PATIENT NAME:  Lori Boutell
DOS:  05/25/2022
DOB:  03/10/1958
HISTORY OF PRESENT ILLNESS:  Ms. Boutell is a very pleasant 64-year-old female with a history of recurrent UTIs, atrial fibrillation, history of DVT – on Eliquis, neuropathy, hypothyroidism, hypertension, depression, as well as degenerative joint disease who presented to the emergency room with altered mental status.  The patient was confused, not responding to questions appropriately.  The patient was brought to the emergency room where she was evaluated.  She was found to have a fever of 104.  She was tachycardic as well as her blood pressures were elevated.  She was tachypneic.  Her UA was positive.  CT of the head was negative.  Chest x-ray was negative for any acute cardiopulmonary process.  The patient was admitted to the hospital.  She was given IV fluids.  She was started on pressers and started on antibiotic.  She was admitted to the Intensive Care Unit.  She was being monitored and continued on IV fluids.  Subsequently, she was doing better.  Her lactic acid level improved.  She was doing significantly better.  She was subsequently ambulated without any difficulty.  Physical therapy was working with the patient.  She had a CT scan of the abdomen which was unremarkable.  Her blood sugars were somewhat elevated.  The patient was otherwise doing better.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she is lying in bed.  She feels better.  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.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for recurrent UTI, atrial fibrillation, history of DVT, history of neuropathy, hypothyroidism, hypertension, depression, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for bilateral hip replacement, left knee replacement, and back surgery.
ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.  She states that she quit about two to three months ago.  At the hospital, the son did state that her mother does drink about one-fifth per day.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have a history of atrial fibrillation.  Respiratory:  She 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.  She denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  She does have a history of recurrent UTI, otherwise unremarkable.  Musculoskeletal:  She does complain of joint pains off and on.  Neurologic:  Denies any history of TIA or CVA.  No history of seizures.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.1.  Pulse 86 per minute.  Respirations 18 per minute.  Blood pressure 109/60.  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.  Irregular rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Generalized weakness.  (2).  UTI.  (3).  History of sepsis.  (4).  Metabolic encephalopathy.  (5).  Acute on chronic kidney disease.  (6).  History of alcohol abuse.  (7).  Hypothyroidism. (8).  Hypertension. (9).  Hyperlipidemia. (10).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will check routine labs.  We will monitor her progress.  We will follow up on her workup.  She was encouraged to participate in physical therapy.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
Masood Shahab, M.D.
PATIENT NAME:  James Kozma
DOS:  05/25/2022
DOB:  08/21/1934
HISTORY OF PRESENT ILLNESS:  Mr. Kozma is a very pleasant 87-year-old male with history of Hodgkin's lymphoma, hypothyroidism, history of chronic arthritis, opioid dependent, hypertension, hyperlipidemia, glaucoma, generalized weakness, and monoclonal gammopathy of undetermined significance, who has recently come back from Florida, was doing well until he became progressively weak and had fallen multiple times.  He was brought to the emergency room.  He has not lost any consciousness.  He states that his leg gives out.  He denies any complaints of chest pain.  No shortness of breath.  Denies any palpitations.  Denies any fever, chills, or cough.  Denies any nausea, vomiting, or diarrhea.  The patient was seen in the emergency room.  He was found to have a temperature of 37.1.  His blood pressure was low at 81.  Sodium was also slightly low.  EKG showed sinus rhythm.  CTA of the head, chest, abdomen, and pelvis did reveal left upper lobe pneumonia.  The patient was started on antibiotic and admitted to the hospital.  At the present time, he does complain of feeling weak.  He feels like he has lost strength in his legs.  He otherwise has been feeling well.  Denies any chest pain.  No shortness of breath.  Denies any palpitations.  No nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.
PAST MEDICAL HISTORY:  Significant for Hodgkin's lymphoma, hypertension, hypothyroidism, hyperlipidemia, and monoclonal gammopathy of unknown significance.
PAST SURGICAL HISTORY:  Significant for neck surgery, left total hip arthroplasty, back surgery, and lymph node biopsy. 
ALLERGIES:  CODEINE and PENICILLIN.

FAMILY HISTORY:  Brother had cancer.  Mother had leukemia.  Father had stomach cancer.
