PATIENT NAME:  Doris Langford
DOS:  06/29/2022
DOB:  03/07/1936
HISTORY OF PRESENT ILLNESS:  Ms. Langford is seen in her room today for a followup visit.  She is lying in her bed.  She states that she has been feeling well.  She denies any complaints of chest pain.  Denies any heaviness or pressure sensation.  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).  Generalized weakness.  (2).  Compression fracture lumbar vertebrae.  (3).  Bilateral pulmonary embolism.  (4).  History of breast cancer status post mastectomy.  (5).  Major depressive disorder.  (6).  Alzheimer’s dementia. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  Case was discussed with the nursing staff who have raised no new issues.  We will continue current medications.  Continue to work with PT/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:  06/29/2022
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 well.  She has been eating better.  She does feel somewhat tired.  Denies any chest pain or 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.  Hematoma has improved.  Bruising has improved.
IMPRESSION:  (1).  Right hip periprosthetic fracture.  (2).  Right hip hematoma.  (3).  History of fall.  (4).  Coronary artery disease.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  Overall, she has been participating with physical therapy.  She is not complaining of any significant pain.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.
Masood Shahab, M.D.
PATIENT NAME:  Megan Wittrick
DOS:  06/28/2022
DOB:  09/08/1976
HISTORY OF PRESENT ILLNESS:  Ms. Wittrick is seen in her room today for a followup visit.  She is getting ready to be discharged.  She does complain of some discomfort off and on in her stomach.  She denies any complaints of any nausea or 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).  Deconditioning.  (2).  Status post ileostomy.  (3).  Status post laparoscopic total colectomy.  (4).  Pulmonary embolism.  (5).  CVA.  (6).  History of sleep apnea. (7).  DJD. (8).  History of endometriosis.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  She will continue her current medications.  No change in therapy is done.  She is getting ready to be discharged home.  All her prescriptions were signed.  She will follow up with her primary physician.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Catherine Muller
DOS:  06/28/2022
DOB:  01/18/1936
HISTORY OF PRESENT ILLNESS:  Ms. Muller is seen in her room today for a followup visit.  She has been complaining of having some diarrhea.  She also complains of pain with movement.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She does complain of feeling tired and fatigue.  She does not have much appetite.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Left hip fracture.  (2).  History of fall.  (3).  Subdural hematoma.  (4).  History of UTI.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Atrial fibrillation. (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She is having some diarrhea loose and watery.  We will check stool for culture and sensitivity as well as C. difficile.  She was encouraged to eat better.  Eat more yogurt.  Continue other medications.  Continue to work with PT/OT.  We will monitor her progress.  We will follow up on her workup.  She is also not sleeping very well.  We will add melatonin to her regimen.  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:  06/28/2022
DOB:  12/29/1941
HISTORY OF PRESENT ILLNESS:  Mr. Ridal is seen in his room today for a followup visit.  He is lying in his bed.  Overall, he states that he has been doing somewhat better.  He has been eating well.  He states that he does get up in the chair with help from the staff.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any complaints of any abdominal pain.  No nausea, vomiting, or diarrhea.  No fever or chills.  He states that his foot is doing better.  Overall, he feels somewhat better.  He is not having any more of those dizziness which he was having before.  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.  Skin:  Both feet, there is some dry skin but much improved from before.
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.  We will continue current medications.  I have recommended that he work with therapy.  Try to do some stretching and strengthening exercises.  Try to eat better.  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:  06/28/2022
DOB:  09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She states that she went to her daughter’s home, but she had significant anxiety.  She was almost having panic attacks.  She was not sure why she acted like this, but has been very anxious.  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:  Chronic edema both lower extremities.

IMPRESSION:  (1).  Right knee abrasion.  (2).  History of falls.  (3).  Generalized anxiety disorder.  (4).  Cellulitis.  (5).  Insulin-requiring diabetes mellitus.  (6).  Bipolar disorder.  (7).  DJD. (8).  Morbid obesity. (9).  Hypertension. (10).  Hyperlipidemia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She states that overall she is well, but gets anxious at times.  We will use lorazepam as needed.  I do not think she needs it all the time, will use it only when she is very anxious or getting into a panic episode.  We will continue other medications.  Her abrasion seems to be improving. We will continue the antibiotic till she is done with it.  Continue other medications.  We will monitor her progress.  I have encouraged her to continue to do 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.

Masood Shahab, M.D.
PATIENT NAME:  Robert Batten
DOS:  06/28/2022
DOB:  12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room today for a followup visit.  He states that he has been doing well.  He is having his dinner.  He overall feels better.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He states that the pain he was having on the right side ribs has improved and he is not having any more of those pain.  He is not having any trouble breathing.  His appetite has been fair.  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).  Parkinson’s disease.  (2).  Depressive disorder.  (3).  Degenerative joint disease.  

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  Continue to work with therapy to do some exercises.  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:  Elizabeth Smith
DOS:  06/29/2022
DOB:  09/09/1956

HISTORY OF PRESENT ILLNESS:  Ms. Smith is seen in her room today for a followup visit.  She states that she is doing well and has been stable.  Case was discussed with the nursing staff who have raised no new issues.  She does complains of pain in her neck.  She denies any complaints of 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.  Poor inspiratory effort.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Decubitus ulcer present lower back/sacral area.

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.  Wound care has been following.  Continue with dressing changes.  Continue to change position of the patient every two hours.  I have encouraged the patient to do the same thing.  We will continue current medications.  We will monitor her progress.  We will check routine labs.  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:  Mark Strach
DOS:  06/28/2022

DOB:  11/20/1949

HISTORY OF PRESENT ILLNESS:  Mr. Strach is seen in his room today for a followup visit.  He seems to be stable.  He has been doing well.  He has been having his dinner.  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 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).  History of muscular dystrophy.  (2).  Chronic anemia.  (3).  Allergic rhinitis.  (4).  Chronic kidney stones.  (5).  Anxiety/depression.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable.  He has been eating well.  Continue current medications.  Continue to do some exercises.  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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