PATIENT NAME:  Joyce Call
DOS:  05/11/2022
DOB:  03/30/1929
HISTORY OF PRESENT ILLNESS:  Ms. Call is seen in her room today for a followup visit.  She has been ambulating. She is pleasantly confused.  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 denies any fever or chills.  She overall has been doing 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).  History of seizure disorder.  (2).  Dementia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well and has been stable.  We will continue current medications.  She is ambulating in the hallway.  Her appetite has been fairly good.  She has been sleeping well.  No other 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.

Masood Shahab, M.D.
PATIENT NAME:  Frances Davis
DOS:  05/11/2022
DOB:  12/26/1936
HISTORY OF PRESENT ILLNESS:  Ms. Davis is seen in her room today for a followup visit.  She is lying in her bed.  She states that she has been doing better.  She states that she does ambulate in her room, sometimes in the hallway.  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.

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.  Chronic skin changes both lower extremities.
IMPRESSION:  (1).  Chronic obstructive pulmonary disease.  (2).  History of congestive heart failure.  (3).  History of pulmonary embolism.  (4).  Pulmonary hypertension.  (5).  Degenerative joint disease.  (6).  History of depression.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her medications were reviewed.  We will continue her current medications.  Case was discussed with the nursing staff who have raised no new issues.  She was encouraged to ambulate herself.  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.

Masood Shahab, M.D.
PATIENT NAME:  Dorothy DePlanche
DOS:  05/11/2022
DOB:  04/10/1945
HISTORY OF PRESENT ILLNESS:  Ms. DePlanche is seen in her room today for a followup visit.  Her blood sugar was low a couple of days ago.  She did not eat much that day.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She is pleasantly confused.  Overall, otherwise she has been doing 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).  Atrial fibrillation.  (5).  Dementia.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have encouraged her to eat her meals regularly.  We will monitor her sugars closely.  I have encouraged the nurse to give her bedtime snack also.  We will monitor her sugars.  Continue her 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:  05/11/2022
DOB:  03/01/1964
HISTORY OF PRESENT ILLNESS:  Ms. Hemlinger is seen in her room today for a followup visit.  She states that she is doing well.  She is going to the gym.  She is trying to do some exercises.  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. 
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).  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.  She seems to be doing better.  She is in a better mood.  I have encouraged her to continue to do the exercises.  She has been following up with psych.  She is happy with her medications at the present time.  We will continue the same.  We will continue other medications.  Encouraged her and advised her to stop drinking any alcohol.  Case was discussed with the nursing staff who have also 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:  Margaret Kelly Germaine
DOS: 05/11/2022
DOB:  05/03/1922
HISTORY OF PRESENT ILLNESS:  Ms. Kelly is seen in her room today for a followup visit.  She is sitting up in her chair.  She is in a happy mood.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any complaints of any abdominal pain.  No nausea.  No vomiting.  Denies any diarrhea.  She states her lower extremity swelling has also improved.  Overall, she has been feeling better.  She does complain of pain in her back as well as hip off and on.  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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Dementia.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Her medications were reviewed.  We will continue the same.  We will monitor her progress.  Case was discussed with the nursing staff who have raised no new issues.  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:  05/12/2022
DOB:  09/26/1953

HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He states that he is doing well.  He does complain of cough.  He was doing better, but recently it has come back.  He denies any complaints of chest pain.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He complains of pain with deep inspiration.  Overall, he has been doing 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).  Cough.  (2).  Upper respiratory symptoms.  (3).  History of metabolic encephalopathy.  (4).  History of UTI.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Anxiety. (8).  Parkinson’s disease. (9).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  Flu and COVID test will be done.  We will get a chest x-ray.  We will use nebulized breathing treatments.  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:  Bonnie Martin
DOS:  05/13/2022
DOB:  02/10/1936
HISTORY OF PRESENT ILLNESS:  Ms. Martin is seen in her room today for a followup visit.  She is sitting up in her chair.  She has been working with therapy.  She states that she is doing better.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  She denies any headaches.  She has not complained of any ear discomfort also lately.  She overall states that she has been eating well.  She does complain of joint pains off and on.  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).  Dementia.  (2).  Parkinson’s disease.  (3).  Hypertension.  (4).  Hypothyroidism.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  She was encouraged to continue with physical therapy and do some exercises.  We will monitor her progress.  We will follow up on her workup.  Case was discussed with the nursing staff who have raised no new issues.  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:  05/11/2022
DOB:  07/11/1951
HISTORY OF PRESENT ILLNESS:  Ms. McColl is seen in her room today for a followup visit.  She still is having episodes with nausea and occasional vomiting.  It seems to have been noticed more so when she goes for therapy.  Any movement triggers it.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  She denies any complaints of any abdominal pain.  She does complain of nausea.  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.

IMPRESSION:  (1).  Nausea / vomiting.  (2).  History of intraparenchymal hemorrhage.  (3).  Right side facial droop with right-sided weakness.  (4).  Insulin-dependent diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Chronic kidney disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She has been on Prilosec twice a day.  She is still having symptoms.  She had an ultrasound done which did show some gallstones, but no inflammation or fluid collection around the gallbladder wall.  There is no point tenderness in the right upper quadrant.  We will initiate Antivert to see if it is anything related to vertigo which she may not have been describing.  We will try Antivert 25 mg twice a day.  We will see how she responds.  We will continue other medications.  We will monitor her progress.  We will follow up on her workup.  If her symptoms persist, I would recommend her seeing GI.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Patricia Parker
DOS:  05/11/2022
DOB:  11/27/1941
HISTORY OF PRESENT ILLNESS:  Ms. Parker is seen in her room today for a followup visit.  She seems to be doing well.  She is lying in her bed.  She states that her pain continues to bother her.  She does take the medication which helps her.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Anxiety/depression.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  We will continue current medications.  Case was discussed with the nursing staff who have also raised no new issues.  We will continue the same.  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:  Margaret Sensiba
DOS: 05/12/2022
DOB:  08/26/1954
HISTORY OF PRESENT ILLNESS:  Ms. Sensiba is seen in her room today for a followup visit.  She seems to be doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She does complain of discomfort/pain in her joints.  Overall, otherwise, she has been feeling well.  No other complaints.  She has been sleeping more.

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.  Poor inspiratory effort.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  Chronic kidney disease.  (4).  Metabolic encephalopathy.  (5).  Chronic anemia.  (6).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be comfortable.  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.

Masood Shahab, M.D. 
PATIENT NAME:  Maynard Smith
DOS:  05/12/2022
DOB:  03/12/1925
HISTORY OF PRESENT ILLNESS:  Mr. Smith is seen in his room today for a followup visit.  He seems to be doing better.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any 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).  Hypertension.  (3).  Hyperlipidemia.  (4).  Hypothyroidism.  (5).  Degenerative joint disease.  (6).  Skin rash.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  His rash has improved.  He has seen dermatology.  He overall seems to be doing better.  We will continue the same.  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:  Linda Thomas
DOS:  05/12/2022
DOB:  11/19/1947
HISTORY OF PRESENT ILLNESS:  Ms. Thomas is seen in her room today for a followup visit.  She is ambulating in the hallway.  She denies any complaints of chest pain.  Denies any shortness of breath.  She has been eating well.  She has been sleeping good.  No other complaints.  Case was discussed with the nursing staff who have raised no new issues.  No recent fall.

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).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  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.

Masood Shahab, M.D.
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