PATIENT NAME:  Mary Lou Kramer
DOS:  02/17/2022
DOB:  02/11/1937
HISTORY OF PRESENT ILLNESS:  Ms. Kramer is a very pleasant 85-year-old female with a history of dementia, atrial fibrillation, hypertension, hyperlipidemia, and degenerative joint disease, admitted to the Assisted Living at Willows.  The patient is sitting up in the chair.  She states that she has been doing well.  She does complain of joint pain.  She has significant arthritis.  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.  No other complaints.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation, dementia, hypertension, degenerative joint disease, and GERD.
PAST SURGICAL HISTORY:  Unknown.
ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Tylenol, donepezil, famotidine, folic acid, iron supplements, lisinopril, multivitamin, propafenone, and vitamin D3.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have history of atrial fibrillation.  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 dementia.  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of joint pain and history of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 97.7.  Pulse 71 per minute.  Respirations 16 per minute.  Blood pressure 101/63.  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 rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Paroxysmal atrial fibrillation.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Dementia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to the Assisted Living at Willows.  We will continue current medications.  We will get previous reports.  We will monitor her progress.  We will check routine labs.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
Masood Shahab, M.D.
PATIENT NAME:  Evelyn Fraser
DOS:  02/18/2022
DOB:  07/14/1926
HISTORY OF PRESENT ILLNESS:  Ms. Fraser is seen in her room today for a followup visit.  She had some rash on her legs and also has been scratching it.  She has developed some wounds.  She denies any complaints of chest pain.  She denies any shortness of breath.  She has been lying in her bed.  Case was discussed with the nursing staff, wondering to try to get a cream for her lower extremity.  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.  Scratch marks and dry skin with some bruising has been present both lower extremities.
IMPRESSION:  (1).  Dry skin dermatitis.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Anxiety/depression.  (5).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have advised to use the Lotrisone cream, also use moisturizing cream, and keeping her legs elevated.  Continue other medications.  Avoid scratching it.  We will continue current 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:  Dorothy Harris
DOS:  02/18/2022
DOB:  09/15/1941
HISTORY OF PRESENT ILLNESS:  Ms. Harris is seen in her room today for a followup visit.  She has been having some swelling of the lower extremities.  She recently was in the hospital for surgery.  She denies any complaints of chest pain.  She denies any shortness of breath, but has significant swelling of both the lower extremities.  She denies any complaints of pain.  She complains of generalized weakness.

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.  (2).  Lower extremity swelling.  (3).  Diabetes mellitus.  (4).  Chronic kidney disease.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that she keep her legs elevated.  We will continue with her current medications.  We will monitor her progress.  Continue 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:  Dorothy Harris
DOS:  03/03/2022
DOB:  09/15/1941
HISTORY OF PRESENT ILLNESS:  Ms. Harris is seen in her room today for a followup visit.  She has some redness as well as swelling of lower extremities, worse on the left side.  She denies any complaints of chest pain.  She denies any heaviness or pressure sensation.  She denies any palpitations.  She denies any complaints of any nausea or 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:  2+ pitting edema, both lower extremities.  Redness and warmth of the left leg.
IMPRESSION:  (1).  Left lower extremity cellulitis.  (2).  Bilateral lower extremity swelling.  (3).  Type II diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have put her on Keflex 500 mg three times a day.  I have also suggested that we will get venous Doppler of both the lower extremities.  She will keep her legs elevated.  We will start Lasix 20 mg q.d. for five days.  She will take 20 mg of Lasix two tablets p.o. q.d. and after that she will decrease it to one tablet q.d.  We will follow up on her progress.  We will have electrolytes checked in one week’s time.  If she has any other symptoms or complaints, she will let the nurses know.
Masood Shahab, M.D.
PATIENT NAME:  Carmella Lockwood
DOS:  02/18/2022
DOB:  05/27/1942
HISTORY OF PRESENT ILLNESS:  Ms. Lockwood is seen in her room today for a followup visit.  She is lying in her bed.  She seems comfortable.  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.  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).  Dementia.  (4).  Hypothyroidism.  (5).  Depressive disorder. (6).  GERD. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be comfortable.  We will continue current medications.  Hospice has been following.  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:  Ute Niemeyer
DOS:  02/18/2022
DOB:  11/25/1939
HISTORY OF PRESENT ILLNESS:  Ms. Niemeyer is seen in her room today for a followup visit.  She seems to be doing well.  She has been ambulating.  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).  COPD/emphysema.  (2).  Major depressive disorder.  (3).  Hypothyroidism.  (4).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Case was discussed with the nursing staff who have raised no new issues.  We will continue current 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:  Margaret Price
DOS:  02/18/2022
DOB:  11/02/1928
HISTORY OF PRESENT ILLNESS:  Ms. Price is seen in her room today for a followup visit.  She is sitting up in her chair.  Off and on, she has been complaining of shortness of breath.  She had chest x-ray done which was unremarkable.  It showed mild congestive heart failure as well as cardiomegaly.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any abdominal pain.  No nausea, vomiting, or 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).  Congestive heart failure.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of coronary artery disease.  (5).  Dementia.  (6).  Chronic kidney disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that we check an echocardiogram and clinically she seems to be stable.  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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