PATIENT NAME:  Walter Wilkerson
DOS:  02/03/2026
DOB:  07/12/1942
HISTORY OF PRESENT ILLNESS:  Mr. Wilkerson is seen in his room today at the request of the nurse who states he has been having some diarrhea.  He states that he feels tired today.  He had several episodes of liquid/watery stools.  He denies any abdominal pain, but complains of feeling tired and fatigued and no energy.  He denies any complaints of chest pain or shortness of breath.  He denies any palpitations.  He denies any nausea or vomiting.  No fever or chills.  No other complaints.  His urine still is somewhat stained with blood though it is not as dark as it was before.  No other complaints.
PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Diarrhea.  (2).  Hematuria.  (3).  History of dementia.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of coronary artery disease.  (7).  History of CHF.  (8).  History of prostate cancer.  (9).  History of bladder cancer.  (10).  Atrial fibrillation, not on any anticoagulation at present.  (11).  Hypothyroidism.  (12).  GERD.  (13). DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will have stool for C. difficile as well as culture.  We will check electrolytes.  We will also have CBC done.  We will hold off on the Macrobid.  We will continue other medications.  Encouraged him to 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.
PATIENT NAME:  Michael Trudeau
DOS:  02/03/2026
DOB:  12/04/1941
HISTORY OF PRESENT ILLNESS:  Mr. Trudeau is seen in his room today for a followup visit.  He was sent to the emergency room after he suffered a fall the other day.  He had laceration over his right eye.  He was sent to the emergency room.  He had CAT scan done.  He had the laceration sutured.  He was observed at the hospital.  He was doing better.  He was subsequently discharged from the hospital and admitted back to Wellbridge Rehabilitation Facility.  He states that he was sitting in the chair doing therapy when he bent more forward and then he fell.  He denies being dizzy or lightheaded.  Denies passing out.  Denies any complaints of chest pain or palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No other complaints.  Denies any headaches or any other discomfort.
PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Right periorbital swelling and bruising is present. Skin above the right eyebrow is with laceration and sutures in place.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1+ pitting edema both lower extremities.  Skin:  There is laceration over the right eyebrow with sutures in place.  There is significant swelling and bruising over his right periorbital area.  No other bruising.
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IMPRESSION:  (1).  Fall.  (2).  Right forehead laceration.  (3).  Right periorbital bruising.  (4).  History of constrictive pericarditis.  (5).  Hyponatremia.  (6).  Hypertension.  (7).  History of esophageal cancer. (8).  History of prostate cancer.  (9).  History of neuropathy.  (10).  History of atrial fibrillation.  (11).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I explained to him that he needs to be careful, try not to get up on his own or reach for anything.  We will continue current medications.  His blood thinner is on hold for now.  We will continue other medications.  We 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:  Paul Ruvicka
DOS:  02/03/2026
DOB:  02/05/1938
HISTORY OF PRESENT ILLNESS:  Mr. Ruvicka is seen in his room today for a followup visit.  He states that he is doing better.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea, vomiting, or diarrhea.  He states that he is feeling somewhat better, has been eating better, has been working with therapy.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Fall.  (2).  History of T11/T12 vertebral fracture.  (3).  Multiple rib fractures.  (4).  Left pubic rami fracture.  (5).  Chronic kidney disease.  (6).  Degenerative joint disease.  (7).  Hypertensive heart disease.  (8).  History of atrial fibrillation.  (9).  Hyperlipidemia.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  Encouraged him to eat enough and drink enough fluids and continue to work with therapy.  We will continue on his current medications.  If he has any pain, he will let the nurses know or call the office.  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:  Susan Roth-Vainder
DOS:  02/03/2026
DOB:  04/24/1951
HISTORY OF PRESENT ILLNESS:  Ms. Roth-Vainder is seen in her room today for a followup visit.  She states that she is doing better.  She did see her rehab doctor and was given an injection.  She feels better with the pain.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any complaints of any abdominal pain.  No nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
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PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Chronic bilateral lower extremity pain.  (2).  History of peripheral neuropathy.  (3).  Generalized anxiety disorder.  (4).  Chronic kidney disease stage IIIA.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  History of coronary artery disease.  (8).  History of congestive heart failure.  (9).  History of fibromyalgia.  (10).  Mild dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  She is getting ready to be discharged.  She is going to an assisted living.  She will follow up with her primary physician as well as her rehab doctor.  Followup prescriptions were signed.  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:  Melba Robinette
