PATIENT NAME:  Georgia Collins
DOS:  06/24/2022
DOB:  05/06/1930
HISTORY OF PRESENT ILLNESS:  Ms. Collins is a very pleasant 92-year-old female with a history of dementia.  She apparently suffered a trip-and-fall accident.  She did not lose consciousness.  The patient was in hospice prior to admission.  She was seen in the emergency room where she was having significant left hip pain and was unable to ambulate herself.  She was seen in the emergency room which did reveal left hip fracture.  The patient was admitted to the hospital.  Her hospice status is revoked.  The patient was seen by orthopedic surgery and subsequently underwent left hip hemiarthroplasty.  The patient was subsequently doing better.  She was weightbearing as tolerated.  Wound site was unremarkable.  Pain was controlled with Tylenol as well as oxycodone.  PT/OT saw the patient and did ambulate the patient.  The patient was subsequently discharged from the hospital and admitted to Willows at Howell.  At the present time, she is sitting up in her chair having breakfast.  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.  No chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for Alzheimer’s dementia, essential tremor, hypothyroidism, gastroesophageal reflux disease, peripheral arterial disease, nephrolithiasis, remote history of breast cancer, carcinoid tumor, and a history of skin cancer.
PAST SURGICAL HISTORY:  Noncontributory.
ALLERGIES:  PENICILLIN, SULFA DRUGS and CEPHALOSPORIN.

CURRENT MEDICATIONS:  Tylenol Align, aspirin, hydrocodone, levothyroxine, loperamide, and primidone.
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.  Respiratory:  Denies any cough.  No 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.  She does have a history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological:  She does have history of advanced dementia.  No history of seizures.  Musculoskeletal:  She does complain of joint pain post fall and left hip fracture.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:   Vital Signs:  Reviewed and as documented in the EHR.  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.  Left hip with dressing in place.  No drainage from the wound.

