PATIENT NAME:  Jeanette Curry
DOS:  12/30/2020
DOB:  04/17/1950
HISTORY OF PRESENT ILLNESS:  Ms. Curry is seen in her room today for a followup visit in preparation for her discharge.  She states that overall she is doing well.  She denies any complaints of chest pain or shortness of breath.  She does complain of pain in her back.  She has chronic pain.  She denies any palpitations.  Denies any nausea, vomiting, or diarrhea.  She has been eating well.  She denies any other symptoms or 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).  Sacral insufficiency fracture status post surgery.  (2).  Chronic low back pain.  (3).  History of breast cancer with metastasis.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD. (7).  Allergic rhinitis. (8).  Osteoporosis.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I had a talk with the patient and counseled her about trying to split her medications, try to drink more fluids, also cutting back on her Flexeril.  Continue other medications.  All her prescriptions were written.  She will follow up with her primary physician.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Fredrick Wills
DOS:  01/04/2021
DOB:  11/01/1937
HISTORY OF PRESENT ILLNESS:  Mr. Wills is seen in his room today for a followup visit.  He is sleeping, arousable *__________*.  He denies any complaints of pain.  He denies any complaints of any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting or any diarrhea.  Overall, he has not been participating much in therapy.  He has been receiving his antibiotics.  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).  Appendiceal abscess .  (2).  Perforated appendix.  (3).  Ileus.  (4).  Diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Dementia. (8).  DJD. (9).  History of subdural hematoma.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  His labs were reviewed.  His labs will be faxed to his infectious disease specialist.  We will await the recommendations.  Continue other medications.  We will monitor his progress.  Continue to work with PT/OT.  We will follow up on his workup.  Any other symptoms or complaints, he will let the nurses know or call the office.
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