PATIENT NAME:  Cheryl Watson
DOS:  05/18/2022
DOB:  07/26/1949

HISTORY OF PRESENT ILLNESS:  Ms. Watson is seen in her room today for a followup visit.  She states that she is doing better.  She is working with therapy.  She has been eating well.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea and no vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were 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).  Generalized weakness.  (2).  Chronic lower extremity edema.  (3).  Sacral decubitus ulcer.  (4).  History of falls.  (5).  Bilateral pulmonary embolism.  (6).  Chronic anemia.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Depression.  (10).  COPD.  (11).  GERD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  She has been eating well and sleeping good.  She has been working with therapy.  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:  Mary Pratt
DOS:  05/18/2022
DOB:  02/08/1943

HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for followup visit.  She states that she is doing better.  She denies any complaints of chest pain or any shortness of breath.  She states her cough has improved.  She denies any complaints of any fever or chills.  Denies any nausea or vomiting.  She denies any diarrhea.  She had been working with physical therapy.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were 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).  History of pancreatitis.  (7).  Degenerative joint disease.  (8).  Hypothyroidism.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Overall has been feeling better.  She is eating good.  She has been working with therapy.  We will continue current medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms, she will let the nurses know or call the office

Masood Shahab, M.D.

PATIENT NAME:  Shirley Breslin
DOS:  05/18/2022
DOB:  07/11/1936

HISTORY OF PRESENT ILLNESS:  Mrs. Breslin is seen in her room today for a followup visit.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any complaints of any nausea or vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema.

IMPRESSION:  (1). Right hip fracture status post surgery.  (2).  Right hemiarthroplasty.  (3). History of fall.  (4).  Normocytic anemia.  (5).  Type II diabetes mellitus.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Degenerative joint disease.

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.

PATIENT NAME:  Marjorie Lounsberry
DOS:  05/18/2022
DOB:  12/24/1931

HISTORY OF PRESENT ILLNESS:  Ms. Lounsberry is a very pleasant 90-year-old female with a history of coronary artery disease and history of MI status post CABG, history of congestive heart failure, history of severe aortic stenosis, history of recurrent DVTs status post IVC filter placement, history of COPD, hypertension, hyperlipidemia, type II diabetes mellitus, gastroesophageal reflux disease, obstructive sleep apnea, and degenerative joint disease who presented to the emergency room.  She was admitted to the hospital with complaints of swelling in her legs and was diagnosed with recurrence of cellulitis.  She has been complaining of being dizzy and lightheaded.  She fell on to her buttocks.  She did not lose consciousness.  She did not hit her head.  She was seen by her PCP where her blood pressure was significantly low. She was sent to the emergency department.  EKG was concerning and there was elevated troponin.  She was transferred to St. Joseph Ann Arbor.  She has refused heart catheterization prior.  The patient was admitted to the hospital and cardiology was consulted.  She was also recommended to have TAVR, but she had declined.  She was admitted to the hospital and started on IV antibiotics.  Chest x-ray showed mild increase interstitial opacity.  CT of the chest showed no acute consolidation.  She was started on ceftriaxone as well as IV Lasix and was being monitored.  Her symptoms did improve.  She was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time she states that she is feeling better.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  She does complain of weakness.  She otherwise has been feeling well.  No other complaints.

PATIENT NAME:  Marjorie Lounsberry
DOS:  05/18/2022
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PAST MEDICAL HISTORY:  Significant for coronary artery disease, history of congestive heart failure, severe aortic stenosis, recurrent DVTs status post IVC filter, COPD, hypertension, hyperlipidemia, type II diabetes mellitus, hypothyroidism, gastroesophageal reflux disease, obstructive sleep apnea, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for cardiac catheterization, coronary artery bypass graft surgery, cataract surgery, tonsillectomy, skin surgery and adenoidectomy.

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

ALLERGIES:  AMOXICILLIN, AMPICILLIN, and CLINDAMYCIN.

CURRENT MEDICATIONS:  Aspirin, atorvastatin, carvedilol, Flonase nasal spray, furosemide, gabapentin, Humalog 75/25, levothyroxine, lisinopril, multivitamin, Protonix, spironolactone, Ventolin inhaler, Victoza, and warfarin.

REVIEW OF SYSTEMS:  Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have a history of coronary artery disease, history of MI, history of congestive heart failure, as well as history of severe aortic stenosis.  Respiratory:  Denies any cough.  Denies any shortness of breath.  She does have a history of COPD.  Gastrointestinal:  She denies any complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  She does have a history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological:  Denies any history of TIA or CVA.  Denies any history of seizures.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of joint pains and history of arthritis.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs: Temperature 98.7, pulse 80 per minute, respirations 16 per minute, blood pressure 158/62, blood sugar was 119, and oxygen saturation 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 were 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).  Generalized weakness.  (2).  History of fall.  (3).  Coronary artery disease status post non-ST elevation MI.  (4).  Presyncope.  (5).  Right lower extremity cellulitis.  (6).  Congestive heart failure.  (7).  Aortic stenosis.  (8).  Recurrent DVTs.  (9).  Chronic kidney disease.  (10).  COPD.  (11).  Hypertension.  (12).  Hyperlipidemia.  (13).  Type II diabetes mellitus.  (14).  Hypothyroidism.  (15).  Cervical radiculopathy.  (16).  Gastroesophageal reflux disease.  (17).  Hypothyroidism.  (18).  Obstructive sleep apnea.  (19).  History of bilateral carotid artery stenosis.  (20).  Elevated liver enzymes.  (21).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted to the Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  Continue other 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.

Masood Shahab, M.D.
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