PATIENT NAME:  Mary Pratt
DOS:  01/31/2022
DOB:  02/08/1943
HISTORY OF PRESENT ILLNESS:  Ms. Pratt is a very pleasant 78-year-old female with history of coronary artery disease status post stent placement, history of diabetes mellitus, hypothyroidism, and generalized weakness, who was admitted to the hospital after she suffered a fall.  She was admitted to the hospital while she was diagnosed with pneumonia as well as septic shock.  She was treated with IV antibiotics.  She was given IV fluids.  CT of the chest did show moderate bilateral pleural effusion and pulmonary embolism was ruled out.  She was diuresed.  She was on oxygen.  She had a swallowing study which did show oropharyngeal dysphagia with inconsistent penetration of thin liquids.  The patient was also diagnosed with myxedema.  She was started on IV levothyroxine and subsequently switched to oral levothyroxine.  The patient also was found to be in acute kidney injury which did improve with hydration.  The patient also was found to have right upper lobe pulmonary nodule.  The patient’s liver enzymes were elevated, but did improve.  Hyponatremia also resolved.  The patient was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, 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.
PAST MEDICAL HISTORY:  Significant for coronary artery disease, diabetes mellitus, history of kidney stones, history of gallstones, and degenerative joint disease.
PAST SURGICAL HISTORY:  Cardiac surgery.
ALLERGIES:  BENADRYL, SULFA, TYLENOL, ADHESIVE TAPE, PLASTIC TAPE, CHOCOLATE, CINNAMON, CORN, GRAPEFRUIT, MILK, ORANGES, SALMON and SHELLFISH.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – she quit smoking some time ago.  Alcohol – none. 
REVIEW OF SYSTEMS:   Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have a history of coronary artery disease status post stent placement.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have a history of pleural effusion.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  She does have history of chronic kidney disease and history of kidney stones.  Musculoskeletal:  She does complain of joint pains off and on.  She has generalized weakness and debility.  Neurologic:  She denies any history of TIA or CVA.  No history of seizures.  No focal weakness in the arms or legs.  She does complain of generalized weakness.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.2.  Pulse 66 per minute.  Respirations 18 per minute.  Blood pressure 94/58.  Oxygen saturation was 95%.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Diminished breath sounds in the bases.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Acute on chronic hypercapnic respiratory failure.  (2).  Macrocytic anemia.  (3).  Metabolic encephalopathy.  (4).  Myxedema.  (5).  Hospital-acquired pneumonia.  (6).  COPD.  (7).  Chronic kidney disease.  (8).  Paroxysmal atrial fibrillation.  (9).  Pancreatitis.  (10).  Lung nodule. (11).  Coronary artery disease.  (12).  Hyponatremia.  (13).  Hypokalemia.
TREATMENT PLAN:  The patient is admitted to the Willows at Howell.  We will continue current medications.  We will check her routine labs.  Continue other medications.  We will consult physical and occupational therapy.  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 Harris
DOS:  01/31/2022
DOB:  09/15/1941
HISTORY OF PRESENT ILLNESS:  Ms. Harris is seen in her room today for a followup visit.  She is lying in her bed.  She states that she is feeling weak.  She denies any complaints of chest pain.  She denies any shortness of breath.  She does complain of pain in her hips when she moves.  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.
IMPRESSION:  (1).  Right hip fracture status post surgery.  (2).  Acute blood loss anemia.  (3).  Diabetes mellitus.  (4).  Hypertension.  (5).  Hypomagnesemia.  (6).  Dementia. (7).  Hyperlipidemia. (8).  Chronic kidney disease. (9).  Chronic diarrhea.  (10).  Hypothyroidism.  (11).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  Continue to work with PT/OT.  We will monitor her progress.  We will check routine 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:  Clifford Lush
DOS:  01/31/2022
DOB:  09/26/1953
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He is sitting up in his chair.  He states that he is doing well.  He does complain of feeling somewhat weak.  He denies any chest pain.  Denies any shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.
