PATIENT NAME:  Joyce Call
DOS:  04/14/2022
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 has been roaming around in the hallway.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  She does complain of pain in her joints, in her hips and knees.  She denies any recent fall.  No other injuries.  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).  History of seizure disorder.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  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:  Frances Davis
DOS:  04/14/2022
DOB:  12/26/1936
HISTORY OF PRESENT ILLNESS:  Ms. Davis is seen in her room today for a followup visit.  She is lying in her bed.  She states that she has been doing well.  She states that she does ambulate some in her room as well as goes to the dining hall.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea or vomiting.  She denies any diarrhea.  She states that her lower extremities are doing better too.  She does not have any wounds.  She does not have much swelling.  She overall she has been feeling better.  She has been trying to eat and do some walking.  No other complaints.  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).  Chronic obstructive pulmonary disease.  (2).  History of congestive heart failure.  (3).  History of pulmonary embolism.  (4).  Pulmonary hypertension.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current medications.  I have recommended that she do some walking and some exercise.  She was encouraged to eat better.  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:  Sandra Diamond
DOS:  04/14/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She has seen orthopedic physician who did put in a wound VAC and also recommended that she be started on IV antibiotics.  She subsequently saw Infectious Disease who recommended starting her on vanco and doing periodic blood work.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She does complain of pain in her knees as well as drainage from the wound.  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.  Wound VAC in place.
IMPRESSION:  (1).  Right knee draining wound.  (2).  Status post right total knee arthroplasty.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems overall clinically stable.  We will arrange for the PICC line placement.  We will start her on vancomycin.  Labs will be drawn.  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.

Masood Shahab, M.D.
PATIENT NAME:  Margaret G. Kelly
DOS:  04/12/2022

DOB:  05/03/1922
HISTORY OF PRESENT ILLNESS:  Ms. Kelly is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she has been feeling fairly good.  She does complain of pain in her hip as well as her back.  She has some swelling of her lower extremities, but it has improved.  She denies any chest pain, heaviness or pressure sensation.  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.  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).  Hypertension.  (2).  Hyperlipidemia.  (3).  Chronic back pain.  (4).  Dementia.  (5).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and 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, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Clifford Lush
DOS:  04/18/2022
DOB:  09/26/1953
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He is sitting up in his chair.  He states that he is doing fairly well.  Denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  The patient was having problems with urination.  He was diagnosed with UTI.  He also was having urinary retention for which a Foley catheter has been placed.  He has been on antibiotic which was started in the emergency room.  He is doing better.  He is clinically feeling better.  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).  Recurrent UTI.  (2).  Urinary retention.  (3).  Parkinson’s disease.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He is on antibiotic and will be will continued.  Foley has been placed.  I have recommended he see urology.  We will continue on the Flomax.  Continue other medications.  Also finasteride was started.  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.
PATIENT NAME:  Bonnie Martin
DOS:  04/14/2022
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 does complain of occasional dizziness or some fullness in her ears.  She denies any complaints of chest pain.  She denies any drainage from the ears.  Denies any chest pain or 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).  Dizziness.  (2).  Dementia.  (3).  Parkinson’s disease.  (4).  Hypothyroidism.  (5).  Hypertension.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will get an otoscope looking to her ears.  We will continue on the Antivert.  Continue other medications.  We will monitor her progress.  I have recommended that she follow up with ears, nose and throat.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
Masood Shahab, M.D.
PATIENT NAME:  Ashley McPeak
DOS:  04/18/2022

DOB:  07/21/1944
HISTORY OF PRESENT ILLNESS:  Mr. McPeak is seen in his room today for a followup visit.  He has gained four pounds within the last two to three days.  He does have some swelling of the lower extremities.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He is sitting up in his chair.  Denies any 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 rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1 to 2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Lower extremity swelling.  (2).  History of congestive heart failure.  (3).  Diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of CVA. (7).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He is on Lasix which would be continued.  We will give him an extra dose of Lasix.  I have advised him to cut back on salty foods.  Try to keep his legs elevated.  Continue other medications.  We will check labs.  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.
PATIENT NAME:  Ashley McPeak
DOS:  04/13/2022
DOB:  07/21/1944
HISTORY OF PRESENT ILLNESS:  Mr. McPeak is a very pleasant 72-year-old male with a history of encephalopathy, admitted to the hospital with complaints of feeling weak and shortness of breath.  He was admitted to the hospital.  Echocardiogram revealed an ejection fraction of 35%.  He also had cardiac catheterization revealing occlusion of the LAD as well as 95% obtuse marginal.  Otherwise, he was diuresed in the hospital.  He had venous Doppler of the lower extremities done which was negative for DVT.  He has left great toe gangrene.  Vascular surgery has seen the patient.  The patient was also seen by podiatry.  Recommendations were no debridement needed at this time and weightbearing as tolerated.  He also had arterial Doppler which shows bilateral ileofemoral arterial occlusion.  Vascular surgery suggested outpatient angiogram.  Once kidney function improves and comes to baseline, will need revascularization.  The patient was continued on other medications, discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, he denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for coronary artery disease, congestive heart failure, diabetes mellitus, peripheral vascular disease, history of complete heart block status post AICD, history of ischemic cardiomyopathy, pulmonary hypertension, history of thalamic stroke, hypertension, hyperlipidemia, atrial fibrillation, peripheral neuropathy, and degenerative joint disease.
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PAST SURGICAL HISTORY:  Significant for AICD placement and CABG.

