PATIENT NAME:  James Downs
DOS:  07/18/2022
DOB:  12/06/1942
HISTORY OF PRESENT ILLNESS:  Mr. Downs is a very pleasant 79-year-old male with a history of congestive heart failure with preserved ejection fraction, history of atrial fibrillation, hypertension, chronic kidney disease, and coronary artery disease status post PCI, history of aortic aneurysm, history of type A dissection status post hemi-arch replacement and endovascular thoracic arch and proximal descending aortic aneurysm repair.  He was admitted to the hospital with near syncopal episode.  He fell hitting his head on the counter.  He was brought to the emergency room.  He has been complaining of nausea, vomiting and diarrhea as well as abdominal bloating.  The patient was admitted to the heart failure unit, was given IV Lasix.  He was also given lactated ringers because of hypertension.  He was also suspected to have interstitial lung disease.  He has a history of pulmonary hypertension.  He was given frequent nebulized breathing treatments.  His Coumadin was held because of elevated INR.  He was followed by cardiology.  He was being monitored.  He subsequently was doing better.  He was ambulated with the help of physical therapy.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he denies any complaints of chest pain.  He does complain of shortness of breath with exertion.  He also feels tired and fatigued.  He denies any complaints of headache.  Denies any blurring of vision.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for coronary artery disease, congestive heart failure, abdominal aortic aneurysm, hypertension, hyperlipidemia, hypothyroidism, neuropathy, thrombocytopenia, and history of CVA.
PAST SURGICAL HISTORY:  Significant for abdominal aortic aneurysm repair, aortic arch aneurysm reconstruction, appendectomy, cardiac surgery, cardiac catheterization, shoulder surgery, and tonsillectomy.
ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Tylenol, Coumadin, magnesium, gabapentin, torsemide, atorvastatin, omeprazole, loratadine, fluticasone, metoprolol, allopurinol, potassium chloride, clopidogrel, diltiazem, trazodone, cholecalciferol, vitamin B12, cefpodoxime, and levothyroxine.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  He does have history of coronary artery disease, history of congestive heart failure, history of thoracic and abdominal aneurysm, and history of atrial fibrillation.  Respiratory:  Denies any chest pain.  Denies any pain with deep inspiration.  Denies any history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He does have history of GERD and history of diarrhea.  Genitourinary:  No complaints.  Musculoskeletal:  He complains of joint pains and generalized weakness.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Weight 160 pounds.  Blood pressure 118/73.  Temperature 97.6.  Pulse 72 per minute.  Respirations 18.  Oxygen saturation was 100%.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.
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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.  Lungs:  Diminished breath sounds in the bases.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Congestive heart failure, combined systolic and diastolic.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Paroxysmal atrial fibrillation.  (5).  Chronic kidney disease.  (6).  Coronary artery disease. (7).  Benign prostatic hypertrophy.  (8).  History of TIA.  (9).  GERD.  (10).  DJD. (11).  Depressive disorder.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will check routine labs.  We will consult physical and occupational therapy.  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:  Jeffrey Long
DOS:  07/18/2022
DOB:  11/08/1962
HISTORY OF PRESENT ILLNESS:  Mr. Long is a very pleasant 59-year-old male with a history of seizures, hyperlipidemia, history of mild intellectual disability, was admitted to the hospital with left leg pain after he suffered a fall.  He denies losing any consciousness.  He denies being dizzy or lightheaded.  Denies any chest pain or shortness of breath.  Denies any loss of bladder or bowel control.  He was seen in the emergency room.  CT scan of the left lower extremity showed an acute nondisplaced fracture in the third and fourth metatarsal bases and displaced intraarticular fracture of the navicular and medial cuneiform bone.  The patient was admitted to the hospital.  He was seen by orthopedic.  The patient was recommended non-weightbearing.  *__________* was recommended.  Admitted to the hospital.  The patient was not recommended any surgery.  He was otherwise doing better.  He was continued on his home seizure medications.  He was gradually doing better.  He was discharged from the hospital after ortho recommended followup in the office in two weeks’ time.  The patient was admitted to WellBridge Rehabilitation Facility.  At the present time, he denies any complaints of chest pain or shortness of breath.  He does complain of pain in his leg.  Denies any headaches.  No blurring of vision.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for intellectual disability, history of seizures, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for gastric surgery as well as ankle fracture repair.
ALLERGIES:  BEE POLLEN, ADHESIVE TAPE, and LATEX.

CURRENT MEDICATIONS:  Cholecalciferol, aspirin, vitamin D3 and calcium supplement, Vimpat, Tylenol, lamotrigine, clobazam, citalopram, Tylenol, fiber supplement, *__________*, calcium carbonate, multivitamin, and Keppra.
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SOCIAL HISTORY:  Smoking – none.  Alcohol – none.  He used to drink alcohol before.

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.  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 history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  History of seizures, otherwise unremarkable.  Musculoskeletal:  He complains of joint pains, history of fall, history of fracture of the third and fourth metatarsal.

PHYSICAL EXAMINATION:  Vital Signs:  Weight 159.6 pounds.  Blood pressure 93/56.  Temperature 98.1.  Pulse 74 per minute.  Respirations 16.  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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  
IMPRESSION:  (1).  Left foot fracture.  (2).  History of seizures.  (3).  Degenerative joint disease.  (4).  Hyperlipidemia.  (5).  Sleep apnea.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  He will follow up with orthopedic as scheduled.  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.
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