PATIENT NAME:  David Roberts
DOS: 04/16/2025

DOB: 01/25/1935
HISTORY OF PRESENT ILLNESS:  Mr. Roberts is a very pleasant 90-year-old male with history of severe aortic stenosis status post TAVR, history of atrial fibrillation status post Watchman procedure, history of chronic diastolic congestive heart failure, pulmonary hypertension, high blood pressure, hyperlipidemia, history of spontaneous left perinephric hematoma, history of tremor, history of peripheral neuropathy, and history of CVA.  He was presented to the emergency room after he suffered a fall.  He recently had TAVR for non-rheumatic aortic stenosis.  He was discharged home after the procedure.  He was doing well.  He was taking aspirin and Plavix.  He was started on amlodipine.  The patient presents to the hospital with unwitnessed fall at home.  The patient has been very confused, did not recognize his son which is unusual.  While in the ER, he had returned to his baseline mental status and stated that he tripped over a chair.  He was complaining of pain in the left arm and right.  He was seen in the emergency room vitals were stable.  COVID, flu, and RSV testing were negative.  CT head and spine, CT abdomen, chest abdomen, and pelvis showed a right buttock hematoma.  Otherwise, no other acute findings.  X-ray of the shoulder, elbow, and knee did not show any acute fracture.  The patient was given IV fluids.  He was admitted to the hospital was being monitored and was seen by physical therapy.  He was doing better.  His pain has improved.  Labs were stable.  He was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, he is sitting up in his chair he said that he is feeling better.  He complains of feeling weak.  He denies any chest pain.  Denies any shortness of breath.  Denies any palpitation.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for severe aortic stenosis status post TAVR, history of hypertension, history of hyperlipidemia, history of essential tremor, history of degenerative joint disease, history of permanent atrial fibrillation, peripheral neuropathy, history of melanoma, benign prostatic hypertrophy, history of CVA, and history of tension headache.

PAST SURGICAL HISTORY: Significant for cardiac catheterization, left atrial appendage closure, cataract surgery, prostatectomy, tonsillectomy, transurethral resection of the prostate, Watchman implant, and skin biopsy.

ALLERGIES:  PENICILLIN with HYDROCHLOROTHIAZIDE.

SOCIAL HISTORY:  He quit smoking longtime ago more than 40 years.  Alcohol none at present.

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 complaints of any chest pain or shortness of breath.  He does have history of atrial fibrillation, history of severe aortic stenosis status post TVAR, history of congestive heart failure, diastolic dysfunction, history of hypertension, and hyperlipidemia.  Respiratory:  He 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.  He denies any diarrhea.  No fever or chills.  Gastrointestinal:  No abdominal pain.  No nausea or vomiting.  No diarrhea.  No history of peptic ulcer disease.  Genitourinary:  Does have history of BPH status post transurethral resection of the prostate otherwise unremarkable.  Musculoskeletal:  He does complain of joint pain and history of arthritis.  All other systems are reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils are equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Systolic murmur grade 1-2/6.  Left sternal border was 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 acute and chronic kidney disease.  (3).  History of severe aortic stenosis status post TVAR.  (4).  Permanent atrial fibrillation.  (5).  Chronic diastolic congestive heart failure.  (6).  Hypertension.  (7).  Hyperlipidemia. (8).  Benign prostatic hypertrophy.  (9).  Degenerative joint disease.

TREATMENT PLAN:  The patient admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will monitor his progress.  Encouraged him to eat better and drink enough fluids to have physical and occupational therapy.  Try to continue with exercises.  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:  Barbara Horvath
DOS: 04/21/2025

DOB: 01/29/1938
HISTORY OF PRESENT ILLNESS:  Ms. Horvath is a very pleasant 87–year–old female who presented to the emergency room for episode of fall.  The patient with history of dementia, degenerative joint disease, diabetes mellitus, history of Parkinson’s disease, hypertension, hyperlipidemia, and degenerative joint disease.  She was seen in the emergency room. CT of the lower extremities was done, which did show chronic appearing osseous remodeling of the medial tibial plateau and mild anterior subluxation.  She does have history of previous fracture of the tibial plateau.  X-ray otherwise unremarkable.  CT head and spine show no evidence of acute intracranial abnormality or any traumatic malalignment or fracture.  The patient was given fluids as monitored.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, he says that she is feeling well.  She presently confused.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, diabetes mellitus, degenerative joint disease, anxiety/depression, dementia, DJD, and Parkinson’s disease.

PAST SURGICAL HISTORY:  Unknown.

SOCIAL HISTORY:  Smoking none. Alcohol none.

ALLERGIES:  SULFA ANTIBIOTIC.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
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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.  She does have history of hypertension and 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:  No complaints.  Neurological: She does have history of dementia.  No history of TIA or CVA.  Musculoskeletal:  She does complaints of joint pain and history of arthritis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils are 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:  No edema.  Right knee with knee brace in place also bilaterally symmetrical.  Neurological:  The patient is awake but presently confused, moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  Fall.  (2).  Right knee pain.  (3).  History of tibial plateau fracture.  (4).  Dementia.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Anxiety/depression.  (8).  Degenerative joint disease. 

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult 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.
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