PATIENT NAME:  Konrad Hammerle
DOS:  05/27/2022
DOB:  03/09/1935
HISTORY OF PRESENT ILLNESS:  Mr. Hammerle is a very pleasant 87-year-old male with a history of coronary artery disease, Alzheimer’s dementia, hypertension, hyperlipidemia, history of TIA/CVA with left side weakness, admitted to Willows at Howell for rehabilitation.  At the present time, he denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He is pleasantly confused.  He denies any other complaints.  The patient denies any other symptoms.
PAST MEDICAL HISTORY:  Significant for TIA/CVA with left side weakness, peripheral vascular disease, coronary artery disease, hypertension, hyperlipidemia, Alzheimer’s dementia, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for anal sphincterotomy, cataract surgery, hernia repair, appendectomy, and stent placement.  
ALLERGIES: PHENYLEPHRINE, GUAIFENESIN, DEXTROMETHORPHAN, SULFONAMIDE, and TERAZOSIN.
CURRENT MEDICATIONS:  Aspirin, Colace, GenTeal tears, hyoscyamine sulfate, lorazepam, midodrine, polyethylene glycol, promethazine, quetiapine, and tamsulosin.
SOCIAL HISTORY:  Smoking – he used to smoke, but quit a long time ago.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have a history of coronary artery disease, history of stent placement, history of peripheral vascular disease and hyperlipidemia.  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:  History of TIA/CVA and history of left-sided weakness.  Musculoskeletal:  He complains of joint pains and a history of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 97.1.  Pulse 78 per minute.  Respirations 16.  Blood pressure 144/82.  Oxygen saturation was 97%.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  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.  Extremities:  No edema.  Neurologic:  The patient is awake, pleasantly confused.  Weakness left upper and lower extremities.
IMPRESSION:  (1).  History of CVA with left-sided weakness.  (2).  Coronary artery disease.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Alzheimer’s dementia.  (6).  DJD.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  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.  He is DNR.
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PATIENT NAME:  Thomas O’Connell
DOS:  05/27/2022
DOB:  04/23/1940
HISTORY OF PRESENT ILLNESS:  Mr. O’Connell is a very pleasant 82-year-old male with a history of atrial fibrillation status post ablation, cardiomyopathy, EF of 40%, mitral valve prolapse with repair, history of pacemaker placement with tachybrady syndrome, pulmonary hypertension, who was sent from the facility to the emergency room with complaints of abdominal pain and nausea.  The patient was found to have peritoneal signs.  CT imaging was concerning for free air.  CT angiogram of the chest was negative in the setting of positive D-dimer.  The patient was given vitamin K and Kcentra with down trending of the INR.  The patient was started on vancomycin, cefepime, and Flagyl.  He was subsequently taken to the operating theater for exploratory laparotomy. The patient became hypotensive.  The patient was noted to have a perforated duodenal ulcer.  The patient did receive IV fluids.  The patient has JP drain that was placed and was subsequently exudating.  Initially, he was intubated in the ICU and on phenylephrine drip for pressure support.  Subsequently, he improved.  He was taken off the pressors.  He underwent exudation.  He was subsequently doing better.  He continued on IV antibiotics.  He was gradually doing better.  He was sent back to the Extended Care Facility where he was noted to have heart rate in his 30s and upper 20s. He was subsequently sent back to the emergency room. He also had significant swelling of the lower extremities.  He subsequently had a new pacemaker placement.  He was otherwise doing better.  He denies any complaints of abdominal pain.  He denies any nausea.  No vomiting.  He denies any diarrhea.  Overall, he has been feeling better, somewhat weak.  Denies any chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.
For details of past medical history, past surgical history, social history, and medications – see chart.
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.  Surgical incision well healed is seen.  Extremities:  1 to 2+ pitting edema both lower extremities. 

IMPRESSION:  (1).  Status post perforated duodenal ulcer.  (2).  Status post exploratory laparotomy.  (3).  Pacemaker placement.  (4).  History of right knee arthroplasty.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Paroxysmal atrial fibrillation. (8).  Non-ischemic cardiomyopathy. (9).  Tachybrady syndrome. (10).  Hypertension. (11).  Hyperlipidemia. (12).  Pulmonary hypertension.  (13).  History of TIA.  (14).  Morbid obesity.  (15).  History of obstructive sleep apnea.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  We will consult physical and occupational therapy.  We will monitor his progress.  We will monitor his PT/INR.  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.
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PATIENT NAME:  Carolyn Smith
DOS:  05/27/2022
DOB:  04/17/1943
HISTORY OF PRESENT ILLNESS:  Ms. Smith is a very pleasant 79-year-old female with a history of COPD on 2 to 4 liters of oxygen at home, history of atrial fibrillation – on Eliquis, hypertension, hyperlipidemia, and pulmonary hypertension who apparently slipped and fell, was diagnosed with left hip fracture, was admitted to the hospital, underwent left hip hemiarthroplasty.  Subsequently had PT/OT, was weightbearing as tolerated.  She was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she states that she is feeling well.  She denies any complaints of 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.  Denies any significant pain.  In the hospital, she had a CT angiogram done which was negative for PE, did show partial collapse of the left lower lung.  Mild atelectasis and advanced emphysema was seen.  It was suspected mucus plugging.  The patient was unable to tolerate BiPAP at the hospital due to anxiety.  The patient was subsequently as mentioned discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she denies any chest pain, heaviness, or pressure sensation.  No palpitations.  Denies any significant pain except when she moves.  Otherwise, she has been doing well.  No other complaints.
PAST MEDICAL HISTORY:  Significant for hypertension, atrial fibrillation, degenerative joint disease, COPD/emphysema, osteoporosis, history of pneumonia, and a history of squamous cell cancer of the skin.
PAST SURGICAL HISTORY:  Cholecystectomy, skin cancer surgery, and eye surgery.
ALLERGIES:  No known drug allergies.
CURRENT MEDICATIONS:  Albuterol nebulized treatment, cholecalciferol, diltiazem, Eliquis, Fosamax, furosemide, lidocaine patch, *__________* suspension, omega-3 fatty acids, potassium chloride, prednisone, Trelegy, and Viactiv.
SOCIAL HISTORY:  Smoking – quit about 40 years ago.  Alcohol – none. 

