PATIENT NAME:  Irma Kujat
DOS: 01/12/2023
DOB: 01/16/1926
HISTORY OF PRESENT ILLNESS:  Ms. Kujat is seen in her room today for a followup visit.  She is a 93-year-old female.  She was being seen by Dr. Cassidy prior.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She does complain of joint pains.  No other complaints. 
PAST MEDICAL HISTORY:  Significant for hypertension, degenerative joint disease, anemia and back pain.

PHYSICAL EXAMINATION:  General:  Appearance was 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).  Hypertension.  (2).  Anemia.  (3).  Degenerative joint disease.  (4).  Back pain.  
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be comfortable at the present.  We will continue current medications.  She uses Tylenol No. 3 for pain.  Overall, she has been doing well.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Lucy Robinson
DOS: 01/19/2023
DOB:  04/22/1944
HISTORY OF PRESENT ILLNESS:  Ms. Robinson is seen in her room today.  Ms. Robinson is a very pleasant 79-year-old female with a history of emphysema, COPD, history of lumbar spinal stenosis, rheumatoid arthritis, peripheral vascular disease, admitted to the assisted living.  She denies any complaints of chest pain.  She denies any shortness of breath.  She does complain of pain in her legs as well as her back.  Denies any headaches or blurring of vision.  She denies any abdominal pain.  No nausea, vomiting, or diarrhea.  She denies any chest pain.  No shortness of breath.  No other complaints.

PAST MEDICAL HISTORY:  Significant for emphysema/COPD, rheumatoid arthritis, lumbar spinal stenosis, peripheral vascular disease, and degenerative joint disease.

PAST SURGICAL HISTORY:  Unknown.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR. 

ALLERGIES:  PENICILLIN.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 

PHYSICAL EXAMINATION:  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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses diminished in both lower extremities.
IMPRESSION:  (1).  COPD/emphysema.  (2).  Rheumatoid arthritis.  (3).  Degenerative joint disease.  (4).   Gastroesophageal reflux disease.  (5).  Hyperlipidemia.  (6).  Peripheral vascular disease.

TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will monitor her progress.  We will check routine labs.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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