.  She denies any palpitations.  She states that she is feeling well.  She just had dinner.  She overall feels well.  She was started on lidocaine patch.  Denies any abdominal pain.  No nausea, vomiting, or diarrhea.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was 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 extremity.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  Low back pain.  (4).  History of DVT/PE.  (5).  DJD.  (6).  History of lung nodules.  (7).  History of early cognitive defects.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her back seems to be doing better.  She is using the lidocaine patch, which seems to be helping.  We will continue the same.  Continue other medications.  She was encouraged to eat better.  Drinks 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.

Masood Shahab, M.D.

PATIENT NAME:  Alice Geroux
DOS: 06/15/2026

DOB: 02/07/1947
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.  Denies any shortness of breath.  Denies any palpitations.  Denies any abdominal pain.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  She has been participating with physical therapy.  Overall doing better.

PHYSICAL EXAMINATION:  General:  Appearance was 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 fall.  (2).  Right hip fracture.  (3).  History of right hemiarthroplasty.  (4).  Anemia.  (5).  Osteoporosis.  (6).  Hyperlipidemia.  (7).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  As suggested she continues her current medications.  Continue to work with physical and occupational therapy.  We will check her labs.  Check CBC as well as chemistry panel.  We will continue other medications.  We will followup on her blood work.  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: 06/15/2026

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 better.  He did not want to remove the dressing or the wound to be looked at she said he can do it after dinner later at night. He denies any other symptoms or complaints.  He denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  He overall feels that he is doing better.  Denies any significant drainage from the wound.

PHYSICAL EXAMINATION:  General:  Appearance was 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:  Chronic edema in both lower extremity 1+.  Toes has dressing in place.

IMPRESSION:  (1).  Bilateral lower extremity wound/ulcer on the toes.  (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.  (12). DJD. 

TREATMENT PLAN:  Discussed with the patient about his symptoms.  I discussed with the nurse seems like the drainage had improved.  I advised her to take the picture and let me know.  We will continue the antibiotic.  Continue other medications.  I have suggested that he make an appointment with the wound clinic.  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.

Masood Shahab, M.D.

PATIENT NAME:  James Hollenbeck
DOS: 06/15/2026

DOB: 08/08/1942
HISTORY OF PRESENT ILLNESS:  Mr. Hollenbeck is seen in his room today for a followup visit.  He states that he is doing well.  His Coumadin had some fluctuation and his dosage was adjusted and he feels comfortable with it.  He states that the wound on his neck has improved significantly and has been healing.  There is a small scar now left.  He has been using the cream.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was 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).  Squamous cell cancer right side neck status post surgical resection.  (2).  Severe aortic stenosis status post TVAR.  (3).  CAD.  (4).  Paroxysmal atrial fibrillation.  (5).  History of cardiac arrhythmia status post AICD.  (6).  Chronic anemia.  (7).  Type II diabetes mellitus.  (8).  Hypertension.  (9).  Hyperlipidemia.  (10).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  We will continue current medications.  Continue to monitor PT/INR.  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.
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