PATIENT NAME:  Pamela Yenglin
DOS:  07/21/2022
DOB:  04/10/1949

HISTORY OF PRESENT ILLNESS:  Ms. Yenglin is a very pleasant 73-year-old female with a history of significant pain in the left hip, history of DVT and pulmonary embolism, history of atrial fibrillation – on Coumadin, history of breast cancer and severe osteoarthritis of the left hip, admitted for left hip total hip arthroplasty after failing on conservative management.  She underwent left total hip arthroplasty.  Postoperatively she developed footdrop.  The patient subsequently underwent revision arthroplasty of the hip and evacuation of possible hematoma, left total hip arthroplasty revision with repositioning of the acetabular component, more superior medial and reduction of the femoral head size.  She did improve postoperatively, but motor functioning was still 0/5.  She was put in a boot with AFO for ambulation was obtained.  The patient was subsequently doing better.  She was discharged from the hospital and admitted to WellBridge Rehabilitation facility.  At the present time, she states that she is feeling better.  She does complain of pain.  She does complain of numbness in her legs.  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.

PAST MEDICAL HISTORY:  Significant for DVT/pulmonary embolism, history of meningioma, gastroesophageal reflux disease, atrial fibrillation, hypertension, chronic low back pain, degenerative joint disease, malignant melanoma, hyperlipidemia, ischemic enteritis, and abdominal aneurysm.

PAST SURGICAL HISTORY:  Significant for brain surgery, breast biopsy, cardioversion, cholecystectomy, eye surgery, mastectomy, tonsillectomy and adenoidectomy, varicose vein ablation and stripping.

SOCIAL HISTORY:  Smoking none.  Alcohol none.
ALLERGIES:  CLINDAMYCIN.
CURRENT MEDICATIONS:  Tylenol, Coumadin, metoprolol, chlorthalidone, spironolactone, oxycodone, levothyroxine, and Coumadin.

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.  History of hypertension and hyperlipidemia.  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.   She does have history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological:  History of left foot drop post surgery, history of meningioma, history of brain surgery.  No history of TIA or CVA.   No history of seizures.  Musculoskeletal:  She complains of joint pain, history of back pain, and history of arthritis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Weight 207 pounds, blood pressure 117/74, temperature 97.2, pulse 61 per minute, respiration 17, and oxygen saturation 98%.  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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Left total hip arthroplasty.  (2).  History of DVT/PE.  (3).  History of atrial fibrillation.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Left foot drop.  (7).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted at WellBridge Rehabilitation facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will monitor her progress.  She will follow up with her surgeon.  If she has any other symptoms or complaints she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Janet Hyatt
DOS:  07/21/2022
DOB:  12/11/1948

HISTORY OF PRESENT ILLNESS:  Ms. Hyatt is a very pleasant 73-year-old female who presented to the emergency room after she had a fall.  The patient states that she tripped and fell.  She lied on the ground.  She denies hitting her head.  She was having some neck discomfort.  She was brought to the emergency room.  CT scan of the head and neck was done.  X-rays were also ordered.  X-ray was consistent with AC joint dislocation and most of her pain is at the proximal humeral fracture.  Orthopedic was consulted who recommended putting a sling and outpatient followup.  The patient was living alone at home.  In view of her acute fracture as well as swelling of the right knee, the patient and family were agreeable for admission to rehab.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she does complain of pain with movement of her shoulder.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for diabetes mellitus, hypertension, hyperlipidemia and degenerative joint disease.

PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  NAPROXEN, STATINS, AZITHROMYCIN, METFORMIN, and PENICILLIN.

CURRENT MEDICATIONS:  Tylenol, sertraline, magnesium, glimepiride, diltiazem, losartan, Ditropan, levothyroxine, amlodipine, and Norco.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  Complains of left shoulder/arm pain.  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:  She denies any history of any TIA or CVA.  No history of seizures.  Denies any focal weakness in the arms or legs.  Musculoskeletal:  Complains of pain in the left shoulder and left arm.  History of fall.  History of arthritis.  All other systems were reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs: Weight 220 pounds, blood pressure 153/80, temperature 97.8, pulse 90 per minute, respirations 18, blood sugar 246 pounds, and oxygen saturation was 97%.  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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Right shoulder/arm with sling.

IMPRESSION:  (1).  Fall.  (2).  Right humerus fracture.  (3).  Right AC joint dislocation.  (4).  Type II diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Major depressive disorder.  (8).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation facility.  We will continue current medications.  We will monitor her sugars.  We will consult physical and occupational therapy.  She will follow up with orthopedic surgeon.  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.

