PATIENT NAME:  Kenneth Radtke
DOS: 09/05/2023

DOB: 11/13/1929
HISTORY OF PRESENT ILLNESS:  Mr. Radtke is a 93-year-old male with history of hypertension, hyperlipidemia, and degenerative joint disease.  He is admitted to the hospital after he suffered a traumatic fall.  His head fallen multiple times and also had episodes of blackouts.  He states that he was admitted after he was going to the bathroom and he lost consciousness and fell down.  The patient did hit his head.  He was seen in the emergency room.  He was admitted to the hospital.  A CT scan of the head showed no evidence of acute intracranial hemorrhage.  Chest x-ray and pelvic x-ray show no evidence of acute fracture.  A CT scan of the lumbar spine showed acute compression fracture of the superior endplate of L5.  The patient admits to the hospital and neurosurgery was consulted.  He was given pain medications for pain control but otherwise doing better.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, he denies any complains of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any headaches or blurring of vision.  He did had a fall and had laceration on his left hand.  He had 16 stitches.  Denies any other symptoms or complaints.  He had been noncompliance in terms of.  He tries to getup on his own.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, major depressive disorder, history of BPH, history of frequent falls, history of benign neoplasm of the brain, and urinary retention.

PAST SURGICAL HISTORY: Significant for left knee surgery and vasectomy.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  No known drug allergies.

MEDICATIONS:  Reviewed and as documented in the chart.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation, history of MI and coronary artery.  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.  No nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  He does have history of urinary retention and history of BPH.  No history of kidney stones.  Musculoskeletal:  He does complain of joint pains and history of arthritis.  Neurological: He does have history of syncope and history of falls.  Denies any history of TIA or CVA.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the chart.  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.  Left wrist with dressing in place.

IMPRESSION:  (1).  Multiple falls.  (2).  Compression fracture lumbar vertebrae.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Degenerative joint disease.  (6).  Deconditioning.  (7).  History of traumatic subdural hemorrhage. (8).  Benign tumor of the brain.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue his current medications.  We will consult physical and occupational therapy.  He was encouraged to drink enough of fluids and eat better.  Also recommended that he call the nurse prior to getting up on his own.  He was evaluated by physical and occupational therapy.  Continue other medications.  We will monitor his progress.  We will followup on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.  Code status is DNR.

Masood Shahab, M.D.
PATIENT NAME:  Thomas Eldredge
DOS: 09/05/2023

DOB: 12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is a very pleasant 81–year–old male with history of hypertension, hyperlipidemia, morbid obesity, insulin dependent diabetes mellitus, peripheral neuropathy, and secondary to diabetes mellitus.  He was admitted to the hospital with right lower extremity weakness and numbness.  A CT scan of the head revealed remote infarction of the left PICA territory.  A CTA of the head and neck reveals significant atherosclerotic disease of the carotid artery with 80-90% narrowing on the right and 50-60% on the left.  The patient was not a candidate for thrombectomy or thrombolytic.  MRI of the brain did revealed acute infarct of the paramedian left posterior lobe as well as possible non-pressure hydrocephalus.  The patient was admitted to the hospital and neurology was consulted.  Vascular surgery was also evaluated the patient because of carotid stenosis recommendation for against any acute intervention at the present time.  The patient was subsequently doing better.  He was improving.  His symptoms were doing better.  He was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he said that he is feeling better.  He does complain of some numbness in the right lower extremity as well as weakness but he stated that is better from before.  He denies any complaints of chest pain.  Denies any 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 insulin-dependent diabetes mellitus, peripheral neuropathy, hypertension, hyperlipidemia, morbid obesity, and DJD.

PAST SURGICAL HISTORY:  Significant for cataract surgery and cardiac catheterization.

