PATIENT NAME:  Barbara Colley
DOS: 07/29/2025
DOB: 12/17/1953
HISTORY OF PRESENT ILLNESS:  Ms. Colley is a very pleasant 71-year-old female with history of type II diabetes mellitus, hypothyroidism, generalized anxiety disorder, depression, history of hypotension on midodrine, history of asthma, history of degenerative joint disease who is admitted to the hospital because of significant pain in her legs and failed conservative treatment.  She was admitted for right hip replacement.  She underwent right hip replacement surgery with Dr. __________.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  Denies any nausea. No vomiting.  Denies any diarrhea.  She states her pain is doing better.  She has been taking some pain medication as needed.  She has been able to weight bear.  She was ambulating after surgery with physical therapy.  She was doing much better.  She was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility for rehabilitation.  At the present time, she denies any significant pain in her right hip.  Denies any swelling of her legs.  Denies any chest pain.  No shortness of breath. No palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease. No other complaints.
PAST MEDICAL HISTORY:  Significant for hypotension on midodrine, history of type II diabetes mellitus, hypothyroidism, generalized anxiety disorder, depression, history of asthma, and history of degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for right total hip arthroplasty.
ALLERGIES: BACTRIM and BENADRYL.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
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.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of asthma; uses inhaler as needed.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  She denies any complaints of blood in the urine.  Denies any history of kidney stones.  Musculoskeletal:  She does complain of joint pains, history of right hip arthroplasty and degenerative joint disease.  Neurological:  She denies any history of TIA or CVA.  No history of seizures.  No focal weakness in the arms or legs.  All other systems are 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.  Regular rate and rhythm. Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses are bilaterally symmetrical.  Right hip with dressing in place.  No redness or swelling in the area.
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IMPRESSION:  (1).  Right total hip arthroplasty.  (2).  Hypotension on midodrine.  (3).  Hypothyroidism.  (4).  Type II diabetes mellitus.  She does take Lantus insulin, but if her sugars are less than 200, then she does not take any.  We will hold off on starting the insulin.  We will do Accu-Cheks twice a day, monitor her sugars and reinstate Lantus if needed.  (5).  History of anxiety/depression.  (6).  History of asthma. (7).  Degenerative joint disease.
TREATMENT PLAN:  We will continue on the rest of her medications.  We will check routine labs.  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.
PATIENT NAME:  Sudha Sud
DOS: 07/29/2025
DOB: 09/23/1953
HISTORY OF PRESENT ILLNESS:  Ms. Sud is a very pleasant 71-year-old female with history of chronic lower back/lumbar area pain, history of hypertension, history of parkinsonism symptoms, history of lower extremity swelling, who was brought to the emergency department because of gradually worsening swelling, having difficulty ambulating because of that. Ms. Sud was admitted to the hospital with significant swelling of both the lower extremities.  She was started on IV Lasix, was diuresed, monitored her blood pressure and labs were being monitored.  She was doing better.  Her swelling did improve.  She was otherwise doing better.  She continued to complain of her lower back pain.  She has had back surgery with fusion of the L4-L5.  Also, she was going to have dorsal column stimulator placed, but was unsuccessful.  She has been managed with chronic pain medications.  She has also been diagnosed with parkinsonism and started on Sinemet, but she has not yet started it.  She is supposed to have DaTscan done which is scheduled in the next couple of weeks.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea. No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  Her lower extremity swelling is much improved.  She has minimal swelling at the present time.  She has been on diuretics.  She does complain of pain in her back.  She does complain of weakness in her legs.  She has been admitted to Wellbridge Rehabilitation Facility for rehabilitation.  At the present time, she denies any chest pain or shortness of breath.  Denies any palpitations.  She does complain of pain in her lower back. Denies any complaints of any nausea.
PAST MEDICAL HISTORY:  Please see history and physical from previous admission.
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PAST SURGICAL HISTORY:  Please see history and physical from previous admission.
ALLERGIES: SULFA.
CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 

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.  No history of CHF.  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:  Denies any complaints of any history of kidney stones.  She has been going to the bathroom more frequently.  Neurological:  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  She complains of generalized weakness.  History of recent diagnosis with parkinsonism.
PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal 1+ pitting edema both lower extremities.  Neurologic:  Grossly intact.
IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Chronic lower back pain.  (3).  History of L1 transverse process fracture.  (4).  History of L5 spinal process fracture.  (5).  History of S1-S2 sacrum stress fracture.  (6).  Degenerative joint disease. (7).  Hypertension. (8).  Hyperlipidemia. (9).  Anxiety.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  Continue on the Bumex.  Advised her to keep her legs elevated.  Recommended compression stocking to prevent swelling from coming back.  Continue on her pain medications.  PT/OT would be consulted.  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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