PATIENT NAME:  William Baldwin
DOS:  03/23/2022
DOB:  06/21/1944
HISTORY OF PRESENT ILLNESS:  Mr. Baldwin is seen in his room today for a followup visit.  He is sitting up in the chair.  He states that he has been doing well.  He has been having some blood pressure fluctuations.  Nurses asked me to see him.  He denies any other symptoms or complaints.  Denies any chest pain.  No shortness of breath.  Denies any palpitations.  Denies any headaches.  He does complain of feeling tired.  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.

IMPRESSION:  (1).  Encephalopathy.  (2).  Dementia.  (3).  History of congestive heart failure.  (4).  Chronic kidney disease.  (5).  Diabetes mellitus.  (6).  Atrial fibrillation. (7).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  His blood pressure readings were reviewed.  He had some high blood pressure readings though it looks better today.  We will monitor his blood pressures and see if occasional high readings are secondary to anxiety or if he is in any kind of pain.  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:  Joyce Call
DOS:  03/21/2022
DOB:  03/30/1929
HISTORY OF PRESENT ILLNESS:  Ms. Call 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.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She has been ambulating with the help of the walker.  She is pleasantly confused.  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).  History of seizure disorder.  (2).  Dementia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  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.
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PATIENT NAME:  Dorothy DePlanche
DOS:  03/21/2022
DOB:  04/10/1945
HISTORY OF PRESENT ILLNESS:  Ms. DePlanche is seen in her room today for a followup visit.  She is sitting up in her wheelchair.  She has been roaming the hallways.  She denies any complaints of chest pain.  She denies any shortness of breath.  She just wants to go home.  She denies any other symptoms or 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).  Diabetes mellitus.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Atrial fibrillation.  (5).  History of dementia.  (6).  Degenerative joint disease.

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.  Blood sugars are occasionally high.  Otherwise, they have been doing better.  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.
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PATIENT NAME:  Sandra Diamond
DOS:  03/23/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She is sitting up in her chair.  She does complain of pain.  She states that since she has been taking two at the nighttime, she has been sleeping better.  Her pain is somewhat better controlled at nighttime.  She is still having drainage from the wound.  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 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.  Right knee with dressing in place.
IMPRESSION:  (1).  Right knee wound.  (2).  History of right knee total arthroplasty.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  She continues to have the wound drainage.  I have suggested that she see the Infectious Disease as well as orthopedic doctor again.  We will continue current medications in the meantime.  Case was discussed with the nursing staff who have raised no other issues.  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:  Debra Hemlinger
DOS:  03/21/2022
DOB:  03/01/1964
HISTORY OF PRESENT ILLNESS:  Ms. Hemlinger is seen in her room today for a followup visit.  She does complain of pain in her back.  She is sitting in her wheelchair.  She has a cushion that she wants.  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).  Coronary artery disease.  (2).  History of cardiac arrhythmia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  History of ventricular tachycardia status post ICD.  (6).  Anxiety/depression. (7).  History of substance abuse disorder.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have given a prescription for the cushion so that it helps her back and she will continue other medications.  She was recommended to see podiatry.  Also, I have suggested that she should see the psych nurse also.  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:  Eleanore Karg
DOS:  03/23/2022
DOB:  03/04/1943

HISTORY OF PRESENT ILLNESS:  Ms. Karg 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 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).  Hypertension.  (2).  Hyperlipidemia.  (3).  Seizure disorder.  (4).  History of squamous cell cancer of the epiglottis.  (5).  History of developmental delay.  (6).  DJD.  (7).  History of breast cancer.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She is doing well.  She is roaming the hallways on her wheelchair.  Overall, she feels better.  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.
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PATIENT NAME:  Margaret G. Kelly
DOS:  03/21/2022
DOB:  05/03/1922
HISTORY OF PRESENT ILLNESS:  Ms. Kelly is seen in her room today for a followup visit.  She states that she has been doing well.  She does complain of pain in her back as well as her joints.  She denies any 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.