IMPRESSION:  (1).  Status post fall.  (2).  Left hip fracture status post left hemiarthroplasty.  (3).  Hypothyroidism.  (4).  Advanced dementia.  (5).  Degenerative joint disease.  (6).  GERD. (7).  PAD. (8).  Essential tremor. (9).  DJD.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  She was encouraged to drink fluids.  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.
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PATIENT NAME:  Frances Davis
DOS:  06/24/2022
DOB:  12/26/1936
HISTORY OF PRESENT ILLNESS:  Ms. Davis is seen in her room today for a followup visit.  She is lying in her bed having a breakfast.  She denies any complaints of chest pain.  She denies any shortness of breath.  She states that overall she has been doing well.  She denies any chest pain, heaviness or pressure sensation.  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. Chronic skin changes both lower extremities present.
IMPRESSION:  (1).  COPD.  (2).  History of congestive heart failure.  (3).  History of pulmonary embolism.  (4).  Pulmonary hypertension.  (5).  Degenerative joint disease.  (6).  History of depression. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Her medications were reviewed.  Her blood pressure seems to be somewhat fluctuating.  We will monitor her blood pressure.  We will continue her other medications.  She was encouraged to do some exercises and ambulate.  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.
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PATIENT NAME:  Sandra Diamond
DOS:  06/24/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She has seen orthopedic.  She is supposed to have repeat surgery.  Her wound VAC has been removed.  She denies any complaints of chest pain or shortness of breath.  She continues to have pain in her knee.  Denies any other symptoms or 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 knee wound status post right total knee arthroplasty.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Hypothyroidism.  (5).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She is following up with her orthopedic surgeon and also has seen Infectious Disease.  She will continue on her medications.  She is supposed to have redo surgery.  We will continue current 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.
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PATIENT NAME:  Konrad Hammerle
DOS: 06/22/2022
DOB:  03/09/1935
HISTORY OF PRESENT ILLNESS:  Mr. Hammerle is seen in his room today for a followup visit sitting up in his chair.  He states that he has been doing well.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  Case was discussed with the nursing staff who have raised no new issues.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  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).  History of CVA status post left-sided weakness.  (2).  Coronary artery disease.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Alzheimer’s dementia.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable and doing well.  We will continue current medications.  We will try to keep him comfortable.  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:  Debra Hemlinger
DOS: 06/22/2022
DOB:  03/01/1964
HISTORY OF PRESENT ILLNESS:  Ms. Hemlinger is seen in her room today for a followup visit.  She seems to be doing well and has been stable.  She is wondering if her dosage can be adjusted.  She has been seeing psych.  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.  She has seen cardiology recently.  Her dosage of amiodarone has been changed to once a day.  She is wondering if her Depakote can be increased.  Denies any complaints of chest pain.  No shortness of breath.  No palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.
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).  Coronary artery disease.  (2).  Cardiac arrhythmia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  History of ventricular tachycardia.  (6).  Substance abuse disorder. (7).  Anxiety/depression.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing somewhat better.  We will continue current medications.  We will adjust her amiodarone dose as recommended by cardiology.  I have recommended that she see psychiatry as to recommendations in terms of her Depakote dosing as well as her other psych medications.  We will continue other medications.  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:  Margaret G. Kelly
DOS:  06/22/2022
DOB:  05/03/1922
HISTORY OF PRESENT ILLNESS:  Ms. Kelly is seen in her room today for a followup visit.  She has been sitting up in her chair.  She is having her breakfast.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She does complain of occasional back pain as well as hip pain.  She denies any numbness or tingling in her upper legs.  Denies any 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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Dementia.  (5).  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.
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PATIENT NAME:  Bonnie Martin
DOS: 06/22/2022
DOB:  02/10/1936
HISTORY OF PRESENT ILLNESS:  Ms. Martin is seen in her room today for a followup visit.  She seems to be doing well.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations or having any ear pain at the present time.  She does complain of some visual symptoms, more so she blinks her eye and closes her eyes, her vision is affected.  She denies any complaints of any pain or redness or discharge from the ear.  Denies any 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).  Dementia.  (2).  Parkinson’s disease.  (3).  Hypertension.  (4).  Hypothyroidism.  (5).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She was recommended to use Artificial Tears.  If she continues to have symptoms, I would recommend seeing ophthalmology.  I do not see any redness or any inflammation in the eyelids or the conjunctiva.  Case was discussed with the nursing staff who will keep an eye on her.  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:  Patricia Parker
DOS: 06/22/2022
DOB:  11/27/1941
HISTORY OF PRESENT ILLNESS:  Ms. Parker is seen in her room today for a followup visit.  She is lying in her bed.  She continues to complain of pain in her back.  She states that she does try to ambulate.  She has been eating well.  She denies any complaints of chest pain, heaviness or pressure sensation.  She 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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease.  (5).  Anxiety / depression.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  Recommend continue current medications.  Continue pain medications.  Case was discussed with the nursing staff who have suggested that she has been stable and has been eating well.  She seems to be comfortable with her pain 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.
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PATIENT NAME:  Mary Pratt
DOS:  06/22/2022
DOB:  02/08/1943
HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for a followup visit.  She states that she is doing well.  She overall seems to be doing well.  She has not had any further falls.  She has been ambulating.  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 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).  Hypothyroidism.  (4).  Paroxysmal atrial fibrillation.  (5).  Lung nodule.  (6).  History of CAD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She has not had any further fall since her fall earlier this month.  Overall, she has been eating well.  She was encouraged to drink enough fluids.  Also recommended exercises.  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 Pratt
DOS: 06/09/2022
DOB:  02/08/1943

HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today at the request of the nurse since she had a fall over the weekend.  She has some bruising over her left hand and forearm.  She denies hitting her head.  She was trying to stand up from the recliner when she fell.  She tangled herself in the oxygen tubing and fell.  She did hit the side of her forehead.  She had bruising on her left wrist and forearm.  No bruising on the scalp or face was seen.  She denies any headache.  Denies any complaints of chest pain or 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).  Hypertension.  (3).  Hypothyroidism.  (4).  Paroxysmal atrial fibrillation.  (5).  Lung nodule.  (6).  History of pancreatitis. (7).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She was encouraged to be watchful.  Continue other medications.  Drink enough fluids.  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:  Margaret Sensiba
DOS:  06/22/2022
DOB:  08/26/1954
HISTORY OF PRESENT ILLNESS:  Ms. Sensiba is seen in her room today for a followup visit.  She seems to be stable and doing well.  She denies any complaints of any pain.  She has been comfortable.  She denies any chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  Case was discussed with the nursing staff who have suggested that she seems to be stable.  She has been pleasant.  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.

