PATIENT NAME:  Robert Batten
DOS:  02/17/2022
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 better.  He has seen his ophthalmologist and supposed to have cataract.  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).  Major depressive disorder.  (3).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  His Parkinson’s dosage was adjusted by his neurologist.  He has been tolerating it well and feels better with it.  We will continue current medications.  We will monitor his progress and follow up with the ophthalmologist.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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PATIENT NAME:  William Damm
DOS:  02/17/2022
DOB:  07/01/1937
HISTORY OF PRESENT ILLNESS:  Mr. Damm is seen in his room today for a followup visit.  He states that he is doing better.  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.  

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).  Adenocarcinoma of the colon.  (2).  Multiple wounds on buttocks.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Chronic anemia.  (6).  History of pulmonary embolism. (7).  History of prostate cancer.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be comfortable.  He is doing some better.  His wife is present too.  I have encouraged him to drink enough fluids and eat better.  We will continue current medications.  We will try to keep him comfortable.  We will monitor his progress.  We will continue with wound care.  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.
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PATIENT NAME:  Mary Lutz
DOS:  02/17/2022
DOB:  03/09/1942
HISTORY OF PRESENT ILLNESS:  Ms. Lutz is seen in her room today for a followup visit.  She is lying in her bed.  She states that she has been doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was 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).  Parkinson’s disease.  (2).  Atrial fibrillation.  (3).  Dementia.  (4).  History of congestive heart failure.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She was encouraged to eat better, drink enough fluids.  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:  Claudia O’Green
DOS:  02/17/2022
DOB:  09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any complaints of any headaches or blurring of vision.  She denies any nausea.  No vomiting.  She 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:  Chronic edema both lower extremities.

IMPRESSION:  (1).  Diabetes mellitus.  (2).  Bipolar disorder.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  Morbid obesity. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  We will check her sugars.  We will check hemoglobin A1c.  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:  Elizabeth Smith
DOS:  02/17/2022
DOB:  09/09/1956
HISTORY OF PRESENT ILLNESS:  Ms. Smith is seen in her room today for a followup visit.  She is lying in her bed.  She does complain of her neck bothering her.  She denies any complaints of any chest pain, heaviness or pressure sensation.  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).  Multiple sclerosis.  (2).  Hyponatremia.  (3).  Spastic paraplegia.  (4).  Neurogenic bladder.  (5).  Chronic anemia.  (6).  Depressive disorder. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will monitor her progress.  She seems to be comfortable.  Her pain is controlled.  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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PATIENT NAME:  Mark Strach
DOS: 02/17/2022
DOB: 11/20/1949
HISTORY OF PRESENT ILLNESS:  Mr. Strach is seen in his room today for a followup visit.  He states that he has been doing well.  He states that he has been using his splints.  He has been trying to do some exercises.  He denies any complaints of chest pain or shortness of breath.  He does complain of allergies.  Denies any complaints of any nausea.  No vomiting.  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).  Muscular dystrophy.  (2).  History of kidney stones.  (3).  Degenerative joint disease.  (4).  Anxiety/depression.  (5).  Allergic rhinitis.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable.  We will continue current medications.  He was encouraged to do therapy and exercises.  Continue current management.  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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