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PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  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).  COVID-19 infection, improved.  (2).  Metabolic encephalopathy.  (3).  Parkinson’s disease.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD. (7).  Anxiety.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  He was encouraged to eat better.  Drink enough fluids.  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:  Sydelle Berger
DOS: 01/03/2022
DOB:  04/04/1938
HISTORY OF PRESENT ILLNESS:  Ms. Berger is seen in her room today for a followup visit.  She has swelling as well as some redness on her legs.  She has some skin breakdown also.  She denies any pain or 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:  1 to 2+ pitting edema both lower extremities.  Right leg with skin breakdown with ulceration of the skin with redness associated as well as slight warmth.  Chronic skin changes both feet.
IMPRESSION:  (1).  Cellulitis.  (2).  Right foot/lower leg ulcer.  (3).  Diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD.  (7).  Dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will have home care for wound care.  We will start her on Bactrim DS one tablet twice a day.  She will keep her legs elevated.  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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PATIENT NAME:  Sydelle Berger
DOS:  01/31/2022
DOB:  12/04/1938
HISTORY OF PRESENT ILLNESS:  Ms. Berger is seen in her room today for a followup visit.  She seems to be doing better.  Her wound seems to be improving.  She has a dressing in place.  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.  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:  1 to 2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Cellulitis, improving.  (2).  Right foot ulcer.  (3).  Diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD. (7).  Dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue with the wound care.  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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PATIENT NAME:  Roger Williams
DOS:  01/31/2022
DOB:  06/10/1926
HISTORY OF PRESENT ILLNESS:  Mr. Williams is seen in his room today for a followup visit.  He seems to be doing better.  He is complaining of pain in his foot more so in the big toe.  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.  Denies hurting his foot or ankle.  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.  Mild swelling of the dorsum of the left foot.
IMPRESSION:  (1).  Foot pain, left.  (2).  Congestive heart failure.  (3).  History of cardiomyopathy.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Chronic Foley catheter. (7).  History of hematuria. (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be having acute flare-up of arthritis.  We will put him on Medrol Dosepak.  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:  Joseph Clark
DOS:  02/01/2022
DOB:  01/20/1954
HISTORY OF PRESENT ILLNESS:  Mr. Clark is seen in his room today for a followup visit.  His wife is present in the room too.  He has been somewhat anxious.  He has not been sleeping well.  He denies any complaints of chest pain.  He does complain of cough.  He denies any 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.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Cough.  (2).  History of fall.  (3).  Subdural hematoma.  (4).  Multiple rib fractures.  (5).  Dementia.  (6).  Hypertension. (7).  Hyperlipidemia.  (8).  Pneumothorax. (9).  History of falls.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will get a chest x-ray.  We continue other medications.  I have encouraged him to do incentive spirometry.  Continue with physical and occupational therapy.  He was encouraged to eat better.  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:  Marjorie Ferguson
DOS:  02/01/2022
DOB:  11/11/1940
HISTORY OF PRESENT ILLNESS:  Ms. Ferguson is seen in her room today for a followup visit.  She was recently readmitted to WellBridge of Brighton.  She was sent to the hospital after she was having trouble with breathing as well as generalized swelling.  She is an 81-year-old female with chronic atrial fibrillation, bioprosthetic aortic valve, hypertension, hyperlipidemia, chronic kidney disease, and diastolic congestive heart failure, was treated for bilateral lower extremity swelling.  She was diuresed.  She was subsequently doing better.  Her dry weight was somewhere around 185 pounds.  She was requiring 4 to 5 liters of oxygen via nasal cannula.  She was subsequently switched to oral Bumex.  She was subsequently discharged from the hospital and admitted to WellBridge of Brighton.  At the present time, she states that she is feeling better.  Her swelling has improved.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any complaints of any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for acute on chronic hypoxic respiratory failure, history of prior COVID-19 infection, acute diastolic congestive heart failure, deconditioning, atrial fibrillation, hypertension, hyperlipidemia, history of endocarditis, degenerative joint disease, and anxiety.

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:  Minimal swelling both feet.
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IMPRESSION:  (1).  History of bilateral lower extremity swelling.  (2).  Diastolic congestive heart failure.  (3).  Acute on chronic hypoxic respiratory failure.  (4).  COPD.  (5).  History of COVID-19 infection.  (6).  Atrial fibrillation. (7).  Hypertension. (8).  Hyperlipidemia. (9).  Degenerative joint disease.  (10).  Anxiety.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will monitor her on a daily basis.  Continue current Bumex.  We will check her labs.  We will monitor her progress.  Physical and occupational therapy would be consulted.  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.
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