PATIENT NAME:  James Scott
DOS:  03/16/2022
DOB:  07/05/1957
HISTORY OF PRESENT ILLNESS:  Mr. Scott is a very pleasant 64-year-old male with a history of an infected diabetic ulcer, was admitted to the hospital, ultimately requiring a below-knee amputation.  He subsequently underwent a cardiac arrest secondary to a critical aortic stenosis.  A permanent pacemaker was placed due to complete heart block.  He underwent valvuloplasty as a bridge to TAVR.  He was also diuresed.  He was euvolemic.  He was subsequently doing better.  He was treated with broad spectrum antibiotics for his diabetic foot ulcer.  Plan is for TAVR later on.  He was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  He complains of feeling weak.  He complains of pain.  He denies any complaints of any shortness of breath.  Denies any chest pain.  Denies any palpitations.  Denies any nausea. No vomiting.  He denies any diarrhea.  No fever or chills.

PAST MEDICAL HISTORY:  Significant for diabetes mellitus, atrial flutter, complete heart block, diastolic congestive heart failure, chronic kidney disease, peripheral vascular disease, osteomyelitis, chronic anemia, insulin-dependent diabetes mellitus, hypertension, and hyperlipidemia.
PAST SURGICAL HISTORY:  Significant for right below-knee amputation and permanent pacemaker placement.
ALLERGIES:  No known drug allergies.
CURRENT MEDICATIONS:  Magnesium, senna, atorvastatin, Tylenol, Eliquis, metoprolol, tamsulosin, Bumex, aspirin, gabapentin, insulin lispro, Lantus insulin, oxycodone, Zofran, and MiraLax. 
SOCIAL HISTORY:  Smoking – none.  Alcohol – rarely. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any shortness of breath.  He does have a history of critical aortic stenosis status post valvuloplasty, history of complete heart block status post permanent pacemaker placement, history of diastolic congestive heart failure, hypertension, and hyperlipidemia.  Respiratory:  He 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:  History of chronic kidney disease. Musculoskeletal:  He complains of joint pains and history of diabetic ulcer status post below-knee amputation.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Weight 274 pounds.  Blood pressure 104/63.  Temperature 98.6. Pulse 63 per minute.  Respirations 18.  Blood sugar 188.  Oxygen saturation was 92%.  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.  Right below-knee amputation.

IMPRESSION:  (1).  Chronic diastolic congestive heart failure with complete heart block status post permanent pacemaker placement.  (2).  Critical aortic stenosis status post valvuloplasty.  (3).  Atrial flutter.  (4).  Chronic kidney disease.  (5).  Peripheral vascular disease status post right below-knee amputation.  (6).  Chronic anemia.  (7).  Insulin-dependent diabetes mellitus.  (8).  Hypertension. (9).  Hyperlipidemia.
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TREATMENT PLAN:  The patient was admitted to WellBridge of Brighton.  We will continue current medications.  We will monitor his sugars.  We will consult physical and occupational therapy.  Continue other medications.  Continue pain control.  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:  Irene Sredzinski
DOS:  03/16/2022
DOB:  09/26/1928
HISTORY OF PRESENT ILLNESS:  Ms. Sredzinski is a very pleasant 93-year-old female with a history of coronary artery disease, history of congestive heart failure, atrial fibrillation, who was admitted to the hospital after she had a fall.  She has been complaining of feeling weak.  She had some shortness of breath an also complaining of some chest pain.  Troponins were negative.  MI was ruled out.  The patient was feeling tired and fatigued as well as complaining of some shortness of breath.  Her legs also gave out.  She fell.  She was seen in the emergency room.  She had x-rays done that were unremarkable.  CT of the head and cervical spine was done and showed no evidence of acute cervical spine fracture or malalignment.  Moderate to advanced cervical spondylosis was seen.  The patient was subsequently discharged from the hospital and admitted to WellBridge of Brighton.  At the present time, she states that she is feeling better.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  Denies any nausea. No vomiting.  She denies any diarrhea.  She does complain of weakness in her legs.  She has been using the walker.  She denies any other symptoms or complaints.  She otherwise has been feeling well.  

PAST MEDICAL HISTORY:  Significant for coronary artery disease, congestive heart failure, atrial fibrillation, degenerative joint disease, chronic kidney disease, history of coronary artery disease, hypertension, and hyperlipidemia.
PAST SURGICAL HISTORY:  Significant colon surgery status post polypectomy, cataract surgery, carpal tunnel release and skin biopsy as well as hernia repair.
ALLERGIES:  No known drug allergies.
CURRENT MEDICATIONS:  Milk of magnesia, loratadine, sublingual nitroglycerin, furosemide, Pepcid, calcium carbonate, vitamin D3, Eliquis, meclizine, pravastatin, Lasix, potassium chloride, Tylenol, and metoprolol.
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 a history of coronary artery disease, history of congestive heart failure, hypertension, and hyperlipidemia.  Respiratory:  She 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:  No complaints.  Musculoskeletal:  She does complain of joint pains and history of arthritis.  All other systems were reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Weight 139.8 pounds.  Blood pressure 110/72.  Temperature 98.2.  Pulse 80 per minute.  Respirations 16.  Oxygen saturation was 97%.  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).  Deconditioning.  (2).  Fall.  (3).  Knee pain.  (4).  Coronary artery disease.  (5).  Congestive heart failure.  (6).  Atrial fibrillation. (7).  Chronic kidney disease.  (8).  DJD.
TREATMENT PLAN:  The patient was admitted to WellBridge of Brighton.  We will continue current medications.  We will consult physical and occupational therapy.  She was encouraged to eat better.  Work with therapy.  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.

Masood Shahab, M.D.
PATIENT NAME:  James Costello
DOS:  03/18/2022
DOB:  02/24/1941
HISTORY OF PRESENT ILLNESS:  Mr. Costello is seen in his room today for a followup visit.  He was recently admitted to the hospital.  He was seen by Dr. ________.  He was subsequently transferred to my service and he has been a patient of mine in the outpatient setting.  At the present time, he states that he has been feeling well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He does complain of feeling tired and fatigued.  He was admitted to the hospital.  He underwent transmetatarsal amputation secondary to osteomyelitis.  He has completed his course of antibiotics.  Continue with wound care.  He denies any other complaints.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements are intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  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.  Left foot with dressing in place.
IMPRESSION:  (1).  Left transmetatarsal amputation secondary to osteomyelitis.  (2).  Chronic systolic and diastolic congestive heart failure.  (3).  Chronic anemia.  (4).  Coronary artery disease.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Atrial fibrillation. (8).  Diabetes mellitus type II.  (9).  DJD.

TREATMENT PLAN:  The patient was admitted to WellBridge of Brighton.  We will continue current medications.  We will continue with wound care.  Consult physical and occupational therapy.  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.
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