PATIENT NAME:  Megan Wittrick
DOS: 06/16/2022
DOB: 09/08/1976
HISTORY OF PRESENT ILLNESS:  Ms. Wittrick is a very pleasant 45-year-old female with history of CVA, pulmonary embolism, sleep apnea, and endometriosis.  She was admitted to the hospital for complaints of slow transit constipation status post ileostomy and endometriosis.  Her surgery was uneventful.  Her pain was controlled with her IV medications.  She was started on oral intake which was being monitored.  Diet was tolerated and advanced.  Her catheter was removed.  Subsequently, she does have urinary retention for which the Foley catheter was reinserted.  The patient was otherwise doing better.  She was discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, she denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitation.  She does complain of slight abdominal discomfort.  Denies any nausea or vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for CVA, pulmonary embolism, sleep apnea, hypokalemia, hypomagnesemia status post VP shunt, and endometriosis.
PAST SURGICAL HISTORY:  Significant for ileostomy, laparoscopic total abdominal colectomy with ileorectal anastomosis and diverting ileostomy, laparoscopic left salpingo-oophorectomy, excision of endometriosis and cystoscopy.
ALLERGIES: ERYTHROMYCIN, ABILIFY, LAMICTAL and WELLBUTRIN.

CURRENT MEDICATIONS:  Topamax, Tylenol, metformin, aspirin, trazodone, Valium, Trintellix, Zofran, clonazepam, oxycodone, and venlafaxine.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
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.  She does have history of pulmonary embolism.  Respiratory:  Denies any complaints of chest pain.  Denies any shortness of breath.  She does have history of pulmonary embolism.  Denies any history of asthma or emphysema.  Gastrointestinal:  Complains of abdominal pain.  She does complain some mild abdominal discomfort, is status post laparoscopic total abdominal colectomy with ileorectal anastomosis and diverting ileostomy.  History of slow transit constipation.  Genitourinary:  History of endometriosis status post laparoscopic left salpingo-oophorectomy, and excision of the endometriosis.  Neurological:  She does have history of CVA, history of slurred speech status post VP shunt. Musculoskeletal: Denies any complaints of joint pains. Denies any back pain. All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Weight 146.8 pounds.  Temperature 98.1.  Pulse 88 per minute.  Respirations 18 per minute.  Blood pressure 138/86.  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.
IMPRESSION:  (1).  Deconditioning.  (2).  Status post ileostomy.  (3).  Left salpingo-oophorectomy.  (4).  Laparoscopic total colectomy.  (5).  History of pulmonary embolism.  (6).  CVA. (7).  History of sleep apnea. (8).  Hypokalemia. (9).  Hypomagnesemia. (10). History of slurred speech. (11).  Endometriosis.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  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.
PATIENT NAME:  Stephen Ridal
DOS: 06/16/2022
DOB: 12/29/1941
HISTORY OF PRESENT ILLNESS:  Mr. Ridal is seen in his room today for a followup visit.  He states that overall he has been feeling well.  He denies any complaints of chest pain or shortness of breath.  Denies any palpitation.  He complains of generalized fatigue.  He states that his foot is doing better though still has some dryness and dermatitis.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  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).  Generalized weakness.  (2).  Type II diabetes mellitus.  (3).  Peripheral neuropathy.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have encouraged him to do exercise.  We will continue current medications.  He was encouraged to eat better.  Continue with the hydrocortisone cream on his feet.  He seems to be doing somewhat better.  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.
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PATIENT NAME:  Kathleen Wolf
DOS: 06/16/2022
DOB: 07/19/1942
HISTORY OF PRESENT ILLNESS:  Ms. Wolf is seen in her room today for a followup visit.  She states that she is doing better.  She was on Zoloft before and was concerned that it needs to be started.  She denies any other symptoms or complaints.

PHYSICAL EXAMINATION:  General Appearance:  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).  Deconditioning.  (2).  Atrial fibrillation.  (3).  UTI.  (4).  Hypothyroidism.  (5).  Adrenal insufficiency.  (6).  History of asthma. (7).  Hypertension. (8).  Hyperlipidemia. (9).  Parkinson’s disease. (10).  DJD. (11).  Depressive disorder.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing somewhat better.  We will continue with physical and occupational therapy.  We will restart her on Zoloft at smaller dose.  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.  Also, I did call her daughter x 2, message was left.  She has not responded yet.
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PATIENT NAME:  Elizabeth Smith
DOS: 06/20/2022
DOB: 09/09/1956
HISTORY OF PRESENT ILLNESS:  Mrs. Smith is seen in her room today for a followup visit.  She states that she is doing the same.  She continues to complain of pain in her neck.  She is complaining about her positioning.  She denies any chest pain or shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Poor inspiratory effort.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Decubitus ulcer present.
IMPRESSION:  (1).  Multiple sclerosis.  (2).  Hyponatremia.  (3).  History of spastic paraplegia.  (4).  Neurogenic bladder.  (5).  Chronic anemia.  (6).  Depressive disorder. (7).  DJD. (8).  Decubitus ulcer.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that she can change her position frequently, try to do it every two hours.  This was also conveyed to the nurse.  She does resist her position changes, likely certain positions that she does not want to be on.  She has decubitus before, but it has healed, but recently, it has opened up again.  We will consult wound clinic.  We will continue other medications.  We will continue with dressing changes.  Keep the pressure off.  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:  Mary Lutz
DOS: 06/16/2022
DOB: 03/09/1942
HISTORY OF PRESENT ILLNESS:  Ms. Lutz is seen in her room today at the request of the social worker since this question of hospice consultation.  The patient is lying in her bed.  She seems to be in her usual health.  She is smiling.  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 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).  Parkinson’s disease.  (2).  History of congestive heart failure.  (3).  Paroxysmal atrial fibrillation.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Degenerative joint disease. (7).  Dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Case was discussed with the nursing staff who have suggested that she has been stable.  No new issues were raised.  We will continue current medications.  We will monitor her progress.  I have suggested that if the family and the patient are interested, then may consider hospice/palliative care though at the present time, she seems to be stable.  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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