PATIENT NAME:  Norman Snider
DOS:  06/13/2022
DOB:  11/13/1955
HISTORY OF PRESENT ILLNESS:  Mr. Snider is a very pleasant 66-year-old male with history of continuing right hip pain.  He has a history of right hip resurfacing.  He has been using Norco for his pain.  He had infected hip joint.  He saw Dr. Gibson who subsequently decided about replacing the placement of an antibiotic spacer.  ID was consulted.  IV antibiotics were initiated.  The patient underwent revision of the right total hip joint with placement of the antibiotics spacer device.  The patient denies any complaints.  He was admitted to the hospital.  He was subsequently doing better.  He was seen by ID and was recommended six weeks of antibiotics.  The patient was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation and antibiotic treatment.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation, cardiomyopathy, diabetes mellitus, gout, hypertension, hyperlipidemia, osteoarthritis, chronic kidney disease, and chronic back pain.
PAST SURGICAL HISTORY:  Significant for ankle fusion, appendectomy, cardiac ablation, foot surgery, knee arthroscopy, right below-knee amputation, and right total hip arthroplasty.
CURRENT MEDICATIONS:  Tylenol, amiodarone, atorvastatin, Bumex, candesartan, cefepime, clonazepam, Coreg, Colace, enoxaparin, insulin glargine, insulin lispro, Lyrica, metformin, oxycodone, spironolactone, tramadol, vancomycin, and warfarin.
SOCIAL HISTORY:  Smoking – none.  Alcohol – rarely.  No other drugs.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have history of atrial fibrillation and also history of cardiomyopathy.  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:  He does have history of chronic kidney disease, otherwise unremarkable.  Musculoskeletal:  He complains of joint pain, history of back pain, history of hip arthroplasty, history of ankle as well as knee surgery.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature 98.0. Pulse 58 per minute.  Respirations 18 per minute.  Blood pressure 141/80.  Blood sugar 114.  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 below-knee amputation.

IMPRESSION:  (1).  Infection associated with internal right hip prosthesis.  (2).  Acute postoperative pain and status post revision of the right total hip arthroplasty with antibiotic spacer implantation.  (3).  Type II diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Atrial fibrillation. (7).  Cardiomyopathy. (8).  Chronic kidney disease.  (9).  History of right below-knee amputation. (10).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  Continue with antibiotic program as recommended by ID.  Continue blood work.  Physical and occupational therapy would be consulted.  We will monitor routine blood work.  We will follow up on his progress.  We will monitor his blood sugars.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
Masood Shahab, M.D.
PATIENT NAME:  Sandra Diamond
DOS:  06/13/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She is somewhat disappointed.  She has some swelling.  She also complains of pain.  She had wound suction.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  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.  Right knee has swelling above the wound VAC with fluctuation in that.
IMPRESSION:  (1).  Right knee wound infection status post right total knee arthroplasty.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Hypothyroidism.  (5).  Degenerative joint disease.  (6).  Depressive disorder.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that she should see orthopedic as well as Infectious Disease specialist.  It will need to be drained.  We will continue other 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:  William Sear
DOS:  06/10/2022
DOB:  07/30/1941
HISTORY OF PRESENT ILLNESS:  Mr. Sear is seen in his room with complaints of rash in his groin.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He was seeing Dr. Vassallo.  The patient had decided to switch care with myself.  He denies any complaints of chest pain or shortness of breath.  He 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).  Candidiasis.  (2).  Left shoulder abscess status post joint infection status post I&D and joint washout.  (3).  Atrial fibrillation.  (4).  Diabetes mellitus.  (5).  Hypertension.  (6).  Hypothyroidism. (7).  COPD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested to use Lotrisone cream in the groin.  Continue other medications.  Continue antibiotics.  We will check routine labs.  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:  John Lockwood
DOS:  06/10/2022
DOB:  11/16/1942
HISTORY OF PRESENT ILLNESS:  Mr. Lockwood is seen in his room today for a followup visit.  He states he has been doing well.  He denies any complaints of chest pain.  He did have some swelling of the lower extremities.  He denies any complaints of chest pain or shortness of breath.  He denies any palpitations.  He denies any complaints of any nausea or 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:  1 to 2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Generalized weakness.  (3).  Urosepsis.  (4).  Aortic stenosis.  (5).  Coronary artery disease status post CABG.  (6).  History of CHF. (7).  Chronic kidney disease. (8).  Degenerative joint disease. (9).  Hyperlipidemia.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  His Lasix dosage has been adjusted.  I have advised him to keep his legs elevated.  Continue other medications.  Cut back on salty foods.  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.  Routine labs will be checked.
Masood Shahab, M.D.
PATIENT NAME:  Thomas O’Connell
DOS:  06/13/2022
DOB:  04/23/1940
HISTORY OF PRESENT ILLNESS:  Mr. O’Connell is seen in his room today for a followup visit.  He states that he is doing better.  He is somewhat constipated.  He denies any complaints of chest pain.  He denies any heaviness or pressure sensation.  He states that he has been in physical therapy.  He is doing some better.  He 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:  Diminished breath sounds in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal 1+ pitting edema both lower extremities.

IMPRESSION:  (1).  Status post perforated duodenal ulcer.  (2).  Status post exploratory laparotomy.  (3).  Hyperlipidemia.  (4).  Hypertension.  (5).  Paroxysmal atrial fibrillation.  (6).  History of right knee arthroplasty. (7).  History of permanent pacemaker placement. (8).  Nonischemic cardiomyopathy. (9).  Tachybrady syndrome . (10).  Pulmonary hypertension. (11).  History of TIA.  (12).  Morbid obesity.  (13).  Obstructive sleep apnea.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested that he take MiraLax on a daily basis.  Also suggested Senna S as needed.  He was encouraged to continue with exercises.  Continue other medications.  I have suggested incentive spirometry.  We will check labs.  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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