PATIENT NAME:  Diane Coman
DOS:  04/07/2022
DOB:  04/06/1942
HISTORY OF PRESENT ILLNESS:  Ms. Coman is a very pleasant 80-year-old female who presented to the emergency room with complaints of increasing shortness of breath, fatigue and not feeling well.  She denies any new cough, but has been wheezing.  She denies any complaints of chest pain.  Denies any fever or chills.  Denies any pain in the lower extremities.  Denies any swelling of the lower extremities.  The patient was seen in the emergency room.  Her pulse ox was low in the 70s.  The patient was recently in the hospital with a UTI.  Also, she had history of fall with pubic rami and iliac fractures.  The patient was as mentioned seen in the emergency room.  CT scan of the abdomen and pelvis did show no change in the superior and inferior pubic rami fracture, showed evidence of comminuted iliac fracture of the left iliac bone, unchanged from before.  Also, CT scan of the chest showed bilateral pleural effusions.  No pulmonary embolism.  New consolidation left lower lobe.  The patient was admitted to the hospital with acute on chronic hypoxic respiratory failure, treated with IV antibiotics, treated with IV Solu-Medrol.  Given frequent nebulized breathing treatments.  She was gradually doing better.  She was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she states that she is feeling weak.  She denies any complaints of chest pain.  She states her breathing has been fair.  She denies any abdominal pain.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for COPD, lung cancer, depression, history of fall with pelvic fracture, diastolic congestive heart failure chronic, and protein-calorie malnutrition.
PAST SURGICAL HISTORY:  Noncontributory.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – she just stopped smoking about three to four weeks ago.  She has a longtime history of smoking half pack a day.  She also does occasionally use alcohol. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  She does have history of chronic diastolic congestive heart failure.  Respiratory:  She does complaints of shortness of breath.  She has history of COPD and history of lung cancer.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  History of UTI, otherwise unremarkable.  Musculoskeletal:  She does complain of generalized weakness.  She does have history of fall and history of pubic rami fracture and history of left iliac fracture.  Neurological:  She denies any history of TIA or CVA.  No history of seizures.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:   Vital Signs:  Reviewed and as documented in EHR.  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:  Diminished breath sounds in the bases.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Neurologic:  Examination was grossly intact.
IMPRESSION:  (1).  Generalized weakness.  (2).  Left lower lobe pneumonia.  (3).  COPD exacerbation.  (4).  History of UTI.  (5).  Chronic diastolic congestive heart failure.  (6).  History of lung cancer.  (7).  Anxiety/depression. (8).  Degenerative joint disease.
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TREATMENT PLAN:  The patient was admitted to the Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  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:  Kathleen Kujala
DOS:  04/07/2022
DOB:  02/18/1939
HISTORY OF PRESENT ILLNESS:  Ms. Kujala is a very pleasant 83-year-old female with history of bladder cancer, history of COPD, hypertension, hyperlipidemia, gastroesophageal reflux disease and sleep apnea, history of CVA, who presented to the hospital with complaints of right hip pain after she suffered a fall.  The patient states that she was walking and fell and landed on her right hip and hit her shoulder.  She reports she did not lose consciousness.  She denies feeling dizzy or lightheaded.  She was seen in the emergency room.  She was requiring oxygen.  Sat 99% on 2 liters.  Hemoglobin was low at 8.5.  Rapid COVID test was negative.  CT angio of the head and neck was unremarkable.  Right hip x-ray shows comminuted intertrochanteric fracture of the right hip.  CT of the cervical spine showed multiple regions of fracture/discontinuity within the anterior and posterior C1 ring / arch, unclear for new findings.  The patient was admitted to the hospital.  Orthopedic was consulted.  She was kept NPO.  She underwent open reduction and internal fixation of the right hip.  Neck brace was applied.  She was continued on pain medications and continued on her other medications as well as frequent nebulized breathing treatments.  The patient was ambulated with the help of physical therapy.  She was subsequently doing better.  She was discharged from the hospital and admitted to Willows at Howell.  At the present time, she does complain of pain when she moves.  She does complain of feeling weak.  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. 
PAST MEDICAL HISTORY:  Significant for hypertension, bladder cancer, COPD, hyperlipidemia, gastroesophageal reflux disease, sleep apnea, and history of CVA.
PAST SURGICAL HISTORY:  Bilateral knee surgery, carpal tunnel release, ulnar nerve repair, cervical fusion, tonsillectomy, adenoidectomy, bilateral myringotomy, N tube placement, and transurethral resection of the bladder tumor.
CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.

ALLERGIES:  PENICILLIN.

SOCIAL HISTORY:  Smoking – she quit about 24 years ago.  Alcohol – rarely. 

