PATIENT NAME:  William Sear
DOS:  07/20/2022
DOB:  07/30/1941
HISTORY OF PRESENT ILLNESS:  Mr. Sear is a very pleasant 80-year-old male who was recently discharged from the facility.  He was at his home when he was complaining of left shoulder pain.  He presented to the emergency room with pain in his shoulder as well as redness at the site of the recent surgery.  He denies any fever or chills.  He was treated for subdeltoid abscess, which grew Serratia.  The patient was admitted to the hospital with infected left shoulder after recent rotator cuff surgery.  Orthopedic was consulted.  He was continued on his other medications.  The patient underwent incision and drainage of the left shoulder by orthopedic.  50 mL of necrotic tissue and old hematoma was expressed.  Purulence intermixed within the tissue and hematoma.  These were sent for aerobic and anaerobic cultures.  The wound was irrigated and debrided and the wound appeared to be free of further necrotic tissue and it was then closed with interrupted horizontal mattress Nylon sutures and dressing was done.  The patient was subsequently doing better.  He was continued on IV antibiotics.  The patient also did develop COVID-19 infection.  He did not require oxygen.  His PCR was positive.  He did have some urinary retention issues for which he was placed on Flomax and finasteride.  Foley was placed.  Recommended urology followup as outpatient.  Rest of his medical issues were stable.  He was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, he does complain of some pain in his shoulder; otherwise, he has been feeling good.  He denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, diabetes mellitus, chronic kidney disease stage III, gout, occipital neuralgia, chronic diastolic congestive heart failure, COPD, COVID-19 infection, chronic atrial fibrillation, hypothyroidism, coronary artery disease, benign prostatic hypertrophy, and complete heart block status post permanent pacemaker placement.

PAST SURGICAL HISTORY:  Significant for left rotator cuff surgery complicated by abscess formation, cataract surgery, transurethral resection of the prostate, tonsillectomy, permanent pacemaker placement, CABG, cardiac valve repair and vasectomy.

ALLERGIES:  SILICONE, SILK, METFORMIN, METOPROLOL, ALDACTONE, TETRACYCLINE, and TRIAMCINOLONE.
CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.

SOCIAL HISTORY:  Smoking – he stopped in 1956.  Alcohol – none.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have a history of coronary artery disease status post CABG, history of congestive heart failure as well as hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Does have history of COPD.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  He does have a history of BPH status post TURP and history of urinary retention status post Foley catheter.  Neurological:  He denies any history of TIA or CVA.  No history of seizures.  Musculoskeletal:  Complains of joint pains and history of left shoulder surgery status post abscess formation and status post I&D.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  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.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Left shoulder with dressing in place.
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IMPRESSION:  (1).  Left shoulder abscess status post infected hematoma status post I&D.  (2).  Non-severe COVID-19 infection.  (3).  Acute on chronic kidney disease.  (4).  Chronic hyponatremia.  (5).  Acute on chronic urinary retention.  (6).  Chronic congestive heart failure.  (7).  Hypertension.  (8).  History of coronary artery disease.  (9).  History of atrial fibrillation.  (10).  History of anemia.  (11).  Type II diabetes mellitus.  (12).  COPD.  (13).  DJD.  (14).  Hypothyroidism.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He will continue current medications.  He will follow up with his surgeon.  He will follow up with infectious disease doctor.  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:  Mary Lou Kramer
DOS:  07/22/2022
DOB:  02/11/1937
HISTORY OF PRESENT ILLNESS:  Ms. Kramer is a very pleasant 85-year-old female who was a resident at the Legacy Unit at Willows at Howell.  She suffered a fall and was having significant pain.  She was sent to the emergency room.  She suffered a right hip fracture.  She underwent surgery.  She was subsequently doing better and was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she is pleasantly confused.  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 dementia, hypertension, hyperlipidemia, degenerative joint disease, and a history of cardiac arrhythmia.

PAST SURGICAL HISTORY:  Significant for hip surgery, C-section and appendectomy.

ALLERGIES:  GLUTEN, PENICILLIN, and LACTOSE.

CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

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 cardiac arrhythmia and hypertension.  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:  Pleasantly confused.  History of dementia.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the EHR.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  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:  No edema.

IMPRESSION:  (1).  Status post fall.  (2).  Right hip fracture status post surgery.  (3).  Dementia.  (4).  Hypertension.  (5).  DJD.
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TREATMENT PLAN:  The patient admitted to Willows at Howell.  We will continue current medications.  We will 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:  Norman Snider
DOS:  07/25/2022

DOB:  11/13/1955

HISTORY OF PRESENT ILLNESS:  Mr. Snider is a very pleasant 66-year-old male who was sent from Willows to the hospital because of not feeling well.  He was admitted to the hospital.  He was admitted with bronchitis versus COPD exacerbation versus pneumonia.  He was felt to be in acute hypoxic respiratory failure secondary to acute on chronic diastolic congestive heart failure.  He was given IV Bumex and diuresed.  Cardiology was consulted.  He was continued on IV antibiotics for his right-sided infected prosthetic hip joint status post removal with washout and spacer placement.  He was seen by Infectious Disease who continued him on IV vancomycin and continued other medications.  He was subsequently doing better, was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, he states that he is feeling better.  He feels weak.  He denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.
For details of past medical history, surgical history, social history, medications, discharged.

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 swelling in the left lower extremity and right below-knee amputation.

IMPRESSION:  (1).  Viral upper respiratory infection/bronchitis, questionable pneumonia.  (2).  Congestive heart failure, acute on chronic.  (3).  Hyponatremia.  (4).  Right prosthetic joint infection.  (5).  Acute on chronic kidney disease.  (6).  Diabetes mellitus type II.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Anxiety.  (10).  History of paroxysmal atrial fibrillation.  (11).  Degenerative joint disease.

TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged to drink enough fluids.  We will monitor his progress.  We will monitor his weight.  Continue other medications.  We will check on his labs.  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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