DOS:  02/02/2026
DOB: 02/24/1954
HISTORY OF PRESENT ILLNESS:  Ms. Robinette is a very pleasant 71-year-old female who was in the emergency room several times, was in the last week with chronic low back pain as well as lower extremity pain.  She had as mentioned multiple emergency department visits.  She had x-rays done.  An attempted MRI was done, was unable to complete.  The patient subsequently underwent a CAT scan to rule out compression fracture given recent fall.  She was also evaluated by PT and OT, was recommended subacute rehab, but initially the patient refused, but subsequently at the next visit, she agreed to go for rehabilitation.  She denies any incontinence.  Denies any chest pain or shortness of breath.  Denies any palpitations.  She does complain of some chronic abdominal pain and some nausea.  She was otherwise doing better.  Her CT scan of the lumbar spine did show some chronic compression fracture at L2-L5, but no acute fractures.  The patient was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she continues to complain of pain in her lower back.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any headaches.  No nausea or vomiting today.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for anxiety, history of asthma, carotid artery stenosis, COPD, chronic pain, history of coronary artery disease, history of depressive disorder, hypertension, hyperlipidemia, history of migraines, opioid dependence, also history of sarcoidosis.
PAST SURGICAL HISTORY:  Significant for hysterectomy, cholecystectomy, eye surgery, carpal tunnel release, cesarean section, carotid stent and back surgery.
ALLERGIES: AMOXICILLIN, CLINDAMYCIN, IBUPROFEN, MELATONIN, ASPIRIN, CEPHALEXIN, CODEINE, DULOXETINE, FENTANYL, PROZAC and LIPITOR.
CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.
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SOCIAL HISTORY:  She has quit smoking.  She smoked for about 15 years.  She has like 7.9-pack-year smoking history.  Alcohol – she denies any alcohol use currently.  She occasionally used marijuana.
FAMILY HISTORY:  Heart disease in her brother and father as well as mother.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any shortness of breath.  No palpitations.  She does have history of coronary artery disease, history of hypertension and hyperlipidemia, and also history of carotid stenosis.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of asthma/COPD.  History of sarcoidosis.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  She does have some nausea last week.  No vomiting now.  History of peptic ulcer disease.  History of GERD.  Genitourinary:  No complaints.  Neurological:  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  No history of seizures.  Musculoskeletal:  She does complain of joint pains, history of arthritis, and history of back pain.  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, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Chronic low back pain.  (2).  History of L2-L5 compression fracture.  (3).  History of coronary artery disease.  (4).  History of hypertension.  (5).  Hyperlipidemia.  (6).  COPD/asthma.  (7).  Depressive disorder.  (8).  Generalized anxiety disorder.  (9).  Opioid dependence.  (10).  History of migraines.  (11).  History of sarcoidosis.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  She is on Suboxone, also as-needed oxycodone.  We will continue same.  We will continue with the muscle relaxants.  Physical and occupational therapy would be consulted. She will drink enough fluids and monitor her progress.  If she has any constipation, she will let us know.  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:  James Hollenbeck
DOS:  02/02/2026
DOB:  08/19/1942
HISTORY OF PRESENT ILLNESS:  Mr. Hollenbeck is seen in his room today for a followup visit.  I was asked by the nurse to see him since he has swelling of his lower extremities.  He denies any complaints of chest pain.  He denies any shortness of breath, but has noticed some increased swelling in both the lower extremities.  He denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any abdominal pain.  No nausea.  No vomiting.  He denies any diarrhea. No other complaints.
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PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1 to 2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  History of CHF.  (3).  History of severe aortic stenosis status post TAVR.  (4).  History of coronary artery disease.  (5).  History of atrial fibrillation.  (6).  History of cardiac arrhythmia status post AICD placement.  (7).  Chronic anemia.  (8).  Type II diabetes mellitus.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He is on Lasix 20 mg.  We will increase the dose to 40 mg for five days.  We will see his response.  He was encouraged to cut back on salty food, keeping his legs elevated.  We will monitor his weights.  We will check his electrolytes.  We will continue other medications.  We will follow up on his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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