PATIENT NAME:  Marjorie Ferguson
DOS:  01/10/2022
DOB:  11/11/1940
HISTORY OF PRESENT ILLNESS:  Ms. Ferguson is a very pleasant 81-year-old female with a history of COVID pneumonia, atrial fibrillation, and congestive heart failure, seen in followup today with complaints of increasing shortness of breath and also increasing swelling of her lower extremities as well as upper extremities.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Decreased breath sounds bilaterally.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  2+ pitting edema both lower extremities and also 1 to 2+ pitting edema both upper extremities.

IMPRESSION:  (1).  Generalized anasarca.  (2).  Congestive heart failure.  (3).  Atrial fibrillation.  (4).  COVID pneumonia history of.  (5).  Generalized weakness.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  COPD.  (9).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to have gained a lot of weight.  She has increased swelling.  We will increase her dose of Lasix.  We will monitor her daily weights.  We will continue other medications.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Marjorie Ferguson
DOS:  01/12/2022

DOB:  11/11/1940

HISTORY OF PRESENT ILLNESS:  Ms. Ferguson is seen in her room today because of complaints of increasing shortness of breath.  She had a chest x-ray done which did suggest questionable infiltrate versus congestive heart failure.  She has been having increasing shortness of breath.  She denies any chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She has refused going to the hospital.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was normal.  Neck:  Supple.  Heart:  S1 and S2 were audible.  Lungs:  Diminished breath sounds bilaterally.  Scattered rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  2+ pitting edema both upper and lower extremities.

IMPRESSION:  (1).  Worsening congestive heart failure.  (2).  Generalized swelling.  (3).  History of COVID pneumonia.  (4).  COPD.  (5).  History of atrial fibrillation.  (6).  Generalized weakness.  (7).  Questionable pneumonia.  (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Chest x-ray results were reviewed.  We will discontinue her Lasix.  We will start her on Bumex 2 mg twice a day.  We will also start her on Levaquin.  We will continue with inhaler.  Continue other medications.  We will repeat her labs.  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: Robert Batten
DOS:  01/10/2022

DOB:  12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room today for a followup visit.  He seems to be doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was 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).  Parkinson’s disease.  (2).  Depressive disorder.  (3).  Degenerative joint disease.  (4).  History of protein calorie malnutrition.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  He will continue his current medications.  We will monitor his progress.  We will follow up on his workup.  We will check routine labs.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
Masood Shahab, M.D.
PATIENT NAME: Dorothy Tabachki
DOS:  01/10/2022

DOB:  08/23/1921
HISTORY OF PRESENT ILLNESS:  Ms. Tabachki is seen in her room today for a followup visit.  She seems to be doing well.  She denies any complaints of chest pain.  She is pleasantly confused.  She does complain of some discomfort in her hip, but denies any chest pain or shortness of breath.  No palpitations.  No nausea, vomiting or diarrhea.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was 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).  Right hip fracture status post surgery.  (2).  Mental status changes.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Coronary artery disease.  (6).  History of anemia.  (7).  GERD.  (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She clinically seems to be doing well other than being somewhat confused.  We will check UA and C&S and check routine labs.  We will continue other medications.  Continue to work with PT/OT.  We will follow up on her progress.  Encouraged to drink enough fluids.  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: Joan Linden
DOS:  01/10/2022

DOB:  05/27/1944
HISTORY OF PRESENT ILLNESS:  Ms. Linden is seen in her room today for a followup visit.  She seems to be doing well.  Her blood sugars have been elevated.  She is sitting up in the chair.  She has some swelling of the lower legs, overall otherwise has been feeling well.  She does feel much better with physical therapy.  Denies any other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was 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).  Metabolic encephalopathy.  (2).  Diabetes mellitus.  (3).  History of CVA.  (4).  Chronic kidney disease.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Coronary artery disease.  (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will 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.
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