PATIENT NAME:  Carol Nauman
DOS:  02/07/2022
DOB:  12/25/1945
HISTORY OF PRESENT ILLNESS:  Ms. Nauman 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.  She denies any palpitations.  She does complain of feeling some weak though she states that she has been working with physical therapy and it has been helping her.  She is also complaining of having some diarrhea.  She denies any abdominal pain.  Denies any nausea.  No vomiting.  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:  No edema.

IMPRESSION:  (1).  Left hip fracture status post left hemiarthroplasty.  (2).  History of fall.  (3).  Diarrhea.  (4).  Hyperlipidemia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be overall doing better.  She is having some diarrhea.  We will continue to keep her well hydrated and recommended drinking some Gatorade or Pedialyte.  I have also suggested that she eat soft diet.  If diarrhea persists, we will do stool studies.  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:  Carol Nauman
DOS: 02/01/2022
DOB:  12/25/1945
HISTORY OF PRESENT ILLNESS:  Ms. Nauman is seen in her room today for a followup visit.  She has been doing better.  She does complain of slight pain in her hip though she states that taking the pain medication does improve her.  She has been working with therapy.  Pain is worse when she tries to move her leg and does therapy.  She 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.  Extremities:  No edema.

IMPRESSION:  (1).  Left hip fracture status post fall.  (2).  Status post left hemiarthroplasty.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  I have advised her to take pain medications prior to her therapy so that she can do much better therapy.  Continue other medications.  Continue to work with PT/OT.  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:  Kathryn Town
DOS: 01/24/2022
DOB:  02/19/1984
HISTORY OF PRESENT ILLNESS:  Ms. Town is seen in her room today for a followup visit.  She has been having some symptoms of feeling tired, fatigued, having some myalgias and also had some chills.  She had a PCR test done for COVID which was negative.  She also had the flu test done which was negative.  The patient is feeling slightly better today.  She denies any complaints of chest pain.  Denies any cough or any upper respiratory symptoms.  Denies any fever.  No chills.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No other complaints.  She states that her appetite has been fairly good.  She has been sleeping well.  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).  History of multiple sclerosis.  (2).  Anxiety/depression.  (3).  Degenerative joint disease.  (4).  History of DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  I have encouraged her to drink enough fluids.  Eat better.  Try to do some activity.  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:  Raymond Colcer
DOS:  02/07/2022
DOB:  11/14/1930
HISTORY OF PRESENT ILLNESS:  Mr. Colcer is seen in his room today for a followup visit.  Now, he is complaining of some pain in his left shoulder.  He states that it has been bothering him off and on, some days more and some days less.  He denies any complaints of any recent fall or injury to it.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  He does have problems with his ankles as well as his knees.  His arthritis does bother him.  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.  Extremities:  No edema.

IMPRESSION:  (1).  Shoulder pain.  (2).  Degenerative joint disease of the knees.  (3).  Benign prostatic hypertrophy.  (4).  Anxiety.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  Overall, he has been having some joint pains.  He does take Tylenol which he states does help him. I have suggested to continue same.  I have also recommended that he try diclofenac gel as needed on the shoulders.  Try to do some range of motion exercises.  If this persists, may consider therapy and changing her medication.  If he has any other symptoms or complaints, he will let the nurses know or call the office.  Case was discussed with the nursing staff who have raised no new issues.  Overall, he has been stable.
Masood Shahab, M.D.
PATIENT NAME:  Virginia Toomey
DOS:  02/07/2022
DOB:  01/10/1941
HISTORY OF PRESENT ILLNESS:  Ms. Toomey is seen in her room today for a followup visit.  She states that she is doing well.  She does ambulate with the help of walker.  She denies any complaints of chest pain.  Denies any headaches.  Denies any shortness of breath.  Denies any cough.  No fever or chills.  She states that she has been eating well.  Overall, she feels good.  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).  Hypertension.  (2).  History of congestive heart failure.  (3).  Chronic kidney disease stage III.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Her blood pressure seems to be better.  Clinically, she is feeling better.  We will continue current medications.  We will monitor her progress.  Case was discussed with the nursing staff who have raised no new issues.  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:  Mary Sweet
DOS: 02/07/2022
DOB:  09/19/1938
HISTORY OF PRESENT ILLNESS:  Ms. Sweet is seen in her room today for a followup visit.  She is sitting up in her desk having her breakfast.  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.  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).  Diabetes mellitus poorly controlled.  (2).  Congestive heart failure.  (3).  History of coronary artery disease.  (4).  Degenerative joint disease.  (5).  Anxiety/depression.  (6).  Dementia.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  We will continue current medications.  Blood sugars were reviewed.  It has been somewhat fluctuating though it has improved from before.  We will continue current medications.  We will monitor her progress.  We will follow up on her workup.  Case was discussed with the nursing staff who have raised no new issues.  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:  Carmella Lockwood
DOS: 01/24/2022
DOB: 05/27/1942
HISTORY OF PRESENT ILLNESS:  Ms. Lockwood is seen in her room today for a followup visit.  She seems to be lying in her bed.  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 seems to be comfortable.  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).  Advanced dementia.  (4).  Hypothyroidism.  (5).  Depressive disorder.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She has been comfortable.  We will continue current medications.  Hospice has been following.  We will monitor her progress.  We will follow up on her workup.  As mentioned, case was discussed with the nursing staff who states that the patient has been comfortable.  No new issues were raised.  
Masood Shahab, M.D.

PATIENT NAME:  Evelyn Fraser
DOS:  01/24/2022
DOB:  07/14/1926
HISTORY OF PRESENT ILLNESS:  Ms. Fraser is seen in her room today for a followup visit.  She seems to be doing well.  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:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  Degenerative joint disease.  (4).  Anxiety/depression.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well and has been stable.  We will continue current medications.  She denies any complaints of pain.  We will continue the same.  Case was discussed with the nursing staff who have raised no new issues.  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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