PATIENT NAME:  Diane McColl
DOS:  04/29/2022
DOB:  07/11/1951
HISTORY OF PRESENT ILLNESS:  Ms. McColl is a very pleasant 70-year-old female with a history of hypertension, hyperlipidemia, insulin-requiring diabetes mellitus, possible dementia, anxiety, and degenerative joint disease, who presented to the emergency room, brought by EMS after she was found on the floor with right facial droop and right-sided weakness. She had some slurred speech.  She also had some visual field deficit and was dysarthric.  The patient was recently discharged with concerns of failure to thrive and intermittent confusion as well as low blood sugar.  Previous CT was negative on 04/15/22.  The patient was seen in the emergency room.  CT of the head showed left basal ganglia intraparenchymal hemorrhage and moderate *__________* changes.  Chest x-ray was unremarkable.  The patient was admitted to the hospital with right facial droop and right hemiplegia.  CT showing intraparenchymal hemorrhage.  She was started on the stroke pathway.  She was started on Keppra.  Neurology was consulted.  Repeat CT scan done the next day showed no change in acute left basal ganglia intraparenchymal hemorrhage.  She was being monitored.  Neuro checks were being done.  PT/OT and speech therapy were consulted.  Seizure precautions were initiated.  Also neurosurgery was consulted.  She was continued on her insulin.  Blood pressure was being monitored.  Her creatinine has also increased from baseline.  She was given IV fluids and monitored closely.  The patient was gradually doing better.  She was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she complains of feeling weak and fatigued.  She denies any complaints of chest pain or shortness of breath.  She does complain of weakness on the right side.  She denies any complaints of any nausea or vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, insulin-dependent diabetes mellitus, dementia, and degenerative joint disease. 
PAST SURGICAL HISTORY:  Noncontributory.
ALLERGIES:  LISINOPRIL and SIMVASTATIN.

CURRENT MEDICATIONS:  Aspirin, buspirone, cholecalciferol, escitalopram, gabapentin, metformin, Humalog mix 75/25, metoprolol, ondansetron, Prilosec, rosuvastatin, and Wellbutrin.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  Denies any history of MI.  No history of congestive heart failure.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No 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.  Neurological:  She does have right-sided weakness, history of CVA, and history of intraparenchymal hemorrhage.  Musculoskeletal:   She complains of joint pains.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.0.  Pulse 61 per minute.  Respirations 16 per minute.  Blood pressure 115/60.  Blood sugar 139.  Oxygen saturation was 95%.  HEENT:  Normal.  Right-sided facial weakness and drooping was present.  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.  Neurologic:  The patient has right-sided facial weakness and also right upper and lower extremity weakness, slightly dysarthric.  
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IMPRESSION:  (1).  Intraparenchymal hemorrhage.  (2).  Right facial droop and right-sided weakness.  (3).  Diabetes mellitus insulin dependent.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Chronic kidney disease.  (7).  DJD. (8).  Anxiety/depression.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will 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:   Diane McColl
DOS:  05/04/2022
DOB:  07/11/1951
HISTORY OF PRESENT ILLNESS:  Ms. McColl is seen in her room today for a followup visit at the request of the nurse since she has been complaining of some nausea.  She states that her symptoms are much worse in the morning.  When she goes for therapy also, she is unable to perform much of the exercises because she feels nauseated.  She has not thrown up.  She denies any vomiting.  She denies any complaints of abdominal pain.  She denies any fever or chills.  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).  Intraparenchymal hemorrhage.  (2).  Right side facial droop/right side weakness.  (3).  Insulin dependent diabetes mellitus.  (4).  Nausea.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Chronic kidney disease. (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will check ultrasound of the abdomen.  We will check labs.  We will start her on Prilosec 20 mg twice a day.  We will monitor her progress.  Also, we will use Zofran as needed.  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:   George Buck
DOS:  05/04/2022
DOB:  08/25/1926
HISTORY OF PRESENT ILLNESS:  Mr. Buck is a very pleasant 95-year-old male with a history of advanced dementia who was found to have slurred speech and prominent left facial droop.  No other neurological deficit was seen.  The patient was brought to the emergency room.  His symptoms resolved before he reached the ER.  The patient was felt to be at baseline with significantly advanced dementia.  The patient has a history of atrial fibrillation.  He has not been on anticoagulation secondary to frequent falls.  The patient was seen in the emergency room.  CT scan of the head showed right encephalomalacia.  CT angio of the head and neck showed no significant stenosis.  Chest x-ray was unremarkable.  EKG did show atrial fibrillation with no other changes.
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He was admitted to the hospital with status post fall and weakness, rule out TIA/CVA.  Neurology was consulted.  He was started on aspirin 81 mg and continued other medications.  PT/OT were consulted.  The patient was doing better.  No further episode of any weakness was noted.  The patient was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, he denies any complaints of chest pain.  He is sitting up in the chair, pleasantly confused, having his breakfast.  Denies any complaints of chest pain or shortness of breath.  No palpitations.  Denies any nausea.  No vomiting.  Denies any headaches.  No blurring of vision.  No focal weakness in the arms or legs.  No other complaints.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation, hyperlipidemia, anxiety/depression, benign prostatic hypertrophy, peripheral arterial disease, history of bilateral carotid stenosis, diverticulosis, gastroesophageal reflux disease, and history of glaucoma. 
PAST SURGICAL HISTORY:  Significant for craniotomy for meningioma as well as bilateral cataract extraction.
ALLERGIES:  CELEXA, CYMBALTA, PROZAC, MIRTAZAPINE, ZOLOFT, VENLAFAXINE, TRAZODONE, NAPHAZOLINE, and PENICILLIN.

