PATIENT NAME:  Joseph Clark
DOS: 01/27/2022
DOB: 01/20/1954

HISTORY OF PRESENT ILLNESS:  Mr. Clark is a very pleasant 68-year-old male with history of COPD, dementia, hypertension, degenerative joint disease, history of fall who presented to the emergency room after he suffered a fall in the shower, he hit his head.  He denies any loss of consciousness.  He was seen in the emergency room.  He had a CT scan of the head, which did show subdural hematoma, multiple rib fractures, trace pneumothorax and grade II liver laceration.  The patient was admitted to the hospital, he was hypotensive, he was given IV fluids after which he stabilized.  Neurosurgery was consulted.  Frequent neuro checks were being done.  CT head and CT spine was done which did reveal a 11 mm subdural hematoma, 7th, 8th, 9th and 11th rib fractures, also grade II hepatic dome laceration.  Following fluid resuscitation, his blood pressure was stable.  He was on non-rebreather mask.  Repeat CT scan was done the next morning, it did show stabilization of the subdural hematoma. Interventional radiology was also consulted for the subdural hematoma, for a possible embolization of the left MMA.  Family did not want to pursue any intervention at this time.  Repeat CT head was recommended in two weeks with outpatient followup with interventional radiology.  Physical and occupational therapy were consulted.  The patient was subsequently doing better.  He was discharged from the hospital and admitted to WellBridge Rehabilitation Facility. At the present time, he denies any complaints of headache.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitation.  He denies any complaints of any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Has been significant for hypertension, hyperlipidemia, dementia, history of falls, degenerative joint disease, history of dizziness.

PAST SURGICAL HISTORY:  Significant for aneurysm clipping.

ALLERGIES:  No known drug allergies.

MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  No palpitations.  No history of MI or coronary artery disease.  Respiratory:  denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  He does have history of COPD.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Musculoskeletal:  He does complain some joint pains, history of falls, history of rib fractures.  Neurological:  He does have history of dementia, history of fall, history of subdural hematoma, history of aneurysm clipping.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Weight 263 pounds.  Blood pressure 155/79.  Temperature 97.1.  Pulse 82 per minute.  Respirations 17 per minute.  Oxygen saturation was 94%.  HEENT:  Normal.  Pupils were equal, around, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruits.  No thyromegaly.  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.
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IMPRESSION:  (1).  History of fall.  (2).  Subdural hematoma.  (3).  7th, 8th, 9th and 11th rib fractures.  (4).  Small pneumothorax.  (5).  Right hepatic dome laceration.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Degenerative joint disease.

TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue other medications.  We will consult physical and occupational therapy.  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:  Rosalind Wodarski
DOS: 01/28/2022
DOB: 07/31/1949
HISTORY OF PRESENT ILLNESS:  Ms. Wodarski is seen in her room for a followup visit.  She states that she is feeling better.  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 working with physical therapy, has been ambulating with the help of therapy.  She denies any other complaints.  Overall has been feeling well.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Examination was normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruits.  No thyromegaly.  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).  Left hip fracture status post fall.  (2).  Left hip surgery.  (3).  Hyperlipidemia.  (4).  Depression.  (5).  Degenerative joint disease.

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.  She will continue to work with PT and OT.  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:  Claudia O’Green
DOS: 01/27/2022
DOB: 04/25/1919
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She states that she is doing well.  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 other complaints.  She has blood work done.

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:  Chronic edema in both lower extremities.
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IMPRESSION:  (1).  Diabetes mellitus.  (2).  Bipolar disorder.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  DJD.  (7).  Morbid obesity.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her labs were reviewed.  Her hemoglobin was slightly high.  We will decrease the dosage of the potassium to one pill a day.  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:  Elizabeth Smith
DOS: 01/27/2022
DOB: 09/09/1956

HISTORY OF PRESENT ILLNESS:  Ms. Smith is seen in her room today for a followup visit.  She states that she is doing the same.  She denies any complaints of pain.  She does have chronic pain, has been stable with her medications.  She had blood work done and was wondering about the results.

PHYSICAL EXAMINATION:  General Appearance: 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).  Multiple sclerosis.  (2).  Hyponatremia.  (3).  Spastic paraplegia.  (4).  Neurogenic bladder.  (5).  Anemia.  (6).  Depressive disorder.  (7).  Chronic constipation.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well. I have encouraged her to drink some Gatorade or Pedialyte.  We will continue other medications.  Her hemoglobin is slightly low, but stable.  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:  Robert Batten
DOS: 01/27/2022
DOB: 12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room today for a followup visit.  He is having his dinner.  He stated that he has been doing better.  He has been tolerating his medications.  He denies any complaints or chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: 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.
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IMPRESSION:  (1).  Parkinson’s disease.  (2).  Depressive disorder.  (3).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better, has been tolerating his medications.  He was encouraged to do some exercises.  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.

PATIENT NAME:  Dorothy Tabachki
DOS: 01/27/2022
DOB: 08/23/1921
HISTORY OF PRESENT ILLNESS:  Ms. Tabachki is seen in her room today for a followup visit.  She states that she is doing well.  She denies any complaints of cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She states overall she has been feeling well.  She has been working with physical therapy.  No other complaints.  She is planning to go home.

PHYSICAL EXAMINATION:  General Appearance: 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).  History of mycobacterial infection.  (2).  Bilateral pneumonia.  (3).  Right hip fracture status post surgery.  (4).  Metabolic encephalopathy.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Coronary artery disease.  (8).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  She is planning to go home.  All her prescriptions were signed.  We will arrange for home health care.  Continue other medications.  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.

Masood Shahab, M.D.
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