PATIENT NAME:  Margaret McNally
DOS: 02/02/2022
DOB: 06/08/1934
HISTORY OF PRESENT ILLNESS:  Ms. McNally is a very pleasant 87-year-old female with a history of hypertension, diabetes mellitus, and hyperlipidemia who presented to the emergency room after she had a mechanical fall.  She slipped on a wet pavement.  She hit her head.  She did lose consciousness.  She was brought to the emergency room.  She was complaining of pain in her hip and pelvic area.  CT scan of the pelvis was obtained that showed a 10.5 x 8 cm perivascular hematoma, confirmed inferior and superior right pubic rami fracture.  No signs of right hip fracture.  The patient was evaluated by orthopedic surgery who recommended nonoperative management of the pelvic fracture.  CTA was obtained which did show active extravasation from the left inferior gastric artery.  Interventional Radiology was called and the patient underwent embolization of the left internal pudendal and left external pudendal artery.  The patient was admitted to the intensive care unit, was being monitored.  The patient was otherwise doing better.  She was evaluated by physical therapy.  She was ambulated with the help of therapy, but generally feeling weak.  She did complain of pain.  The patient was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she does complain of feeling weak, feeling tired and fatigued.  She does complain of pain.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any complaints of any nausea, vomiting or diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for diabetes mellitus, hypertension, hyperlipidemia, tremors, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for breast mass excision, skin cancer surgery and lumpectomy.
ALLERGIES:  IODINATED CONTRAST MEDIA and IOPAMIDOL.

CURRENT MEDICATIONS:  Tylenol, alendronate, calcium, vitamin D3, donepezil, metformin, mirtazapine, multivitamin, oxycodone and simvastatin.
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 MI or coronary artery disease.  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:  Complaints of pelvic pain.  Denies any complaints of any history of kidney stones.  Musculoskeletal:  Complaints of joint pains, history of back pain/pelvic pain.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.0.  Respirations 16.  Pulse 72 per minute.  Blood pressure 128/81.  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.  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).  Fall.  (2).  Right superior and inferior pubic rami fracture.  (3).  Pelvic hematoma.  (4).  Hypertension.  (5).  Diabetes mellitus.  (6).  Hyperlipidemia. (7).  Degenerative joint disease.
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:  Leanora Springer
DOS:  03/03/2022
DOB:  01/04/1924
HISTORY OF PRESENT ILLNESS:  Ms. Springer is a very pleasant 98-year-old female with a history of hypertension, hyperlipidemia, and degenerative joint disease, admitted to the hospital after she fell.  She was unable to ambulate herself.  She was having significant pain.  She was brought to the emergency room where she was evaluated and found to have left hip fracture.  She underwent left hip replacement.  The patient underwent open reduction and internal fixation.  The patient was ambulated with the help of physical therapy.  The patient’s hemoglobin did drop.  The patient was being monitored.  Physical therapy was ambulating with the patient.  The patient otherwise was feeling 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, shortness of breath, or palpitations.  She does complain of pain in her hip.  Denies any complaints of being dizzy or lightheaded.  Denies any nausea, vomiting, or diarrhea.  No abdominal pain.  No other symptoms.

PAST MEDICAL HISTORY:  Significant for hypertension, depression, anxiety, and degenerative joint disease.
PAST SURGICAL HISTORY:  Unknown.
ALLERGIES:  CODEINE, SULFATE, and PENICILLIN.

CURRENT MEDICATIONS:  Tylenol, ascorbic acid, aspirin, cholecalciferol, Cozaar, cyanocobalamine, escitalopram, iron, stool softener, and tramadol.
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 MI or coronary artery disease.  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:  Denies any history of TIA or CVA.  No history of seizures.  No focal weakness in the arms or legs.  Musculoskeletal:  Complaints of joint pain, history of fall and history of hip pain.  All other systems are reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.2.  Pulse 68 per minute.  Respirations 16 per minute.  Blood pressure 108/62.  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.  Extremities:  No edema.  Pulses are bilaterally symmetrical.  Neurological:  Grossly intact.  
IMPRESSION:  (1).  Fall.  (2).  Right hip fracture status post ORIF.  (3).  Osteoporosis.  (4).  New onset anemia.  (5).  Depression.  (6).  Hypertension.
TREATMENT PLAN:  The patient was admitted to the Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  We will repeat labs.  We will start her on iron supplements.  Her hemoglobin has been low, but family has refused blood transfusion.  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:  Mary Pratt
DOS:  03/04/2022
DOB:  02/08/1943

HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for a followup visit.  She states that she is doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  She denies any palpitations.  She states that she has been walking with the help of physical therapy.  She has been doing better.  She has been eating better.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  No nausea, vomiting or diarrhea.

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.

IMPRESSION:  (1).  Acute on chronic hypercapnic respiratory failure.  (2).  Metabolic encephalopathy.  (3).  Microcytic anemia.  (4).  COPD.  (5).  Chronic kidney disease.  (6).  Paroxysmal atrial fibrillation . (7).  Pancreatitis. (8).  Lung nodule. (9).  Coronary artery disease. (10).  Hyponatremia. (11).  Hypokalemia.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Encouraged to eat better.  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.
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