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or CAD.  Respiratory:  She does complain of shortness of breath and history of COPD.  Denies any pain with deep inspiration.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  She does have history of bladder cancer status post transurethral resection of the bladder tumor.  
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Neurological:  She does have history of CVA, but denies any focal weakness.  Musculoskeletal:  She does complain of joint pain, history of neck pain, and history of neck surgery.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:   Vital Signs:  Reviewed.  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.  Diminished breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal swelling both lower extremities.  Right hip with dressing in place.  Cervical collar in place.
IMPRESSION:  (1).  History of fall.  (2).  Right hip fracture.  (3).  History of CVA.  (4).  Hyperlipidemia.  (5).  Gastroesophageal reflux disease.  (6).  Depression. (7).  DJD. (8).  History of sleep apnea.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications from hospital.  We will consult physical and occupational therapy.  Continue current medications.  Continue with wound care.  We will monitor her progress.  We will follow up on her workup.  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:  Brenda Sanford
DOS:  04/07/2022
DOB:  06/25/1951
HISTORY OF PRESENT ILLNESS:  Ms. Sanford is a very pleasant 70-year-old female who presented to the emergency room after she had a fall.  She was riding a horse in an indoor arena when she was thrown landing on her right side.  She did hit her head as well as had loss of consciousness.  She was not on any blood thinners.  She has been complaining of severe pain in her right hip and right arm.  The patient was brought to the emergency room by EMS.  She was evaluated.  CT of the spine showed grade I anterolisthesis L3-L4 and mild diffuse spondylitic changes.  No convincing evidence of acute vertebral fracture.  CT of the head – no intracranial hemorrhage, fluid, or mass affect was seen.  X-ray of the pelvis showed acute displaced right intertrochanteric femoral neck fracture.  Right femoral head remained seated within the acetabulum.  The pelvic rim was intact.  X-ray of the chest showed no acute cardiopulmonary process.  Also, she had possible acute nondisplaced fracture of the proximal right humerus.  The patient was admitted to the hospital.  She underwent surgery for her right intertrochanteric fracture and humeral head fracture was put in the sling.  She also was diagnosed with nondisplaced L3-L5 transverse processes fracture.  The patient was weightbearing to the right lower extremity, non-weightbearing on the right upper extremity.  It was recommended to continue on Lovenox for four weeks.  PT/OT consulted.  The patient was subsequently doing better.  She was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she does complain of pain when she moves.  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.
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PAST MEDICAL HISTORY:  Noncontributory.
ALLERGIES:  No known drug allergies.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
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.  Musculoskeletal:  She does complain of pain in the hip and history of fall.  Neurological:  No history of TIA or CVA.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:   Vital Signs:  Reviewed as documented in EHR.  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 hip with dressing in place.  Right arm in sling.
IMPRESSION:  (1).  Right hip intertrochanteric fracture status post surgery.  (2).  Right humerus fracture status post sling.  (3).  Transverse process fracture L3-L5.  (4).  History of fall.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  We will continue with wound care.  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:  Larry Lakatos
DOS: 04/07/2022
DOB:  04/06/1943
HISTORY OF PRESENT ILLNESS:  Mr. Lakatos is seen in his room today for a followup visit.  Overall, he feels better.  He is getting ready to be discharged.  He denies any complaints of any chest pain or shortness of breath.  He denies any palpitations.  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).  Generalized weakness.  (2).  History of peptic ulcer disease.  (3).  History of GI bleed.  (4).  Chronic kidney disease.  (5).  History of congestive heart failure.  (6).  COPD. (7).  Right middle lobe lung nodule. (8).  Anxiety/depression.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  He is getting ready to be discharged.  All his prescriptions were fine.  He will follow up with his primary physician.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Joan Ray
DOS:  04/07/2022
DOB:  01/19/1934
HISTORY OF PRESENT ILLNESS:  Ms. Ray is seen in her room today for a followup visit.  She is getting ready to be discharged.  Family wanted to take her home. She is complaining of some shortness of breath.  She does have swelling of both the lower extremities.  She does have history of congestive heart failure.  She does complain of shortness of breath.  She denies any complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No nausea, vomiting, or diarrhea. 

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  Heart:  S1 and S2 audible.  Systolic murmur audible.  Lungs:  Scattered rales in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Chronic diastolic congestive heart failure.  (2).  Coronary artery disease.  (3).  Generalized weakness.  (4).  Bilateral lower extremity swelling.  (5).  Chronic renal failure.  (6).  Hyponatremia. (7).  Type II diabetes mellitus. (8).  Hypertension. (9).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She will get a chest x-ray.  I will give her an extra dose of Bumex.  She is getting ready to be discharged home.  I have suggested she follow up with her PCP within a week.  We will monitor daily weights.  Continue other medications.  I did discuss about possible hospice if she has recurring admissions to the hospital.  She is very fragile.  She does have multiple medical issues.  All this was explained to the patient’s family.  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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