PATIENT NAME:  Thomas Eldredge
DOS: 06/09/2025
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 better.  He continues to have swelling of his legs.  His redness has improved.  He is done with the antibiotics.  He is using Ace wraps to keep the swelling down.  He states that he has been watching his salt intake.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  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:  Bilateral lower extremity swelling 2+.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Chronic congestive heart failure with preserved ejection fraction.  (3).  Moderate aortic stenosis.  (4).  Mild mitral and tricuspid regurgitation.  (5).  Chronic kidney disease stage IIIA.  (6).  Chronic anemia.  (7).  Type II diabetes mellitus insulin-dependent.  (8).  Diabetic nephropathy.  (9).  Diabetic neuropathy.  (10).  History of CVA with right-sided weakness.  (11).  History of bilateral carotid artery stenosis.  (12).  Hypertension.  (13).  Hyperlipidemia.  (14).  Morbid obesity.  (15).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will increase his Bumex to two tablets in the morning, one tablet at nighttime and one tablet in the late afternoon.  We will have repeat basic metabolic panel checked.  Also, CBC would be checked.  We will continue other medications.  Continue with Ace wrap.  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:  Faye Abughazaleh
DOS: 06/09/2025
DOB: 03/24/1934
HISTORY OF PRESENT ILLNESS:  Ms. Abughazaleh 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 complaints of any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  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).  Bilateral lower extremity swelling.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of DVT/PE.  (5).  Degenerative joint disease.  (6).  Early cognitive dementia.  (7).  Anxiety.  (8).  History of recurrent falls.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  Continue current medications.  She was encouraged to keep her legs elevated, avoid salty foods.  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:  Claudia Ogreen
DOS: 06/09/2025
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 well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any complaints of any nausea. No vomiting.  She denies any diarrhea.  No fever or chills.  She feels that since she has been on the BuSpar, she has been feeling better.  Overall, she denies any other symptoms or 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).  Type II diabetes mellitus insulin-dependent.  (2).  Elevated blood sugar.  (3).  History of congestive heart failure.  (4).  COPD.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Morbid obesity.  (8).  Generalized anxiety disorder.  (9).  Depressive disorder.  (10).  Hypothyroidism.  (11).  DJD.  (12).  History of left adnexal cyst.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have increased her dose of the insulin to 25 units.  I have encouraged her to watch her diet, follow a diabetic diet, avoid sugar and carb.  I have also encouraged her to ambulate and try to do some activity.  We will 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.
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PATIENT NAME:  Stanley Sokolowski
DOS: 06/09/2025
DOB: 03/15/1948
HISTORY OF PRESENT ILLNESS:  Mr. Sokolowski is seen in his room today for a followup visit.  He states that he has been stable.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He does have some swelling of the legs, he states that it has been stable though.  No fever or chills.  No other complaints.  He has been eating well.  Pain has been controlled with the medications.  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:  Chronic edema/chronic skin changes, both lower extremities.

IMPRESSION:  (1).  Type II diabetes mellitus.  (2).  Bilateral lower extremity swelling.  (3).  Degenerative joint disease.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of atrial fibrillation.  (7).  History of depressive disorder.  (8).  History of gout.  (9).  DJD.  (10).  Chronic skin changes, both lower extremities.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He states that he is stable.  He did not want any changes in his medications.  We will continue same.  He was encouraged to drink enough fluids.  We will have routine blood test ordered.  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.
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