PATIENT NAME:  Sally Rutkowski 
DOS:  07/12/2022
DOB:  05/29/1941
HISTORY OF PRESENT ILLNESS:  Ms. Rutkowski is a very pleasant 81-year-old female with a history of congestive heart failure, history of paroxysmal atrial fibrillation, who was admitted to the hospital with rapid ventricular rate.  She recently had cardioversion.  Subsequently, her systolic blood pressure dropped during the procedure.  She was started on pressor support with norepinephrine and then admitted to the hospital.  The patient was also felt to be in acute hypoxic respiratory failure with acute pulmonary edema.  She was given IV Lasix.  She was also given fluids.  TEE showed an ejection fraction of 26% with moderate LV global hypokinesis, grade III diastolic dysfunction, and moderate to severe mitral regurgitation.  She was also started on Apixaban.  The patient was being monitored.  She was subsequently weaned off the pressors.  The patient had one episode of hematochezia which resolved in the hospital.  Also, in the emergency room she was diagnosed with a 10 mm pulmonary nodule in the right lower lobe.  The patient was subsequently doing better.  She was discharged from the hospital and admitted to WellBridge for rehabilitation.  At the present time, she denies any complaints of chest pain.  She does complain of feeling tired and fatigued.  She denies any headache.  Denies any blurring of vision.  Denies any chest pain, heaviness or pressure sensation.  No palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints. 
PAST MEDICAL HISTORY:  Significant for congestive heart failure, atrial fibrillation, hypercholesterolemia, obstructive sleep apnea, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for hip arthroplasty/joint replacement surgery. 
ALLERGIES:  CONJUGATED ESTROGENS, LISINOPRIL, PENICILLIN, and SULFA ANTIBIOTICS.

CURRENT MEDICATIONS:  Coenzyme Q10, Tylenol, spironolactone, Lasix, atorvastatin, clopidogrel, Apixaban, bisoprolol, and amiodarone.
SOCIAL HISTORY:  Smoking – she quit smoking 27 years ago.  She also has used alcohol in the past, but not at the present time.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  She does have a history of congestive heart failure, history of cardiomyopathy, and history of atrial fibrillation.  Respiratory:  Denies any cough.  Denies any 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 fever or chills.  No other complaints.  Musculoskeletal:  She does complain of joint pains.  Neurologic:  She denies any history of TIA or CVA.  She complains of generalized fatigue.  No focal weakness in the arms or legs.  Musculoskeletal:  She does have a history of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Weight 201 pounds.  Blood pressure 97/66.  Temperature 97.9.  Pulse 100 per minute.  Respirations 18.  Oxygen saturation was 93%.  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.  Systolic murmur grade 1-2/6 left sternal border was audible.  Irregular rhythm.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Deconditioning.  (2).  Congestive heart failure.  (3).  Systolic and diastolic dysfunction.  (4).  Atrial fibrillation.  (5).  Cardiomyopathy.  (6).  Hypertension. (7).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will monitor her vitals.  We will check routine labs.  Continue other medications.  Consult 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:  Claudia O’Green
DOS:  07/13/2022
DOB:  09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She has just woken up from her sleep.  She states that she has been doing well.  Her daughter has noticed increase in shakes.  She also feels some shakiness.  She denies any complaints of any chest pain.  Denies any headache.  Denies any shortness of breath.  Denies any palpitations.  No nausea, vomiting, or diarrhea.  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).  Generalized shaking/tremors.  (2).  History of fall.  (3).  Insulin-requiring diabetes mellitus.  (4).  Bipolar disorder.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Morbid obesity. (8).  Degenerative joint disease. 
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will check routine labs including CBC, chemistry panel, TSH, and magnesium level.  We will decrease the dosage of divalproex to 250 mg twice a day.  We will monitor her progress.  We will follow up on her workup.  I did leave a message for the daughter.  We will try to contact her again tomorrow.  If she has any other symptoms or complaints, she will let the nurses know.  We will continue to monitor her sugars.  We will follow up on her workup.

Masood Shahab, M.D.
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