PATIENT NAME:  Sandra Diamond
DOS:  04/22/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She states that she is doing some better.  The drainage has improved some.  She has been on IV antibiotics.  She has the wound VAC.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She continues to complain of pain in her knee for which she takes the Norco.  Overall otherwise she has been feeling well.  Her labs did show elevated potassium for which she did receive a dose of Kayexalate after which repeat potassium was 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.  Right knee with dressing in place.
IMPRESSION:  (1).  Right knee wound infection status post total knee arthroplasty.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Hyperkalemia.  (5).  Hypothyroidism.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I did review the labs with her.  I explained to her that potassium was high that is why she did receive the Kayexalate.  Repeat potassium is better on the higher side.  I have advised her to cut back on potassium rich foods and cut back on salt intake.  We will repeat her labs.  We will continue other medications.  She will follow up with her orthopedic as well as infectious disease.  We will continue to 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:  Dorothy DePlanche
DOS:  04/22/2022
DOB:  04/10/1945
HISTORY OF PRESENT ILLNESS:  Ms. DePlanche is seen in her room today for a followup visit.  She states that she is doing the same.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  Her blood sugars were reviewed.  She has been having low sugars.  Her dosage was decreased.  Since then she has been doing somewhat better.  Overall, 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).  Diabetes mellitus.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Atrial fibrillation.  (5).  Dementia.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing somewhat better.  We will continue to monitor her sugars.  Her dosage of insulin was decreased.  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:  Debra Hemlinger
DOS:  04/22/2022
DOB:  03/01/1964
HISTORY OF PRESENT ILLNESS:  Ms. Hemlinger is seen in her room today for a followup visit.  She is lying in her bed.  She denies any complaints of chest pain.  Denies any shortness of breath.  She does complain of having anxiety.  She also has been having issues with drinking.  She goes out and comes back with drinks.  She denies any other symptoms or complaints.  She does see psych, but continues to have issues with alcohol.  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).  Substance abuse disorder. 

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I also had a discussion with the social worker.  We will try to get her an appointment with the psychiatrist.  Also, she may benefit from being at a substance abuse facility and get more help with her dependence.  This was all discussed with the social worker as well as the patient.  We will continue other medications.  In the meantime, we will monitor her progress.  She was counseled about getting alcohol.  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: 04/22/2022
DOB:  03/04/1943
HISTORY OF PRESENT ILLNESS:  Ms. Karg is seen in her room today for a followup visit.  She seems to be doing better.  She is ambulating on her wheelchair.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She 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.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing 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 or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Patricia Parker
DOS:  04/22/2022
DOB:  11/27/1941
HISTORY OF PRESENT ILLNESS:  Ms. Parker 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 continues to complain of lower back pain.  Overall otherwise has been feeling well.  She states her appetite has been fair.  She has been sleeping good.  No other complaints.  Case was discussed with the nursing staff who have raised no other 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 back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  DJD.  (5).  Anxiety/depression. 

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  We will continue current medications.  We will check routine labs.  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:  Maynard Smith
DOS:  04/22/2022
DOB:  03/12/1925
HISTORY OF PRESENT ILLNESS:  Mr. Smith is seen in his room today for a followup visit.  He is sitting up and having breakfast.  He denies any complaints.  Overall, he has been doing well.  He continues to have the rash on the penile area.  He denies any other symptoms or complaints.  Case was discussed with the nursing staff who have raised no other issues other than the rash and concern for herpes.  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 congestive heart failure.  (2).  Hypertension.  (3).  Hypothyroidism.  (4).  Degenerative joint disease.  (5).  Generalized weakness.  (6).  Penile rash.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He is being asked to see dermatology / infectious disease to evaluate this.  We will 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:  Linda Thomas
DOS:  04/22/2022
DOB:  11/19/1947
HISTORY OF PRESENT ILLNESS:  Ms. Thomas is seen in her room today for a followup visit.  She states that she has been doing well.  She has been ambulating and walking in the hallways.  She had blood work done.  She denies any symptoms.  Overall, she states that she is feeling well.  Her appetite is good.  She has been sleeping well.  No other complaints.  Case was discussed with the nursing staff who have also 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).  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.  Her labs were reviewed and essentially unremarkable.  Continue current medications.  We will follow up on her progress.
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