PATIENT NAME:  Robert Batten
DOS:  06/14/2022
DOB:  12/14/1937

HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room today for a followup visit.  He is sitting up in his chair having his dinner.  He is complaining of some pain in the right side lower ribs.  He states that he fell and hit the side table.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies being dizzy or lightheaded.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  He overall has been doing well.  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).  Right side lower rib pain.  (2).  Parkinson’s disease.  (3).  Depressive disorder.  (4).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about his symptoms.  I have explained to him to be careful.  I have advised him to take some Tylenol.  Continue other medications, deep breathing exercises.  We will monitor his progress.  I did offer x-ray, but he did not want it at this time.  He states if the pain persists, he may consider having it.  He denies any complaints of chest pain.  Denies any other symptoms.  We will 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.

Masood Shahab, M.D.

PATIENT NAME:  Claudia O’Green
DOS:  06/14/2022
DOB:  09/14/1952

HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for complaints of pain in her right knee.  She apparently had a fall at therapy.  She fell on to her knee.  She has a skin laceration.  She does complain of some mild discomfort.  She denies any complaints of sharp pain.  She has good range of motion.  She had x-rays done earlier today.  She denies any complaints of chest pain or shortness of breath.  Denies being dizzy or lightheaded.  She denies any 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.  Right knee with a skin abrasion/laceration with redness and warmth around it.

IMPRESSION:  (1).  Fall.  (2). Right knee abrasion.  (3).  Cellulitis.  (4).  Insulin-requiring diabetes mellitus.  (5).  Bipolar disorder.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Morbid obesity.  (9).  DJD.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  Since there is redness as well as warmth and slight tenderness, I will start her on Keflex 500 mg three times a day.  We will use mupirocin ointment twice a day.  I have suggested she keeps her legs elevated and continue other medications.  We will monitor her progress.  We will monitor her sugars.  Continue other medications.  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:  Wayne Dunning
DOS:  06/14/2022
DOB:  07/11/1941

HISTORY OF PRESENT ILLNESS:  Mr. Dunning is seen in his room today for a followup visit.  He states that he is frustrated with therapy.  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.

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).  Generalized weakness.  (2).  Metabolic encephalopathy.  (3).  Acute on chronic kidney disease.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Diabetes mellitus.  (7).  Paroxysmal atrial fibrillation.  (8).  History of prostate cancer.  (9).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about his symptoms.  He seems to be stable.  We will continue current medications.  I have encouraged him to continue with therapy.  Continue other medications.  Monitor his sugars.  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.

PATIENT NAME:  Sally Foote
DOS:  06/15/2022
DOB:  12/04/1977

HISTORY OF PRESENT ILLNESS:  Ms. Foote is a very pleasant 84-year-old female who was seen in the emergency room after she had a fall.  The patient was brought to the emergency room.  She had CT scan of the thorax as well as the lumbar spine.  She was diagnosed with right 9th, 10th and 11th rib nondisplaced fracture.  She was admitted to the hospital and was seen by trauma service.  She was being monitored.  Physical therapy consulted.  The patient was to continue other medications.  She was otherwise doing better.  She was subsequently discharged from the hospital and admitted to WellBridge for rehabilitation.  At the present time she states that she is feeling better.  She does have some pain when she coughs or sneezes or moves.  She denies any complaints of any trouble breathing.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, myelodysplastic syndrome, osteoporosis, degenerative joint disease, history of cardiac murmur, and hypomagnesemia.

PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  AZITHROMYCIN.
CURRENT MEDICATIONS:  Calcium with vitamin D, Tylenol, Colace, gabapentin, fiber supplements, methocarbamol, vitamin D3, cyanocobalamin, alendronate, ocular vitamins, vitamin B6, glucosamine-chondroitin, Toprol XL, and multivitamin.

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 or history of hypertension.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.
PATIENT NAME:  Sally Foote
DOS:  06/15/2022
Page 2
Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurologic:  Denies any history of TIA or CVA.  Denies any history of seizures.  No focal weakness in the arms or legs.  Musculoskeletal:  She complains of joint pains and history of fall.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Weight 127.8 pounds, temperature 98.9, pulse 84 per minute, respirations 18, blood pressure 107/57.  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.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses were bilaterally symmetrical.  Neurologic:  Grossly intact.

IMPRESSION:  (1).  Fall.  (2).  Rib fracture.  (3).  Hypertension.  (4).  Myelodysplastic syndrome.  (5).  Degenerative joint disease. 

TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  Continue with pain control.  Encouraged her to do the incentive spirometry as well as the Acapella device.  We will continue other medications.  Consult PT and OT.  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:  Jeanette Matlock
DOS:  06/14/2022
DOB:  04/20/1929

HISTORY OF PRESENT ILLNESS:  Ms. Matlock is seen in her room today for a followup visit.  She states that she is doing better.  She is working with therapy.  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:  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:  Bruising/hematoma right hip with 1+ swelling both lower extremities.

IMPRESSION:  (1).  Right hip periprosthetic fracture.  (2).  Right hip hematoma. (3).  History of fall  (4).  Coronary artery disease.  (5).  Hypertension. (6).  Hyperlipidemia.  (7).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She does complain of having some pain.  We will use the Lidocaine patch on her back.  Continue other medications.  Continue to work with physical and occupational therapy.  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:  Merle Ott
DOS:  06/14/2022
DOB:  10/20/1936

HISTORY OF PRESENT ILLNESS:  Mr. Ott is seen in his room today for a followup visit.  He is sitting up in his wheelchair roaming the hallways.  He denies any complaints of chest pain.  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.  Daughter is present and she also feels that he is doing much better.  He has been eating better.  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).  Fall.  (2). Left hip fracture status post surgery.  (3). Parkinson’s disease.  (4).  Anxiety/mood disorder.  (5).  Degenerative joint disease.  (6).  BPH.

TREATMENT/PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  I have encouraged him to continue to work with therapy.  Continue to drink enough fluids.  Eat better.  Continue other medications.  Continue to work 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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