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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Dementia.  (5).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  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:  Gary Kleinke
DOS:  03/24/2022
DOB:  09/30/1947
HISTORY OF PRESENT ILLNESS:  Mr. Kleinke is seen in his room today for a followup visit.  Asked to see the patient by the nurse since he had a scratch.  He was being transferred from the bed to his wheelchair.  He had a scratch on his legs that has been oozing.  He denies any complaints of any sharp pain.  He denies any chest pain or shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  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 lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Right lower extremity laceration/wound.  (3).  Chronic kidney disease.  (4).  Congestive heart failure with diastolic dysfunction.  (5).  Hypertension. (6).  Hyperlipidemia. (7).  History of hip fracture status post surgery. (8).  History of coronary artery disease. (9).  Type II diabetes mellitus. (10).  COPD.  (11).  Atrial fibrillation.  (12).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  His wound was reviewed.  He is oozing blood.  It is deep enough that it may benefit from being sutured.  We will send him to the emergency room to get the sutures done.  We will hold his Eliquis for tonight.  We will continue other medications.  We will monitor his progress.  We will keep his legs elevated.  Continue with dressing changes.  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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PATIENT NAME:  Clifford Lush
DOS:  03/22/2022
DOB:  09/26/1953
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today at the request of the nurse since he has been having some chills.  Also, he had greater than 450 on his bladder scan.  He started having these chills earlier this morning.  He denies any complaints of chest pain.  He denies any cough.  He denies any fever.  He denies any nausea or vomiting.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Shaking chills.  (2).  History of metabolic encephalopathy.  (3).  Parkinson’s disease.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Anxiety. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  Asked the nurses to get UA and C&S.  Also getting a chest x-ray.  We will get CBC and basic metabolic panel check.  We will start him on Cipro.  If his symptoms get any worse, we will send him to the emergency room.  Otherwise, 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:  Bonnie Martin
DOS:  03/21/2022
DOB:  02/10/1936
HISTORY OF PRESENT ILLNESS:  Ms. Martin 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 complaints of shortness of breath.  She has been eating well.  She denies any abdominal pain.  She does complain of pain in her hip as well as her knee.  She overall otherwise has been feeling well.

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).  Dementia.  (2).  Parkinson’s disease.  (3).  Hypertension.  (4).  Hypothyroidism.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  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:  Margaret McNally
DOS:  03/23/2022
DOB:  06/08/1934
HISTORY OF PRESENT ILLNESS:  Ms. McNally is seen in her room today for a followup visit.  She is sitting up in her bed having breakfast.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She does complain of feeling tired.  She states that she has been working with physical therapy.  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).  Right superior/inferior pubic rami fracture.  (2).  Pelvic hematoma.  (3).  Hypertension.  (4).  Diabetes mellitus.  (5).  Hyperlipidemia.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better overall.  She has gained some strength.  She has been working with physical therapy.  Continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  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:  Patricia Parker
DOS:  03/21/2022
DOB:  11/27/1941
HISTORY OF PRESENT ILLNESS:  Ms. Parker is seen in her room today for a followup visit.  She is ambulating in her room.  She does complain of chronic back pain, but states it has been stable.  No change in it.  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.  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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Anxiety/depression.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  Pain has been the same.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  We will monitor her progress.  She was encouraged to do some walking and exercise.  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:  Mary Pratt
DOS:  03/23/2022
DOB:  02/08/1943

HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for a followup visit.  She is concerned about her hair loss.  She had blood work done.  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.  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).  Metabolic encephalopathy.  (2).  History of pneumonia.  (3).  COPD.  (4).  Chronic kidney disease.  (5).  Hypothyroidism.  (6).  Paroxysmal atrial fibrillation . (7).  Pancreatitis. (8).  Lung nodule  . (9).  History of coronary artery disease. (10).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her TSH was significantly elevated.  We will increase the dose of the levothyroxine.  We will continue other medications.  We will recheck her TSH in six weeks time.  We will 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:  Margaret Smith
DOS:  03/22/2022
DOB:  03/01/1938
HISTORY OF PRESENT ILLNESS:  Ms. Smith is seen in her room today for a followup visit.  She states that she is doing some better.  She still feels weak.  She has been working with physical therapy.  She does have some swelling of her lower extremities.  She denies any complaints of chest pain.  She does get short of breath with activity.  Overall has been feeling better.  Trying to eat better.  She denies any other symptoms or 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).  Generalized weakness.  (2).  Deconditioning.  (3).  Congestive heart failure.  (4).  Hypertension.  (5).  Hypothyroidism.  (6).  Degenerative joint disease. (7).  GERD. (8).  History of coronary artery disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  She has been improving some.  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.
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