PATIENT NAME:  Margaret Smith
DOS:  02/14/2022
DOB:  03/01/1938
HISTORY OF PRESENT ILLNESS:  Ms. Smith is a very pleasant 83-year-old female with a history of coronary artery disease, history of congestive heart failure, left ventricular outflow tract obstruction, chronic kidney disease, chronic anemia, hypertension, hyperlipidemia, hypothyroidism, as well as partial small bowel obstruction status post surgical resection, history of obstructive sleep apnea, and lower extremity swelling, who was admitted to the hospital after she suffered a fall.  She fell landing on her bottom.  She denied losing consciousness.  She was unable to get up.  She was brought to the emergency room.  She was seen in the emergency room.  She had x-rays of the pelvis which showed no acute fracture.  Left hip x-ray also did not show any fracture.  Chest x-ray showed blunting of the left costophrenic angle with some adjacent airspace disease representing small effusion with adjacent atelectasis.  The patient was admitted to the hospital with left hip contusion.  She was tender on her left hip and was having painful range of motion.  She was unable to bear weight on her left hip.  There was also warmth and mild tenderness as well as erythema of the lower extremities.  She was also noticed to have 2+ edema of the lower extremities.  She had a CT of the pelvis.  Orthopedic was consulted.  PT/OT was consulted.  The patient was being monitored and continued on her other medications.  Pelvic CT also did not show any acute fracture.  It did show some fluid accumulation at the left hip.  She was continued on IV Bumex.  Lower extremity edema improved.  Venous Doppler was negative for DVT of the left leg.  Cardiology was consulted.  She was subsequently transitioned to Bumex 2 mg daily.  She was otherwise doing better.  She 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.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.
PAST MEDICAL HISTORY:  Significant for congestive heart failure, history of coronary artery disease, history of left ventricular outflow tract obstruction, hypertension, hyperlipidemia, chronic kidney disease, chronic anemia, hypothyroidism, chronic pain, obstructive sleep apnea, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for varicose vein stripping, cataract extraction, tonsillectomy, and appendectomy.
ALLERGIES:  CLINDAMYCIN, DULOXETINE, GABAPENTIN, IMDUR, NAPROXEN, SULFAMETHOXAZOLE, and TRIMETHOPRIM.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – she does report a history of smoking.  She denies any alcohol use. 
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, history of CHF, history of LVOT obstruction, history of hypertension and hyperlipidemia.  Respiratory:  She denies any cough.  She does complain of shortness of breath with exertion.  Denies any heaviness or pressure sensation.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  She does complain of some nausea, but no vomiting.  Denies any diarrhea.  No fever or chills.  No abdominal pain.  No history of peptic ulcer disease.  Genitourinary:  No complaints.
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Neurological:  Denies any history of TIA or CVA.  Denies any history of seizures.  Denies any focal weakness in the arm or leg.  Musculoskeletal:  She does complain of back pain, complaining of left hip pain, history of fall, and history of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.1.  Pulse 69 per minute.  Respirations 16 per minute.  Blood pressure 122/74.  Oxygen saturation was 97%.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Systolic murmur grade 2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  Poor inspiratory effort.  Decreased breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1+ pitting edema both lower extremities.
IMPRESSION:  (1).  Fall.  (2).  Left hip pain/contusion.  (3).  Coronary artery disease.  (4).  Congestive heart failure.  (5).  LVOT obstruction.  (6).  Hyperlipidemia. (7).  Chronic kidney disease. (8).  Chronic anemia. (9).  DJD.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  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:  Katherine Towne
DOS: 02/14/2022
DOB:  02/19/1984
HISTORY OF PRESENT ILLNESS:  Ms. Towne is seen in her room today for a followup visit.  She states that she still has significant swelling.  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.  Denies any shortness of breath.  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+ pitting edema, both lower extremities.

IMPRESSION:  (1).  Lower extremity swelling.  (2).  History of multiple sclerosis.  (3).  Anxiety/depression.  (4).  Degenerative joint disease.  (5).  History of right clavicular fracture.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have counseled her to cut back on salty food.  We will start her on Lasix 20 mg once a day.  We will continue other medications.  We will monitor her progress.  We will check routine labs.  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.

