PATIENT NAME:  Diana Jones
DOS:  02/10/2022
DOB:  06/26/1942
HISTORY OF PRESENT ILLNESS:  Ms. Jones is a very pleasant 79-year-old female with a history of hypertension, hyperlipidemia, paroxysmal atrial fibrillation, history of coronary artery disease as well as valvular heart disease, hypothyroidism, mild cognitive impairment and chronic kidney disease, who presented to the emergency room after she fell.  She was evaluated in the emergency room.  She was found to have a fracture of the right shoulder.  Orthopedic surgery was consulted.  The patient was admitted for operative repair.  Denies any complaints of chest pain, heaviness, or pressure sensation.  Denies any feeling of being dizzy or lightheaded.  Denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  She underwent surgery.  She was subsequently doing better, discharged from the hospital and admitted to WellBridge of Brighton.  At the present time, she states that she has been feeling well.  She does complain of feeling weak.  Denies any chest pain.  Denies any heaviness or pressure sensation.  No palpitations.  Denies any nausea or vomiting.  She does complain of pain in her shoulder.  Otherwise, she has been feeling good.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, paroxysmal atrial fibrillation, coronary artery disease, valvular heart disease, hypothyroidism, mild cognitive impairment, chronic kidney disease, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for cardiac catheterizations and right shoulder surgery.
ALLERGIES:  LATEX and MORPHINE.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  She does have a history of coronary artery disease, history of valvular heart disease, and history of paroxysmal atrial fibrillation, history of hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  She does have a history of cognitive decline/dementia, history of TIA, history of orthostatic hypotension.  Musculoskeletal:  She does complain of arthritis and history of joint pains.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Weight 145 pounds.  Blood pressure 123/66.  Temperature 97.3.  Pulse 101 per minute.  Respirations 17.  Oxygen saturation was 96%.  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.  Systolic murmur grade 2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Fall.  (2).  Right shoulder fracture status post surgery.  (3).  Coronary artery disease.  (4).  Paroxysmal atrial fibrillation.  (5).  History of valvular heart disease.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  Hypothyroidism. (9).  Mild cognitive disorder. (10).  DJD. (11).  Chronic kidney disease.
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TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will check routine 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:  Marjorie Ferguson
DOS: 02/10/2022
DOB:  11/11/1940
HISTORY OF PRESENT ILLNESS:  Ms. Ferguson is seen in her room today for a followup visit.  She states that she is doing well.  She has some swelling of the upper extremity.  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 history of peptic ulcer disease.  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).  COPD.  (2).  Congestive heart failure.  (3).  Generalized swelling, improved.  (4).  History of atrial fibrillation.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will check her weight.  We will continue other medications.  We will monitor her progress.  She will continue to work with PT/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:  Robert Batten
DOS: 12/10/2022
DOB:  12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room today for a followup visit.  He states that he is doing well.  He is having his dinner.  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.  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.
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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 well.  He has been stable.  We will 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:  Rosalind Wodarski
DOS:  02/10/2022
DOB:  07/31/1949
HISTORY OF PRESENT ILLNESS:  Ms. Wodarski is seen in her room today for a followup visit.  She is getting ready to be discharged home.  All her prescriptions were signed.  She states that she has been feeling well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She states that she is walking with the help of a walker.  She has gained her strength.  Overall, she has been feeling well.  She feels like she is ready to go home.  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 better.  She has improved significantly.  She is as mentioned walking with the help of the walker.  We will arrange for home PT/OT.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  All her prescriptions were signed.  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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