ALLERGIES:  LATANOPROST.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – quit long time ago.  Alcohol – none. 

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  He does have a history of coronary artery disease, history of congestive heart failure, history of complete heart block status post AICD and history of ischemic cardiomyopathy, ejection fraction of 27%.  Respiratory:  Denies any complaints of cough.  He does complain of shortness of breath with exertion.  Denies any 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.  Neurologic:  He does have a history of thalamic stroke.  He does complain of generalized weakness.  No focal weakness.  Musculoskeletal:  He complains of joint pains.  He complains of back pain.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  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.  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:  1 to 2+ pitting edema both lower extremities.  Left great toe gangrene with dressing in place.
IMPRESSION:  (1).  Congestive heart failure chronic.  (2).  Ischemic cardiomyopathy.  (3).  Coronary artery disease.  (4).  Complete heart block status post AICD.  (5).  Severe pulmonary hypertension.  (6).  Left thalamic stroke. (7).  Hypertension. (8).  Hyperlipidemia. (9).  Atrial fibrillation. (10).  Diabetes mellitus type II. (11).  Peripheral neuropathy. (12).  Chronic kidney disease.  (13).  Chronic anemia.  (14).  Benign prostatic hypertrophy.  (15).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue current medications.  We will consult physical and occupational therapy.  We will check routine labs.  He will follow up with vascular surgery as an outpatient.  Continue other medications.  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.
PATIENT NAME:  Carol Nauman
DOS:  04/13/2022
DOB:  12/25/1945

HISTORY OF PRESENT ILLNESS:  Ms. Nauman is a very pleasant 76-year-old female with a history of dementia, hypertension, hyperlipidemia, history of recurrent falls status post left femur fracture, status post left hemiarthroplasty done in January 2022, was admitted to the hospital after she suffered a fall.  She was diagnosed with pulmonary embolism, started on therapeutic Lovenox as well as Coumadin.  The patient was subsequently doing better.  The patient was pleasantly confused.  She was otherwise doing 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 or shortness of breath.  She is confused.  She denies any headaches or blurring of vision.  Denies any chest pain.  Denies any shortness of breath.  Denies any nausea or vomiting.  She denies any diarrhea.  No fever or chills.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, recurrent falls, advanced dementia and degenerative joint disease.

PAST SURGICAL HISTORY:  Unknown.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed as documented in the EHR.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  She denies any history of CAD or congestive heart failure.  Respiratory:  She denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She was recently diagnosed with pulmonary embolism.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurologic:  She does have a history of advanced dementia and history of recurrent falls.  Musculoskeletal:  She complains of joint pains and history of falls.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  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).  Pulmonary embolism.  (2).  History of recurrent falls.  (3).  Right shoulder pain.  (4).  Chronic anemia.  (5).  Advanced dementia.  (6).  Hyperlipidemia.  (7).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  She is on Lovenox as well as Coumadin.  As Coumadin is therapeutic, we will discontinue Lovenox.  Continue other medications.  Consult physical and occupational therapy.  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:  04/18/2022

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 better.  She denies any complaints of any chest pain or shortness of breath.  Denies any headaches.  Overall, she states she is feeling better.  She has been working with physical therapy.  She is trying to improve her strength.  No other complaints.  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).  COPD.  (2).  Chronic kidney disease.  (3).  Hypothyroidism.  (4).  Atrial fibrillation.  (5).  History of pancreatitis.  (6).  Lung nodule. (7).  History of coronary artery disease. (8).  Metabolic encephalopathy. (9).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current medications.  She was encouraged to continue with physical and occupational therapy.  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 Sensiba
DOS:  04/14/2022
DOB:  08/26/1954

HISTORY OF PRESENT ILLNESS:  Ms. Sensiba is seen in her room today for a followup visit.  She overall states that she is doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She does complain of joint pains off and on.  She occasionally gets some heartburn.  Overall, she has been stable and doing well.  Case was discussed with the nursing staff who have raised no new issues.  Hospice also has been following with her.  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 renal failure.  (2).  Chronic anemia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Morbid obesity.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  She overall seems comfortable.  We will continue current medications.  We will use Tums as needed for her heartburn.  Her pain control seems to be fairly good.  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:  Elaine Skomac
DOS:  04/14/2022

DOB:  10/15/1937

HISTORY OF PRESENT ILLNESS:  Ms. Skomac is seen in her room today for a followup visit.  She seems to be doing well.  She is sitting up in her chair having her breakfast.  She denies any complaints of chest pain.  She denies any shortness of breath.  She does complain of feeling some weakness.  Overall she states that she is doing better.  Her Coumadin has been therapeutic and has been stable.  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).  Hypertension.  (3).  Hyperlipidemia.  (4).  Atrial fibrillation.  (5).  Chronic renal failure.  (6).  Anemia. (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  She will continue to monitor her pro-time.  She was encouraged to do some exercises, try to eat better, drink enough fluids.  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:  Linda Thomas
DOS:  04/14/2022
DOB:  11/19/1947

HISTORY OF PRESENT ILLNESS:  Ms. Thomas is seen in her room today for a followup visit.  She seems to be doing better overall.  She is ambulating in the hallway.  She denies any complaints of chest pain.  No shortness of breath.  Denies any palpitations.  She  overall has been doing well.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  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).  Hypertension.  (2).  Hyperlipidemia.  (3).  History of CVA.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  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.

Transcribed by: www.aaamt.com