Masood Shahab, M.D.
PATIENT NAME:  Clifford Lush
DOS:  02/14/2022
DOB:  09/26/1953

HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He is sitting up eating his breakfast.  He states that he has been feeling well.  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.  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).  Parkinson’s disease.  (2).  History of metabolic encephalopathy.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  Case was discussed with the nursing staff who have raised no new issues.  We will continue current medications.  He was recently diagnosed with UTI as UA was positive sensitive to all antibiotics.  We will continue on Keflex.  Continue other medications.  We will monitor his progress.  We will follow up on his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Linda Randall
DOS:  02/14/2022
DOB:  08/08/1942
HISTORY OF PRESENT ILLNESS:  Mrs. Randall is a very pleasant 79-year-old female with history of multiple falls, history of dementia, who was admitted to the hospital after she suffered a recent fall.  She was diagnosed with subarachnoid hemorrhage.  She was transferred from Livingston to St. Jose because of multiple episodes of slurred speech.  She had two further episodes of fall while in the hospital trying to get out of bed.  She was complaining of pain in her right hip.  She was admitted to the hospital.  Chest x-ray was unremarkable.  No acute cardiopulmonary process.  X-ray of the hip did not show any definite fracture.  Diffuse osteopenia.  CT angio of the head and neck showed no evidence of intracranial aneurysm, moderate atherosclerotic stenosis of proximal right ICA at carotid bifurcation and severe high-grade flow limiting atrial sclerotic stenosis of the left ICA.  CT head did not show any stroke or any known mass effect.  It did show right frontal subarachnoid hemorrhage.  The patient was monitored.  Neurosurgery saw the patient.  The patient was also seen by neurology.  Neuro checks were being done.  PT/OT were consulted.  Her blood thinners were held.  She was doing better.  She was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she is sitting up in the chair eating her breakfast.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  No nausea, vomiting, or diarrhea. No other complaints.
PAST MEDICAL HISTORY:  Significant for dementia, hypertension, hyperlipidemia, and degenerative joint disease.

PAST SURGICAL HISTORY:  Noncontributory.

CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.

ALLERGIES:  PENICILLIN and *__________*.
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SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of coronary artery disease.  No history of congestive heart failure.  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 history of dementia.  She does have a history of slurred speech and history of subarachnoid hemorrhage.  Musculoskeletal:  She complains of joint pain.  History of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.5.  Pulse 78 per minute.  Respirations 16 per minute.  Blood pressure 100/65.  Oxygen saturation was 98%.  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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Fall.  (2).  History of dementia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  DJD.

TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  We will continue her 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:  Charles Evans
DOS:  02/14/2022
DOB:  01/08/1925
HISTORY OF PRESENT ILLNESS:  Mr. Evans is seen in his room today for a followup visit.  He is lying in his bed.  He is hard of hearing.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  He does complain of weakness.  Denies any sharp pain.  He has a history of arthritis.  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).  Generalized weakness.  (2).  Right lower lobe pneumonia.  (3).  Anemia.  (4).  UTI.  (5).  History of fall.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing some better.  I have encouraged him to eat better.  Drink enough fluids.  Continue current medications.  Continue to work with PT/OT.  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:  Mary Pratt
DOS:  02/14/2022
DOB:  02/08/1943

HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for a followup visit.  She is sitting at the edge of the bed, having breakfast.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She states that she has been feeling better.  She has been walking with the help of physical therapy.  Overall, she feels that she is improving.  Denies any other complaints. 
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No therapy.  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).  Generalized weakness.  (2).  Hypoxic and hypercapnic respiratory failure.  (3).  COPD.  (4).  Chronic anemia.  (5).  Metabolic encephalopathy.  (6).  Hypothyroidism. (7).  Chronic kidney disease.  (8).  Paroxysmal atrial fibrillation. (9).  Hyponatremia.  (10).  Hypokalemia.  (11).  Pancreatitis. (12).  Right upper lobe nodule.  (13).  Diabetes mellitus.  (14). Coronary artery disease.  (15).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  I have encouraged her to continue to work with physical and occupational therapy.  Continue other medications.  We will monitor her progress.  I have encouraged her to eat better and drink enough fluids.  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.
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