PATIENT NAME:  Thomas O’Connell
DOS:  05/09/2022
DOB:  04/23/1940

HISTORY OF PRESENT ILLNESS:  Mr. O’Connell is a very pleasant 81-year-old male with a history of hypertension, hyperlipidemia, history of mitral valve repair, moderate tricuspid regurgitation, non-ischemic cardiomyopathy, obstructive sleep apnea, pulmonary hypertension, status post dual chamber pacemaker secondary to tachybrady syndrome, history of asthma, benign prostatic hypertrophy as well as history of COPD and morbid obesity.  He was admitted to the hospital because of persistent knee pain, which has been progressively getting worse, limiting his activities.  He was admitted to the hospital.  He underwent right total knee arthroplasty.  He was ambulated with the help of physical therapy.  He was subsequently discharged to WellBridge, but the patient and family transferred him to Willows at Howell.  At the present time, he states that he does have some pain, but not bad.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  He is anticipating physical therapy so that he can ambulate himself.  No other complaints.

PAST MEDICAL HISTORY:  Significant for non-ischemic cardiomyopathy, moderate tricuspid regurgitation, hypertension, hyperlipidemia, history of liver disease, macular degeneration, history of mitral valve repair, pulmonary hypertension, history of tachybrady syndrome status post permanent pacemaker placement, history of TIA, history of alcoholism quit long time ago, history of asthma / COPD, history of gastroesophageal reflux disease as well as benign prostatic hypertrophy, history of kidney stones, and a history of macular degeneration.

PAST SURGICAL HISTORY:  Significant for ankle surgery, cardiac ablation, cardiac catheterization, cataract surgery, L3-L4 kyphoplasty, knee arthroscopy, stem cell transplant, mandibular fracture, mitral valve repair, pacemaker implantation, and tonsillectomy.

SOCIAL HISTORY:  Smoking none.  Alcohol rarely.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.
REVIEW OF SYSTEMS:  Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  History of non-ischemic cardiomyopathy, history of tachybrady syndrome status post permanent pacemaker placement, history of mitral as well as tricuspid regurgitation status post mitral valve repair, hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any palpitations.  He does have a history of asthma/COPD.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary: History of BPH otherwise unremarkable.    Musculoskeletal:  Does complain of joint pains, history of arthritis.  Neurological:  Does have a history of TIA.  Denies any focal weakness in the arms or legs.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs reviewed and as documented in EHR.  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 were audible.  Systolic murmur grade 2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Morbid obesity.  Extremities:  1 to 2+ pitting edema both lower extremities right worse than the left.  Right knee dressing in place.

PATIENT NAME:  Thomas O’Connell
DOS:  05/09/2022

Page 2

IMPRESSION:  (1).  Right knee arthroplasty.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Non‑ischemic cardiomyopathy.  (5).  History of paroxysmal atrial fibrillation.  (6).  Tachybrady syndrome status post permanent pacemaker placement.  (7).  History of TIA.  (8).  Pulmonary hypertension.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Asthma/COPD.  (12).  Morbid obesity.  (13).  Obstructive sleep apnea.  (14).  Degenerative joint disease.

TREATMENT PLAN:  The patient was admitted to the Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  Advised him to keep his legs elevated.  Apply ice to the operative area.  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:  Shirley Breslin
DOS:  05/10/2022
DOB:  07/11/1936

HISTORY OF PRESENT ILLNESS:  Ms. Breslin is a very pleasant 85-year-old female with a history of hypertension, hyperlipidemia, and type II diabetes mellitus, who apparently had a fall and was complaining of right hip pain.  She fell backwards, hit the back of her head and her right hip.  She did not lose consciousness.  She was unable to ambulate herself.  EMS was called.  She was brought to the emergency room.  In the ER her blood pressure was significantly elevated.  X-ray of the pelvis revealed a right femoral neck fracture.  CT of the pelvis showed a displaced right femoral neck fracture.  CT head and neck was performed which is negative for any intracranial bleed or any other fracture.  Urinalysis did reveal nitrites to be  positive with 3 to 4 WBCs and 3+ bacteria.  The patient was admitted to the hospital and orthopedic was consulted.  The patient was recommended to have a right hip hemiarthroplasty.  The patient underwent surgery and was subsequently doing better, was discharged from the hospital and admitted to the Willows at Howell for rehabilitation.  At the present time she is sitting up in her chair.  She states that she is feeling well.  She does complain of pain in her hip, worse when she ambulates.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any complaints of any nausea or vomiting.  Denies any diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for type II diabetes mellitus, hypertension, hyperlipidemia, and degenerative joint disease.  

PAST SURGICAL HISTORY:  She has a history of right big toe surgery.

SOCIAL HISTORY:  Smoking none.  Alcohol none.  No other drugs.

ALLERGIES:  SULFA.
CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.
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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.  Respiratory: Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  Denies any complaints of abdominal pain.  No nausea or vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurologic:  She denies any history of TIA or CVA.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of joint pain, history of back pain, history of arthritis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs reviewed and as documented in EHR. 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 were audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses bilaterally symmetrical.  Neurologic:  Intact.

IMPRESSION:  (1).  Right hip fracture status post right hemiarthroplasty.  (2).  History of fall.  (3).  Normocytic anemia.  (4).  Type II diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  We will check routine labs and 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.
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