PATIENT NAME:  Judith Wall
DOS:  06/29/2022
DOB:  03/18/1941
HISTORY OF PRESENT ILLNESS:  Ms. Wall is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she has been doing well.  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.  No fever or chills.  She states that she has been working with therapy.  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).  Metabolic encephalopathy.  (2).  COPD.  (3).  Deconditioning . (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Hypothyroidism. (7).  Major depressive disorder. (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better overall.  She was having some pain for which she has been taking the Norco to help her with her breakthrough pain.  She also has been on Tylenol as needed.  We will continue the same.  We will monitor her progress.  She was encouraged to work with PT/OT.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Katherine Towne
DOS:  06/28/2022
DOB:  02/19/1984
HISTORY OF PRESENT ILLNESS:  Mrs. Towne is seen in her room today for a followup visit.  She was taken up from the street.  She overall states that she is feeling a bit better though she still has swelling in her legs.  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:  Chronic edema both feet.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Anxiety/depression.  (3).  History of multiple sclerosis.  (4).  Chronic spasms.  (5).  Anxiety/depression.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  I have suggested that she continue her current medications.  She was advised to set up an appointment with the Vein Clinic to evaluate her venous insufficiency contributing to the swelling in her legs.  We will continue other medications.  We will monitor her progress.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Linda Thomas 
DOS:  06/27/2022
DOB:  11/19/1947
HISTORY OF PRESENT ILLNESS:  Ms. Thomas is seen in her room today for a followup visit.  She states that she has been doing well.  She has an appointment at University of Michigan tomorrow.  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.  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).  Hypertension.  (2).  Hyperlipidemia.  (3).  History of CVA.  (4).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She overall seems to be doing better and stable.  We will continue current medications.  She was encouraged to eat better.  We will monitor her progress.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  David Sutherland
DOS:  06/29/2022
DOB:  10/12/1936
HISTORY OF PRESENT ILLNESS:  Mr. Sutherland is seen in his room today for a followup visit.  He states that he is doing better.  He has been working with therapy.  He has been trying to eat better.  He denies any complaints of chest pain.  He denies any 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).  Parkinson’s disease.  (2).  History of fall.  (3).  COPD/asthma.  (4).  History of TIA.  (5).  Chronic anemia.  (6).  Gastroesophageal reflux disease. (7).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  We will monitor his progress.  He was encouraged to continue working with physical and occupational therapy.  Encouraged to eat 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.

Masood Shahab, M.D.
PATIENT NAME:  Norman Snider
DOS:  06/29/2022
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 better.  He does complain of some pain in his shoulders.  He states they were trying to lift him up from the commode.  He had sprained the muscles in his arms.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any complaints of any nausea or vomiting.  He has been following up with Infectious Disease specialist as well as physician.  He denies any chest pain or shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.  He overall has been feeling better.  He has been working with therapy now.  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 below-knee amputation.
IMPRESSION:  (1).  Infected right hip prosthesis status post revision of the right total hip arthoplasty with antibiotic spacer implantation.  (2).  Type II diabetes mellitus.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Atrial fibrillation.  (6).  Cardiomyopathy. (7).  Chronic kidney disease. (8).  DJD. (9).  History of right BKA.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  Overall, he seems to be doing better.  He is happy.  We will continue his current medications.  Continue with the antibiotic.  He follows with the Infectious Disease.  Continue to monitor his 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:  Clifford Lush
DOS:  06/29/2022
DOB:  09/26/1953
HISTORY OF PRESENT ILLNESS:  Mr. Lush is seen in his room today for a followup visit.  He states that he is doing well.  He is sitting up in his chair having his breakfast.  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.  Case was discussed with the nursing staff who raised no new issues.
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).  Hypertension.  (2).  Hyperlipidemia.  (3).  Parkinson’s disease.  (4).  Paroxysmal atrial fibrillation.  (5).  Gastroesophageal reflux disease.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  We will continue current medications.  We will monitor his progress.  He was encouraged to do some exercises.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know.  No other complaints.
Masood Shahab, M.D.
PATIENT NAME:  Eleanore Karg
DOS:  06/24/2022
DOB:  03/04/1943

HISTORY OF PRESENT ILLNESS:  Ms. Karg is seen in her room today for a followup visit.  She seems to be doing better.  She denies any complaints of chest pain.  Denies any shortness of breath.  She is roaming the hallways.  She is on her wheelchair.  Overall, she feels better.  She occasionally complains of joint pain.  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.  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).  Hypertension.  (2).  Hyperlipidemia.  (3).  History of seizure disorder.  (4).  History of squamous cell cancer of the epiglottis.  (5).  History of developmental delay.  (6).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well overall.  Continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  We will continue current medications.  We will monitor her progress.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Sandra Diamond
DOS:  06/29/2022
DOB:  07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a presurgical clearance.  She is having revision of her right knee on Friday.  She has been having constant drainage and infection.  She has been on antibiotic for sometime.  She has seen Infectious Disease as well as orthopedic.  She is very keen in having her surgery done.  She is very anxious.  She has been complaining of pain.  She is tired of the constant drainage from the wound and pain.  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.  Systolic murmur grade 1-2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Right knee with slight swelling as well as tenderness. 
IMPRESSION:  (1).  Right knee wound status post right total knee arthroplasty.  (2).  Presurgical evaluation.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her EKG was ordered.  Labs have been ordered.  Her EKG did show left bundle branch block.  She has seen cardiology a couple of weeks ago.  I did have a discussion with Dr. __________ who explained to me that she is intermediate to high risk in view of all her medical problems, but in view of all her other medical issues, no aggressive measures have been taken.  She is not a prohibitive risk.  Discussed with the patient as well as her niece who understand the risk and are interested in pursuing the surgery.  I have cleared her for the surgery with the understanding that she would be intermediate to high risk.  She will continue other medications.  We will monitor her progress.  We will follow up on her workup.  We will check on her labs.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Darlene Bohn
DOS: 06/29/2022
DOB: 11/18/1929
HISTORY OF PRESENT ILLNESS:  Ms. Bohn is seen in her room today for a followup visit.  She has been somewhat depressed as well as tearful.  She wants to get out of the nursing facility and wants to go back either to her or her family’s home.  She denies any complaints of any chest pain, heaviness or pressure sensation.  She occasionally does complain of pain though she states that she does not need Dilaudid.  She overall otherwise has been eating well.  She denies any complaints of chest pain or shortness of breath.  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).  History of breast cancer.  (2).  Alzheimer’s dementia.  (3).  Generalized weakness.  (4).  History of osteoarthritis of the knees as well as the hip.  (5).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I had a long discussion with the patient.  I have suggested that we should consider trying a small dose of SSRIs.  We will start her on Zoloft.  We will see how she does.  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:  Georgia Collins
DOS: 06/30/2022
DOB:  05/06/1930
HISTORY OF PRESENT ILLNESS:  Ms. Collins is seen in her room today for a followup visit.  She overall seems to be doing better.  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.  No fever or chills.  Family has requested certain medications which were initiated.  They also wanted dexamethasone which was discussed that may weaken the bones and may not be the best option unless there was any other good reason for it.  She denies any other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Left hip fracture status post left hemiarthroplasty.  (2).  History of fall.  (3).  Advanced dementia.  (4).  Degenerative joint disease.  (5).  Hypothyroidism.  (6).  PAD. (7).  Essential tremor.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications and continue to work with PT/OT.  We will try to keep her pain free.  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.
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