SOCIAL HISTORY:  Smoking none. Alcohol none.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS: Reviewed and as documented in the chart.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  No palpitations.  No history of MI or coronary artery disease.  He does have 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.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological: He does complaints of lower extremity weakness as well as numbness in the right leg.  He does have history of peripheral neuropathy and history of CVA.  No history of seizures.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the chart.  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).  Acute CVA right hemiparesis.  (2).  Bilateral carotid stenosis.  (3).  Lower extremity pain/weakness.  (4).  Insulin-dependent diabetes mellitus.  (5).  Peripheral neuropathy.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  DJD.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue his current medications.  We will consult physical and occupational therapy.  We will monitor his sugars.  He was encouraged to do exercises with therapy.  We will monitor his progression.  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:  Catherine Ross
DOS: 09/05/2023

DOB: 12/22/1957
HISTORY OF PRESENT ILLNESS:  Ms. Ross is a very pleasant 65-year-old female with history of COPD, history of congestive heart failure, asthma/COPD, chronic pain disorder, fibromyalgia, hypertension, hyperlipidemia, hypothyroidism, and history of sleep apnea as well as history of rheumatoid arthritis.  She was admitted to the hospital with complaints of left hip pain, which has been progressively getting worse and unresponsive to conservative treatment.  She underwent left total hip arthroplasty and surgical procedure went uneventful.  She was subsequently doing better and recuperating discharge from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she is sitting up in her chair stating that she is doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for congestive heart failure, diastolic dysfunction, hypertension, hyperlipidemia, history of asthma/COPD, history of chronic pain, fibromyalgia, depression, gastroesophageal reflux disease, obesity, rheumatoid arthritis, sleep apnea, and DJD.

PAST SURGICAL HISTORY: Significant for appendectomy, back surgery, carpal tunnel release, cervical fusion, cesarean section, foot surgery, and total knee replacement bilateral.

SOCIAL HISTORY:  She used to smoke cigarettes one pack a day and has quit for three years.  She has not smoked for almost 25 plus years.  Alcohol none.

ALLERGIES:  KEFLEX, PENICILLIN, and SULFASALAZINE.

MEDICATIONS:  Reviewed and as documented in the chart.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any palpitations.  She does have history of CHF, history of hypertension, and hyperlipidemia.  Denies any history of MI or CAD.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of asthma/COPD and history of ex-smoker.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  She does have history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological: She denies any history of TIA or CVA.  Denies any focal weakness in the arms or legs.  No history of TIA or CVA.    Musculoskeletal:  She does complain of joint pains, history of back pain, and history of back surgery as well as cervical fusion.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the EHR.  HEENT:  Normal.  Pupils are equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruits.  No thyromegaly.  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 bilaterally symmetrical.  Left hip wound with dressing in place.

IMPRESSION:  (1).  Status post left hip arthroplasty.  (2).  History of CHF.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Asthma/COPD.  (6).  History of rheumatoid arthritis.  (7).  GERD. (8).  DJD.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue her current medications.  We will consult physical and occupational therapy.  Continue current 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.

Masood Shahab, M.D.

PATIENT NAME:  William Armitage
DOS: 09/05/2023

DOB: 11/17/1936
HISTORY OF PRESENT ILLNESS:  Mr. Armitage is seen in his room today at the request of the family since he has not been eating.  He has been complaining of cough.  He denies any complaints of chest pain.  He denies any pain with deep inspiration.  Denies any productive phlegm.  He does not have much appetite and also has been going to the bathroom more frequently.  He complaints of burning or discomfort.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  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.

IMPRESSION:  (1).  Cough.  (2).  History of sepsis.  (3).  Hypertension.  (4).  History of hematuria.  (5).  DJD.  (6).  History of cognitive impairment/deficit.

TREATMENT PLAN:  Discussed with patient about his symptoms.  We will check blood test including CBC and BMP as well as urinalysis.  We will get a chest x-ray as well as abdominal x-ray.  I have encouraged him to drink more fluids.  Continue other medications.  We will monitor his progress.  We will followup 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.
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