IMPRESSION:  (1).  Metabolic encephalopathy.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Chronic kidney disease.  (5).  Chronic anemia.  (6).  DJD. (7).  Morbid obesity.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  She has been with hospice.  She seems comfortable.  Denies any other complaints.  We will continue current 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.
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PATIENT NAME:  Elaine Skomac
DOS:  06/22/2022
DOB:  10/15/1937
HISTORY OF PRESENT ILLNESS:  Ms. Skomac is seen in her room today at the request of the nurse since family has opted for hospice.  She is lying in her bed.  She seems comfortable at the present time.  She is somewhat lethargic though. She has been sleeping most of the time.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  She does not seem to be in any kind of pain.  Case was discussed with the nursing staff who have raised no new issues.  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).  Atrial fibrillation.  (2).  Chronic anemia.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Viral pneumonia.  (6).  Chronic kidney disease. (7).  DJD. (8).  Metabolic encephalopathy.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be progressively declining.  She and family has elected for hospice.  We will adjust her medications as necessary.  We will keep her comfortable.  Continue current 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.
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PATIENT NAME:  Norman Snider
DOS:  06/22/2022

DOB:  11/13/1955
HISTORY OF PRESENT ILLNESS:  Mr. Snider is seen in his room today for a followup visit.  He states that he is doing well.  He had some issues with physical therapy.  He states that he was having some pain.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No 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:  Status post right below-knee amputation.

IMPRESSION:  (1).  Infected right hip prosthesis status post revision of the right total hip arthroplasty with antibiotic spacer implantation.  (2).  Type II diabetes mellitus.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Atrial fibrillation.  (6).  Cardiomyopathy. (7).  Chronic kidney disease. (8).  History of right below-knee amputation. (9).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  He will follow up with his surgeon.  Continue IV antibiotics.  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.
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PATIENT NAME:  David Sutherland
DOS:  06/22/2022
DOB:  10/12/1936
HISTORY OF PRESENT ILLNESS:  Mr. Sutherland is a very pleasant 84-year-old male with a history of asthma/COPD, history of TIA, remote history of prostate cancer, history of Parkinson’s disease, history of chronic gait instability as well as frequent falls, who was admitted to the hospital after he suffered a fall.  He denies any loss of consciousness.  He denies any complaints of any focal weakness.  The patient was seen in the emergency room.  He had a CT scan of the head as well as the cervical spine which did not show any acute traumatic process.  Stable ventricular enlargement was seen.  Orthostatic vital signs were positive.  He was given IV fluids.  His home Lasix dosage was held.  He also seems to have some confusion.  He was admitted to the hospital.  He was being monitored.  Physical and occupational therapy were consulted.  He was subsequently doing better.  He was discharged from the hospital and 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.  Denies any nausea. No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for COPD/asthma, TIA, Parkinson’s disease, benign prostatic hypertrophy, history of prostate cancer, irritable bowel syndrome, depression, degenerative joint disease, chronic anemia, chronic gait instability and history of frequent falls.
PAST SURGICAL HISTORY:  Unknown.
ALLERGIES:  GABAPENTIN.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
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.  No history of congestive heart failure.  No history of arrhythmia.  Respiratory:  He does have history of COPD/asthma.  Denies any complaints of shortness of breath.  He denies any chest pain with deep inspiration.  No history of any chest trauma.  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 BPH and history of prostate cancer.  Neurologic:  He does have history of TIA, history of Parkinson’s disease, history of gait instability and history of falls.  Musculoskeletal:  He does complain of joint pains and history of arthritis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  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).  Fall.  (2).  History of Parkinson’s disease.  (3).  History of COPD/asthma.  (4).  History of TIA.  (5).  Chronic anemia.  (6).  GERD. (7).  DJD. (8).  History of IBS.
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 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.
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