PATIENT NAME:  Jack Kelly
DOS:  01/03/2022
DOB:  09/06/1929
HISTORY OF PRESENT ILLNESS:  Mr. Kelly is a very pleasant 92-year-old male with a history of lymphoma, chronic urinary tract infection, history of ESBL infection, and history of C. difficile, who was admitted to the hospital with fever and chest pain.  His urine culture did grow ESBL Klebsiella.  He was treated with ertapenem.  Also, he had a CTA chest that did not show any pulmonary embolism; it did show pleural effusion.  His EF was normal.  He had an echocardiogram done.  He had CT abdomen and pelvis which did show mildly enlarged hilar and subcarinal nodes.  Also, innumerable loosened lesions throughout the osseous structures consistent with metastatic disease.  He was admitted back to Willows.  At the present time, he is lying in his bed, somewhat moaning.  He complains of pain in his back.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  He denies any nausea.  No vomiting.  He had a discussion with family as well as the patient with hospice and the patient has been enrolled into hospice.  At the present time, he complains of pain in his back.  He seems weak.  Denies any other complaints.  
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).  Metastatic renal cell cancer.  (2).  Secondary metastasis to the bone.  (3).  ESBL UTI.  (4).  Chronic C. difficile colitis.  (5).  History of hypoxic respiratory failure.  (6).  Pleural effusions. (7).  Hypothyroidism. (8).  Hypertension. (9).  Hyperlipidemia. (10).  Degenerative joint disease.
TREATMENT PLAN:  The patient is admitted to the Willows.  Hospice has been consulted.  He has been enrolled into hospice.  We will try to keep him comfortable.  Continue current medications.  We will monitor his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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PATIENT NAME:  Clifford Lush
DOS: 01/03/2022
DOB:  09/26/1923
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He is sitting up in the chair.  He states that he is doing well.  He *__________* in the evening.  He denies any complaints of chest pain.  Over the weekend, he has couple of falls.  He tries to transfer himself.  He was somewhat confused also.  He denies any complaints of chest pain.  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 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).  Metabolic encephalopathy.  (2).  Parkinson’s disease.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Recurrent falls.  (6).  Degenerative joint disease. (7).  Anxiety.
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TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will have repeat labs done.  Also, UA and C&S will be checked.  He was encouraged to call the nurse before he ambulates himself.  We will use Xanax as needed at nighttime.  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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PATIENT NAME:  Debra Ziegler
DOS:  01/03/2022
DOB:  08/09/1954
HISTORY OF PRESENT ILLNESS:  Ms. Ziegler is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she is doing better.  Her pain is improved.  She is taking one pain pill every six hours.  She has been on the antibiotics.  She is following up with Ortho.  She also has an appointment with infectious disease next week.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

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).  Left hip prosthetic infection status post spacer device.  (2).  History of asthma.  (3).  Left leg cellulitis.  (4).  History of Candida albicans infection.  (5).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  She is following up with ortho this week and with Infectious Disease next week.  Continue with routine blood work.  We will fax report to the Infectious Disease office.  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.

Masood Shahab, M.D.
PATIENT NAME:  Terry Devlin
DOS:  01/03/2022
DOB:  03/18/1942
HISTORY OF PRESENT ILLNESS:  Mr. Devlin is seen in his room today for a followup visit.  He is lying in his bed, somewhat sleepy.  He is just waking up.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No other complaints.

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.  Left heel partial thickness wound.
IMPRESSION:  (1).  COPD.  (2).  Coronary artery disease.  (3).  History of congestive heart failure.  (4).  Atrial fibrillation.  (5).  Carotid stenosis.  (6).  History of CVA. (7).  Diabetes mellitus. (8).  Hypertension. (9).  Hyperlipidemia. (10).  Left heel wound. (11).  Anxiety/depression. (12). DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  He has been stable.  Wound care is following with dressing changes.  We will 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.
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PATIENT NAME:  Frances Davis
DOS:  01/03/2022
DOB:  12/26/1936
HISTORY OF PRESENT ILLNESS:  Ms. Davis is seen in history room today for a followup visit.  She seems to be doing well.  She did have some yeast infection under her breast.  She has complaints of itching.  Otherwise, she has been doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She does get confused at times.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Chronic changes.

IMPRESSION:  (1).  COPD.  (2).  Congestive heart failure.  (3).  History of pulmonary embolism.  (4).  Pulmonary hypertension.  (5).  DJD.  (6).  History of C. difficile colitis. 
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She will continue current medications.  Continue incentive spirometry.  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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