PATIENT NAME:  James Hollen Beck
DOS: 10/29/2025

DOB: 08/08/1942
HISTORY OF PRESENT ILLNESS:  Mr. Hollen Beck is a very pleasant 83-year-old male with history of severe aortic stenosis status post TAVR, history of congestive heart failure with reduced ejection fraction of 25%, history of nonobstructive coronary artery disease, chronic atrial fibrillation, history of sustained V-tach status post ICD placement, history of hypertension, type II diabetes mellitus, and degenerative joint disease who was admitted to the hospital with complaints of generalized weakness, states that he has been progressively getting weaker, getting short of breath and fatigued after walking several steps.  He was seen in the emergency room.  He denied any complaints of being dizzy or lightheaded.  He denies any loss of consciousness.  He does complain of shortness of breath as well as orthopnea.  He denies any significant weight changes.  He denies any sore throat, cough, or any upper respiratory symptoms.  He was seen in the emergency room, was admitted to the hospital.  Chest x-ray showed trace left pleural effusion, showed left chest wall cardiac implantable device and prior aortic valve repair, otherwise unremarkable.  CT scan of the head showed no acute intracranial hemorrhage or mass effect.  The patient was admitted to the hospital.  COVID, flu, and RSV were negative.  His sodium was low.  He has felt to be hypovolemic.  He was given IV fluids. Also, his magnesium was replaced. His INR was significantly elevated.  His Coumadin was held.  He was continued on the Lasix.  BNP was elevated.  His heart rate was controlled with carvedilol and digoxin.  He was continued on his other medication.  Physical and occupational therapy were consulted.  The patient was otherwise doing well.  He did show some improvement.  He was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he states that he is feeling some better.  He does feel weak.  He denies any complaints of chest pain or shortness of breath.  He does state that he gets short of breath with exertion.  He denies any complaints of any palpitations.  Denies any nausea, vomiting, or diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for severe aortic stenosis status post TAVR, history of nonobstructive coronary artery disease, history of congestive heart failure with reduced ejection fraction, history of chronic atrial fibrillation, history of sustained ventricular tachycardia status post ICD, history of hypertension, type II diabetes mellitus, history of cardiomyopathy, history of endocarditis, gastroesophageal reflux disease, history of hypercholesterolemia, history of torsades de pointes, and history of ventricular tachycardia.

PAST SURGICAL HISTORY: Significant for cataract surgery bilateral, pacemaker placement, cardiac catheterization, and ICD implant.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  He quit smoking about 50 years ago.  Alcohol: Denies any use.  No other drugs.

REVIEW OF SYSTEMS:  Cardiovascular:  He denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.
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He does have history of coronary artery disease, history of congestive heart failure, history of severe aortic stenosis status post TAVR, history of ventricular tachycardia status post ICD placement, hypertension, and hyperlipidemia. Respiratory:  Denies any cough.  Denies any chest pain.  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 history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological: He does complain of generalized weakness.  Denies any focal weakness in the arms or legs.  No history of TIA or CVA.  Musculoskeletal:  He does complain of joint pains 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 were equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Diminished breath sounds in the bases.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal swelling in both lower extremities.  Neurologic:  The patient was alert and oriented.  Moving all four extremities.  No focal deficits.  Generalized weakness.

IMPRESSION:  (1).  Generalized weakness.  (2).  Hyponatremia.  (3).  Hypomagnesemia.  (4).  Congestive heart failure with reduced ejection fraction.  (5).  History of severe aortic stenosis status post TAVR.  (6).  History of coronary artery disease.  (7).  Chronic atrial fibrillation.  (8).  History of torsades and ventricular tachycardia status post ICD. (9).  Chronic anemia.  (10).  Type II diabetes mellitus.  (11).  Hypertension.  (12).  Hyperlipidemia.  (13).  DJD.

TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged him to eat better.  Continue to work with PT/OT.  We will monitor his progress.  We will check routine labs.  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:  Joanne Aichler
DOS: 10/22/2025

DOB: 12/27/1946
HISTORY OF PRESENT ILLNESS:  Ms. Aichler is seen in her room today at the request of the nurse since she has been having some nausea as well as vomiting.  She denies any complaints of chest pain.  She denies any shortness of breath.  She does complain of feeling nauseated and had several episodes of vomiting.  She denies any complaints of any sharp abdominal pain.  She stated that she has moved her bowels, it was loose.  She denies any headaches.  No blurring of vision.  She denies any other complaints.
PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.
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Abdomen:  Soft. Mild tenderness in the epigastric area.  No rebound tenderness.  No guarding.  No rigidity.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Nausea/vomiting and upper abdominal discomfort.  (2).  History of altered mental status.  (3).  History of cystitis/UTI.  (4).  Hypertension.  (5).  Type II diabetes mellitus.  (6).  GERD.  (7).  Hyperlipidemia.  (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have ordered an abdominal x-ray flat plate and upright.  Also, we will get an ultrasound of the abdomen, put her on Zofran as needed for nausea. I have advised her to have ginger ale to try to keep herself hydrated. If her symptoms not improve, she will let the nurses know or call the office.  We will continue other medications.  We will monitor her progress.  We will follow up on her workup.  Also, blood work was ordered.

Masood Shahab, M.D.
PATIENT NAME:  Thomas Eldredge
DOS: 10/29/2025

DOB: 12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit at the request of the nurse since he has been having some itching and redness in his right eye.  He denies any blurring of vision.  He denies any injury to the eyes.  He denies any other symptoms or complaints.  Denies any chest pain.  No shortness of breath.  He states that his swelling is slightly increased, but has been overall better.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: 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:  2+ pitting edema in both lower extremities.

IMPRESSION:  (1).  Right eye irritation/conjunctivitis.  (2).  Type II diabetes mellitus.  (3).  Congestive heart failure with preserved ejection fraction.  (4).  History of bilateral lower extremity swelling.  (5).  History of moderate aortic stenosis.  (6).  Mitral and tricuspid regurgitation.  (7).  Chronic kidney disease stage III.  (8).  History of CVA with right-sided weakness.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Morbid obesity.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  We will use artificial tears, see how he responds.  We will continue the other medications.  I have encouraged him again to cut back on salt and caffeinated drinks, monitor his fluid intake, keep his legs elevated, continue current 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.

Masood Shahab, M.D.
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