Masood Shahab, M.D.

PATIENT NAME:  Kathleen Juve
DOS:  07/21/2022
DOB:  12/15/1945

HISTORY OF PRESENT ILLNESS:  Ms. Juve is seen in her room today for a followup visit.  She states that she is doing much better.  Her symptoms have improved.  She is not having any nausea.  Denies any abdominal pain.  Overall, she has been eating better.  She has been working with therapy.  She has been drinking more fluids.  Denies any other symptoms.

PHYSICAL EXAMINATION:  General Appearance:  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).  Status post biliary drain placement.  (2). Hepatocellular carcinoma.  (3).  Diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Generalized weakness.  (7).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  She has been working with therapy.  Overall things seem to be improving.  We will continue current medications.  We will monitor her progress.  We will follow up on her workup.  We will check her sugars.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Diana Carroll
DOS:  07/21/2022
DOB:  09/03/1941

HISTORY OF PRESENT ILLNESS:  Ms. Carroll is seen in her room today for a followup visit.  She states that she is doing better.  She does complain of pain in her knees.  She denies any complaints of any recent fall.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.   Denies any nausea.  No vomiting.  Denies any diarrhea.  She states that the pain has mostly been when she is ambulating.  Denies any other symptoms.

PHYSICAL EXAMINATION:  General Appearance:  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).  Bilateral knee pain.  (2).  Compression fracture L4.  (3).  Radiculopathy.  (4).  Osteoporosis.  (5).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  Discussed with the patient about her symptoms.  We will get x-rays of her knees.  She will use Tylenol twice a day on a routine basis.  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.  I did have a talk with her daughter and explained to her about her condition.  I answered all questions.

Masood Shahab, M.D.

PATIENT NAME:  Barbara Lewis
DOS:  07/21/2022
DOB:  11/01/1942

HISTORY OF PRESENT ILLNESS:  Ms. Lewis is seen in her room today for a followup visit.  She does complain of pain in her knee.  She denies any complaints of chest pain.  Denies any fall.  Denies any headaches.  Denies any blurring of vision.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Right lower extremity swelling.  Right knee with dressing in place.

IMPRESSION:  (1).  Right knee prosthetic joint infection with MSSA.  (2).  Cellulitis.  (3).  Status post right knee I&D with poly-exchange.  (4).  Diabetes insipidus.  (5).  Chronic hyponatremia.  (6).  Neuropathy.  (7).  History of asthma/COPD.  (8).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  We will continue her on her antibiotics.  I have recommended that she follow up with her orthopedic surgeon as well as infectious disease doctor.  Her labs were reviewed.  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.

Masood Shahab, M.D.

PATIENT NAME:  James Downs
DOS:  07/21/2022
DOB:  12/06/1942

HISTORY OF PRESENT ILLNESS:  Mr. Downs is seen in his room today for a followup visit. He is getting ready to be discharged home.  He is trying to file an appeal for staying more and getting some more therapy.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He is weak and gets out of breath when he does any activity.  He has generalized weakness.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Systolic murmur grade 2/6 left sternal border was audible.  Lungs: Diminished breath sounds in the bases.  No wheezing.  Abdomen: Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1). Acute on chronic systolic and diastolic congestive heart failure.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Paroxysmal atrial fibrillation.  (5).  Chronic kidney disease.  (6).  History of CAD.  (7).  Hypothyroidism.  (8).  Generalized weakness.

TREATMENT/PLAN:  Discussed with the patient about his symptoms.  His labs were reviewed.  His BNP is elevated.  We will continue him on the Bumex.  He will follow up with cardiology.  Continue other medications.  Continue with physical therapy.  All his prescriptions were signed.  Home care as well as home PT/OT will be arranged.  If his appeal is approved, then he will stay here for therapy.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Jeanette Matlock
DOS:  07/21/2022
DOB:  04/20/1929

HISTORY OF PRESENT ILLNESS:  Ms. Matlock is seen in her room today for a followup visit.  She complains of pain in her knee.  She has been having a hard time weightbearing.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT: Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema both lower extremities.

IMPRESSION:  (1).  Right hip periprosthetic fracture.  (2).  Right hip hematoma.  (3).  History of fall.  (4).  Coronary artery disease.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  I have suggested that she follow up with orthopedic.  We will 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.

Masood Shahab, M.D.
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