CURRENT MEDICATIONS:  Tylenol, brimonidine eye drops, Centrum Silver, vitamin B12 supplement, dorzolamide eye drops, Eliquis, fish oil, Lasix, latanoprost, metoprolol, omeprazole, potassium, pravastatin, silodosin, timolol maleate eye drops, and vitamin D3.

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.  He does have history of atrial fibrillation.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No 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.  Neurological:  He does have a history of dementia, history of TIA.  No history of seizures.  History of bilateral carotid stenosis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.2.  Pulse 97 per minute.  Respirations 15 per minute.  Blood pressure 153/88.  Oxygen saturation was 96%.  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).  TIA.  (2).  Atrial fibrillation.  (3).  Hyperlipidemia.  (4).  Hypertension.  (5).  BPH.  (6).  Degenerative joint disease. (7).  Dementia.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  PT/OT will be consulted.  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.

Masood Shahab, M.D.
PATIENT NAME:  Eleanore Karg
DOS:  05/04/2022
DOB:  03/04/1943
HISTORY OF PRESENT ILLNESS:  Ms. Karg is seen in her room today for a followup visit.  She has been having sinus congestion as well as some soreness in the throat and drainage.  She was diagnosed with influenza A.  She has been on Tamiflu.  She has been tolerating it well.  She had some cough.  She denies any complaints of any productive phlegm.  No fever or chills.  No nausea or vomiting. 

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Scattered rhonchi bilaterally.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Influenza A.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of seizure disorder.  (5).  History of squamous cell cancer of the epiglottis.  (6).  History of developmental delay. (7).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will get a chest x-ray done.  We will continue on the Tamiflu.  Continue other medications.  I have encouraged her to drink enough fluids.  Tylenol as needed.  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:  Clifford Lush
DOS:  05/04/2022
DOB:  09/26/1953
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He has been having some upper respiratory symptoms.  He was also somewhat lethargic.  He had urinalysis done the other day which did suggest UTI.  In view of the risks and benefits and him frequently getting sick and septic, he was started on antibiotic.  He did have the COVID and flu testing which was negative.  Chest x-ray has been ordered.  He denies any 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).  UTI.  (2).  Cough.  (3).  History of metabolic encephalopathy.  (4).  Parkinson’s disease.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Anxiety.  (8).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  Chest x-ray is pending.  We will continue on Cipro.  Encouraged him to drink enough fluids and keep himself well hydrated.  Continue with Tylenol as needed.  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:  Mary Pratt
DOS:  05/04/2022
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 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.  She states that she has been working with therapy and feels that she is improving and making progress.  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).  COPD.  (2).  Chronic kidney disease.  (3).  History of pneumonia.  (4).  Lung nodule.  (5).  Paroxysmal atrial fibrillation.  (6).  Pancreatitis. (7).  History of coronary artery disease.  (8).  Hypothyroidism.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  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:  05/04/2022
DOB:  10/15/1937
HISTORY OF PRESENT ILLNESS:  Ms. Skomac is seen in her room today at the request of the nurse since she has not been feeling well.  She has been having low-grade temperatures.  She feels congested.  She denies any cough.  Denies any chest pain.  Denies any heaviness or pressure sensation.  She has not been eating well.  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:  Chronic edema both lower extremities.

IMPRESSION:  (1).  Cough.  (2).  Altered mental status.  (3).  Atrial fibrillation.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Chronic kidney disease. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested to do influenza as well as rapid COVID testing.  She was encouraged to drink enough fluids.  We will give Tylenol.  If she is unable to keep fluids and does not eat well, we will have to send her to the hospital for further evaluation and treatment.  We will monitor her progress.  We will follow up on her workup.  We will get a chest x-ray also.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Ute Niemeyer
DOS:  05/04/2022
DOB:  11/25/1939
HISTORY OF PRESENT ILLNESS:  Ms. Ute Niemeyer is seen in her room today at the request of the nurse.  She has been significantly depressed.  She has been crying.  She denies any complaints of chest pain.  She denies any shortness of breath.  She is sitting up at the edge of the bed with no other complaints.  She has not been eating well.  Family has been concerned.  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).  Major depressive disorder.  (2).  Dementia.  (3).  Hyperlipidemia.  (4).  Hypothyroidism.  (5).  Anxiety.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She has been on different medications, but continues to be majorly depressed.  We will start her on Depakote.  We will monitor her progress.  We will discuss with the family.  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:  Joyce Schlosser
DOS:  05/04/2022
DOB:  08/06/1926
HISTORY OF PRESENT ILLNESS:  Ms. Schlosser is seen in her room today for a followup visit.  She has been complaining of pain in her right shoulder.  She has been on various creams which have not helped.  She has been on Tylenol which has been not helping.  She denies any complaints of trauma or fall.  Denies any injury.  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 shoulder has limited range of motion with mild tenderness at the anterior aspect.
IMPRESSION:  (1).  Right shoulder pain.  (2).  Atrial fibrillation.  (3).  Hypertension.  (4).  Pernicious anemia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have talked with the nurse also.  We will get x-ray of the shoulder.  We will continue current medications.  I did suggest that maybe we can try a cortisone injection or have her see orthopedist.  Family is interested in getting the cortisone shot.  We will arrange for it.  We will continue other medications.  In the meantime, we will suggest getting an appointment with the orthopedic.  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
