PATIENT NAME:  Patricia Parker
DOS:  01/04/2022
DOB:  11/27/1941
HISTORY OF PRESENT ILLNESS:  Ms. Parker is seen in her room today for a followup visit.  She is lying in her bed.  She states that she is feeling well.  She does complain of pain in her back.  She is pleasantly confused.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She denies any other complaints.  She was having problems with constipation, but did have a bowel movement a couple of days ago.  No other complaints.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Anxiety/depression.  (5).  Degenerative joint disease.  (6).  History of seizure disorder.  (7).  Dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will monitor her progress.  We will continue on the current medications.  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:  Joyce Call
DOS:  01/04/2022
DOB:  03/30/1929
HISTORY OF PRESENT ILLNESS:  Ms. Call is seen is seen in her room today for a followup visit.  She states 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.  She has been ambulating some.  She has not had any recent fall.  She has not had any recent issues with mood swings or anger.  No hallucinations.

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).  Hyperlipidemia.  (3).  Hypothyroidism.  (4).  Dementia.  (5).  Neuropathy.  (6).  Anxiety/depression.  (7).  Seizure disorder.  (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  We will monitor her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Linda Thomas
DOS:  01/04/2022
DOB:  11/19/1947
HISTORY OF PRESENT ILLNESS:  Ms. Thomas is seen in her room today for a followup visit.  She is sitting up in her chair watching TV.  She states that she has been doing well.  She has been ambulating.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  Case was discussed with the nursing staff who have raised no new issues.
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).  Hyperlipidemia.  (3).  History of CVA.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  No change in therapy is done.  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.
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PATIENT NAME:  Eleanore Karg
DOS:  01/04/2022
DOB:  03/04/1943
HISTORY OF PRESENT ILLNESS:  Ms. Karg is seen in her room today for a followup visit.  She seems to be doing well.  She is up in her chair leading herself in the hallway.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She denies any joint pains at the present time.  Overall, she has been stable.   Case was discussed with the nursing staff who have raised no new issues. 

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).  Hyperlipidemia.  (3).  History of seizure disorder.  (4).  Degenerative joint disease.  (5).  History of squamous cell carcinoma of the epiglottis.  (6).  History of breast cancer. (7).  History of developmental delay. (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She is stable and continues to be doing well.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  We will continue same.  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.
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PATIENT NAME:  Dorothy DePlanche
DOS:  01/04/2022
DOB:  04/10/1945
HISTORY OF PRESENT ILLNESS:  Ms. DePlanche is seen in her room today for a followup visit.  She is sitting up in her chair.  She is somewhat sleepy.  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 has been eating well.  Her blood sugars have improved.  She denies any other complaints.  Case was discussed with the nursing staff who have raised no new issues.

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).  Diabetes mellitus, insulin requiring.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Atrial fibrillation.  (5).  History of compression fracture post kyphoplasty.  (6).  Degenerative joint disease. (7).  Dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  Her blood sugars have been doing well.  We will continue current medications.  She was encouraged to do some exercise.  Continue to watch her diet.  Continue present medications.  We will monitor her progress.  We will check on her labs.  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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PATIENT NAME:  Sandra Diamond
DOS:  01/04/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She continues to complain of pain in her right knee.  Also having significant drainage from the knee.  She was sent to the emergency room.  She has appointment with her orthopedic surgeon.  Also has an appointment with infectious disease.  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.  She continues to be on doxycycline which was started recently on 12/28/21.
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.  Right knee with dressing in place.  She is having significant diarrhea from the wound.
IMPRESSION:  (1).  Right knee arthroplasty.  (2).  Right knee wound.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  History of DJD. 

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She will be continued on her antibiotic.  She will follow up with her orthopedic as well as infectious disease doctor.  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.
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