PATIENT NAME:  Joseph Clark
DOS:  02/07/2022
DOB:  01/20/1954
HISTORY OF PRESENT ILLNESS:  Mr. Clark is seen in his room today for a followup visit.  He is sitting up in his chair.  He states that he is doing better.  He does complain of cough, worse at nighttime.  He denies any complaints of chest pain.  He denies any trouble breathing.  He states that he does get short of breath when he does any activity.  His oxygen level also dropped.  It seems that he is requiring oxygen.  His O2 sats dropped below 88, requiring 2 liters of oxygen to be placed.  The patient denies any complaints of chest pain or heaviness.  He did complain of shortness of breath at that time.  He denies any other complaints.  His wife is present stating that they are planning to take him home.  He will need some help.  Home care would be arranged.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Diminished breath sounds in the bases.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Fall.  (2).  Subdural hematoma.  (3).  7th, 8th, 9th and 11th right side rib fracture.  (4).  Hepatic dome laceration.  (5).  COPD.  (6).  Dementia. (7).  Hypertension. (8).  Hyperlipidemia. (9).  Pneumothorax. (10).  History of cardiac pacemaker. (11).  History of frequent falls. (12).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested that he continue his current medications.  Continue with incentive spirometry.  He will require oxygen which will be arranged prior to his departure.  He is recommended to use incentive spirometry.  Also, I have suggested that he continue on the Symbicort.  Also, he should use the albuterol inhaler before he goes to sleep.  He may need nebulizer machine.  We will try to wean him off the Zyprexa once he is settled at home.  We will arrange for home care.  Also may need private duty nursing to help him.  We will continue other medications.  We will repeat his labs.  We will repeat his chest x-ray.  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:  Marjorie Ferguson
DOS:  02/07/2022
DOB:  11/11/1940
HISTORY OF PRESENT ILLNESS:  Ms. Ferguson is seen in her room today for a followup visit.  She seems to have gained some weight.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any complaints of any nausea or 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:  Minimal swelling, both lower extremities.
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IMPRESSION:  (1).  COPD.  (2).  Congestive heart failure.  (3).  Generalized swelling.  (4).  History of atrial fibrillation.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will have her weight in the morning.  If her weight has significantly increased, we will consider increasing the Bumex.  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:  Rosalind Wodarski
DOS:  02/07/2022
DOB:  07/31/1949
HISTORY OF PRESENT ILLNESS:  Ms. Wodarski is seen in her room today for a followup visit.  She states that she is doing much better.  She is ambulating with the help of the walker.  She denies any complaints of chest pain.  Denies any shortness of breath.  She states that her pain in her hip is much better.  She has some mild pain.  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).  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 well.  She has been improving.  We will continue with physical and occupational therapy.  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:  William Damm
DOS:  02/07/2022
DOB:  07/01/1937

HISTORY OF PRESENT ILLNESS:  Mr. Damm is seen in his room today for a followup visit.  He has been complaining of having trouble swallowing.  He feels he cannot handle liquids.  He chokes on it sometimes.  He has been feeling weak.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  He does have decubitus ulcer on his buttocks and back.  He also has pressure wounds.  His poor nutritional status is making it difficult for the wounds to heal.  He has a wound on the left lateral calf and also right foot.  No other complaints.
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PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  Multiple wounds on his back, left lateral calf as well as first digit right foot.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested that he try taking liquids.  He can use a thickener and use pureed diet.  Try to increase his hydration status.  Try to increase his protein intake.  Continue with wound care.  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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