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.  Recently diagnosed with left-sided pneumonia.  Gastrointestinal:  No complaints of abdominal pain.
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Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurologic:  He does complain of generalized weakness.  No focal weakness.  Denies any history of seizures.  Denies any history of TIA or CVA.  Musculoskeletal:  He complains of joint pains.  He complains of weakness in his muscles and legs.  No other complaints.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 97.8.  Pulse 84 per minute.  Respirations 18.  Blood pressure 151/83.  Oxygen saturation was 97%.  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.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  No organomegaly.  Extremities:  No edema.  Multiple deformities of the joints present.  Neurologic:  Awake and alert.  He complains of generalized weakness.
IMPRESSION:  (1).  Generalized weakness.  (2).  Pneumonia community acquired.  Continue antibiotic.  Continue with incentive spirometry.  (3).  Hyponatremia, improving.  Repeat labs.  (4).  Generalized weakness.  
TREATMENT PLAN:  Consult physical and occupational therapy.  Encouraged to drink enough fluids.  We will monitor his labs.  We will monitor his progress.  Continue home medications.  PT/OT will be consulted.  We will follow up on his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Robert Batten
DOS:  05/25/2022
DOB:  12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room today for a followup visit.  He states that he is doing better.  He was having a toothache.  He was started on antibiotics.  Since then he has been feeling better.  He denies any complaints of chest pain.  No shortness of breath.  Denies any palpitations.  He has been eating better.  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).  Fall.  (2).  History of Parkinson’s disease.  (3).  Depressive disorder.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  We will continue current medications.  Continue on the antibiotics.  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:  Claudia O’Green
DOS:  05/25/2022
DOB:  09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She states that she is doing well.  She is sitting up and eating dinner.  She denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  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:  Chronic edema both lower extremities is present.

IMPRESSION:  (1).  Insulin-requiring diabetes mellitus.  (2).  Chronic lower extremity swelling.  (3).  Bipolar disorder.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Morbid obesity. (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better overall.  Her blood sugars were reviewed which are slightly elevated.  We will increase her dose of Lantus insulin.  We will continue other medications.  We will monitor her progress.  She was encouraged to do some things and exercises.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Stephen Ridal
DOS:  05/23/2022
DOB:  12/29/1941
HISTORY OF PRESENT ILLNESS:  Mr. Ridal is seen in his room today for a followup visit.  He had the blister which has healed.  He has significant dry skin dermatitis of his feet.  He denies any complaints of chest pain.  He denies any shortness of breath.  He does complain of weakness in his legs.  Denies any other complaints.  Overall, otherwise, he has been feeling 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:  Chronic edema both lower extremities.  Left heel blister has healed.  Significant dermatitis of the feet is present.
IMPRESSION:  (1).  Left heel blister.  (2).  Lower extremity weakness.  (3).  Type II diabetes mellitus.  (4).  Peripheral neuropathy.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  History of alcohol use. (8).  DJD. 
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested using 1% hydrocortisone cream for two weeks twice a day.  I have also recommended seeing dermatology.  Continue other medications.  Also, I have recommended having podiatrist see the patient to cut his nails.  We will continue other medications.  Continue to work with physical and occupational therapy.  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:  James Scott
DOS:  05/23/2022
DOB:  07/05/1957
HISTORY OF PRESENT ILLNESS:  Mr. Scott is seen in his room today for a followup visit.  He had episode of chills over the weekend.  Also was felt to be febrile.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any cough.  Denies any abdominal pain.  No nausea, vomiting, or diarrhea.  His wound seems about to be the same and has been gradually healing and improving.  No significant discharge was seen.  The patient has appointment with his surgeon today.  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).  Right below-knee amputation.  (2).  Right stump wound.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Diabetes mellitus.  (6).  Peripheral arterial disease. (7).  History of colon cancer. (8).  Obesity.  (9).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have discussed with the nurses also.  He is seeing the wound clinic.  We will see what his physician has to say about the wounds.  We will get CBC as well as basic metabolic panel.  We will continue other medications.  We will monitor his progress.  Continue with recommendations from the wound clinic.  Continue with PT/OT.  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.
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