PATIENT NAME:  Sydelle Berger
DOS:  04/21/2022
DOB:  04/04/1938
HISTORY OF PRESENT ILLNESS:  Ms. Berger is seen in her room today for a followup visit.  The patient states that she is doing well.  She denies any complaints of chest pain.  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.  She states her sugars have been doing somewhat better.  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:  Minimal edema both lower extremities.

IMPRESSION:  (1).  Diabetes mellitus.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease.  (5).  Dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have encouraged her to keep her legs elevated.  Continue current medications.  Advised her about having better choices for her meals and avoiding sugar and carbs.  Continue other medications.  I have encouraged her to do some walking in the hallway too.  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:  Albert Burkett
DOS:  04/21/2022
DOB:  10/09/1942
HISTORY OF PRESENT ILLNESS:  Mr. Burkett is seen in his room today for a followup visit.  He states that he has been doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He states that he has been working with physical therapy to strengthen his muscles.  He denies any headaches or blurring of vision.  He denies any nausea.  No vomiting.  He denies any diarrhea.  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).  Gastroesophageal reflux disease.  (5).  Hypothyroidism.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  His blood pressure has been under good control.  We will order blood work including hemoglobin A1c.  We will continue other medications.  We will monitor his progress.  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:  Bernice Coles
DOS:  04/21/2022
DOB:  12/21/1920
HISTORY OF PRESENT ILLNESS:  Ms. Coles is seen in her room today.  She is sitting up in her chair complaining of cough.  She denies any productive phlegm.  She does state this continues to nag her.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Denies any nausea or vomiting.  Denies any diarrhea.  No fever or chills.

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

IMPRESSION:  (1).  Cough.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Congestive heart failure.  (5).  Chronic kidney disease.  (6).  Decubitus ulcer.  (7).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will have repeat chest x-ray done.  In the meantime, she will continue on the Tessalon Perles and also albuterol inhaler as needed.  Continue other medications.  We will follow up on her chest x-ray.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Dennis Fijalkowski
DOS:  04/21/2022
DOB:  07/01/1947

HISTORY OF PRESENT ILLNESS:  Mr. Fijalkowski is seen in his room today for a followup visit.  He is complaining of discomfort in his ear, but does complain of radiation of the pain to the jaw.  He has an appointment with his oral surgeon.  He does complain of some itching as well as discomfort in the ears.  He was wondering if he can get the ear drops back again which has helped him in the past.  Denies any other symptoms or complaints.  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).  Probable otitis externa.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Seizure disorder.  (5).  Degenerative joint disease.  (6).  Jaw pain/toothache. (7).  BPH. (8).  Anxiety/depression. (9).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will reinstate the ear drops.  I have encouraged him to keep his appointment with the oral surgeon.  I have also recommended that he see an Ear, Nose and Throat specialist to have his ears checked.  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.
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PATIENT NAME:  Roger Williams
DOS:  04/21/2022
DOB:  06/10/1926
HISTORY OF PRESENT ILLNESS:  Mr. Williams is seen in his room today for a followup visit.  He is sitting up in the chair having his breakfast.  He states that he has been doing well.  He does complain of some discomfort in the left side of the neck over the trapezius.  He states it has been bothering him for a day or two.  He denies any fall.  Denies any injury.  He denies any complaints of chest pain.  He denies any shortness of breath.  No 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).  Congestive heart failure.  (2).  Neck pain probably muscular.  (3).  History of cardiomyopathy.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of chronic Foley catheter. (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested that he use some Bengay and see how he does.  He will take Tylenol as needed.  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.
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