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  No history of MI or coronary artery disease.  She does have history of hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  She does complain of shortness of breath, history of COPD /emphysema, oxygen dependent.  Denies any pain with deep inspiration.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  Denies any history of TIA or CVA.  Denies any history of seizures.  No other complaints.   Musculoskeletal:  She does complain of joint pains and history of arthritis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Temperature 97.8.  Pulse 90 per minute.  Respirations 16 per minute.  Blood pressure 129/84.  Oxygen saturation was 92%.  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.  Right hip with dressing in place.
IMPRESSION:  (1).  Fall.  (2).  Right hip fracture status post surgery/hemiarthroplasty.  (3).  Left hip hemiarthroplasty.  (4).  COPD / emphysema.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Atrial fibrillation.
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TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  Consult physical and occupational therapy.  Recommended incentive spirometry.  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.
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PATIENT NAME:  Cheryl Watson
DOS:  05/26/2022
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 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.  Overall, she has been feeling better.

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 skin changes and edema both lower extremities.

IMPRESSION:  (1).  Lower extremity cellulitis.  (2).  Chronic edema both lower extremities.  (3).  Sacral decubitus ulcers.  (4).  History of fall.  (5).  Bilateral pulmonary embolism.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  Chronic anemia. (9).  Anxiety/depression. (10).  GERD. (11).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  She was encouraged to keep her legs elevated.  Continue with dressing changes.  Continue Lasix.  Monitor her labs.  We will follow up on her progress.  She will continue to work with PT/OT.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Katherine Towne
DOS:  05/27/2022
DOB:  02/19/1984
HISTORY OF PRESENT ILLNESS:  Ms. Towne is seen in her room today for a followup visit.  She continues to complain of swelling of both her feet.  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.  Overall, she 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 feet.
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IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Chronic spasms.  (3).  Anxiety/depression.  (4).  Neuropathy.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that she see the Vein Clinic to see if that would help her in terms of her swelling of the lower extremities.  We will continue the Lasix in the meantime.  We will monitor her progress.  She will keep her legs elevated.  Cut back on salty foods.  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:  Linda Thomas
DOS:  05/26/2022
DOB:  11/19/1947
HISTORY OF PRESENT ILLNESS:  Ms. Thomas 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.  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).  Hypertension.  (2).  Hyperlipidemia.  (3).  History of CVA.  (4).  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 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:  Maynard Smith
DOS:  05/25/2022
DOB:  03/12/1995
HISTORY OF PRESENT ILLNESS:  Mr. Smith is seen in his room today for a followup visit, sitting up in his chair.  Otherwise, he has been doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.  Case was discussed with the nursing staff who have raised no new issues.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  __________
INCOMPLETE DICTATION
Masood Shahab, M.D.

PATIENT NAME:  Mary Pratt
DOS: 05/26/2022
DOB:  02/08/1943

HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for a followup visit.  She seems to be doing well.  She states that overall she feels better.  She denies any complaints of 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:  No edema.

IMPRESSION:  (1).  COPD.  (2).  Chronic kidney disease.  (3).  Paroxysmal atrial fibrillation.  (4).  Lung nodule.  (5).  History of pneumonia.  (6).  Hypothyroidism. (7).  History of CAD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  Case was discussed with the nursing staff who have raised no new issues.  Encouraged her to continue with exercise program.  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:  05/25/2022

DOB:  09/26/1953
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He seems to be doing better, awake and alert, answering questions appropriately.  He denies any complaints of chest pain.  Denies any shortness of breath.  He does complain of weakness.  Also complains of some sinus drainage.  No fever or chills.  Denies any chest pain, heaviness or pressure sensation.  Denies any palpitations.  No nausea, vomiting, or diarrhea.  No other complaints.

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).  COVID-19.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of Parkinson’s disease.  (5).  Atrial fibrillation.  (6).  GERD. (7).  DJD. (8).  Anxiety / depression.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  We will continue on the breathing treatment.  We will continue other medications.  We will monitor his progress.  We will follow up on his workup.  Encouraged to do some exercises.  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.
Transcribed by: www.aaamt.com
