PATIENT NAME:  Raymond Colcer
DOS:  04/21/2022
DOB:  11/14/1930
HISTORY OF PRESENT ILLNESS:  Mr. Colcer is seen in his room today for a followup visit.  He is sitting up in his chair.  He states he has been doing better.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He does complain of joint pains off and on.  He otherwise has been feeling well.  He states that his appetite has been fair.  He 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).  Degenerative joint disease.  (2).  Benign prostatic hypertrophy.  (3).  Allergic rhinitis.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He has been having some issues with allergy.  We will use Claritin once a day.  We will continue other medications.  He was encouraged to do some stretching and strengthening exercises.  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:  Laura Gabriele
DOS:  04/21/2022
DOB:  09/04/1925
HISTORY OF PRESENT ILLNESS:  Ms. Gabriele is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she has been feeling well.  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.  Case was discussed with the nursing staff who have raised no new issues.  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).  Aortic stenosis.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She denies any other complaints.  Overall, she has been feeling well.  We will continue current medications.  She will follow up with her cardiologist.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Hugh Halfmann
DOS:  04/22/2022
DOB:  08/15/1933
HISTORY OF PRESENT ILLNESS:  Mr. Halfmann is seen in his room today for a followup visit.  He is sitting up in a chair playing Yuno.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  Denies any diarrhea.  Overall, he states that he has been feeling well.  His appetite has been good.  He has been sleeping well.  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).  Degenerative joint disease.  (2).  Chronic kidney disease stage III.  (3).  Chronic constipation.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He was encouraged to drink enough fluids.  Take some stool softener.  Encouraged to do some walking and we will continue current 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:  Shirley Hunter
DOS:  04/22/2022
DOB:  03/17/1928
HISTORY OF PRESENT ILLNESS:  Ms. Hunter is seen in her room today for a followup visit.  She states that she has been doing well.  She is sitting up in her chair.  She states her appetite is fairly good.  She has been eating well.  She has been sleeping okay.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  Case was discussed with the nursing staff also 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).  Degenerative joint disease.  (4).  Knee pain.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  I have suggested that she can take Tylenol as needed for her knee pain and also she can use Bengay or Voltaren gel.  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:  Helen Schenck
DOS:  04/22/2022
DOB:  11/24/1928
HISTORY OF PRESENT ILLNESS:  Ms. Schenck is seen in her room today for a followup visit.  She states that she is doing well.  She is sitting up in her chair doing some puzzles.  She states that she has been doing well.  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.  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).  Atrial fibrillation.  (3).  Peripheral vascular disease.  (4).  Neuropathy.  (5).  Dementia.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well and has been stable.  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.
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PATIENT NAME:  Mary Sweet
DOS:  04/21/2022
DOB:  09/19/1938
HISTORY OF PRESENT ILLNESS:  Ms. Sweet is seen in her room today for a followup visit.  She is pleasantly confused.  She 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.  Case was discussed with the nursing staff who have raised no new issues.  Her blood sugars have been somewhat fluctuating.  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:  Chronic edema both lower extremities.

IMPRESSION:  (1).  Diabetes mellitus.  (2).  Congestive heart failure.  (3).  Coronary artery disease.  (4).  Degenerative joint disease.  (5).  Dementia.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She overall seems to be stable.  I have asked the nursing staff to try to limit her carb intake and monitor her sugars.  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:  Virginia Toomey
DOS:  04/22/2022
DOB:  01/10/1941
HISTORY OF PRESENT ILLNESS:  Ms. Toomey is seen in her room today for a followup visit.  She states that she is 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.  She states that she ambulates in her room.  Overall, otherwise has been feeling well.  Case was discussed with the nursing staff who have raised no new issues.  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).  Diabetes mellitus.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of congestive heart failure.  (5).  History of bullous pemphigoid.  (6).  Atrial tachycardia. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  Her blood pressure has been slightly elevated.  I have asked her to cut back on salty food.  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.
Transcribed by: www.aaamt.com
