PATIENT NAME:  Lori Boutell
DOS: 08/08/2022
DOB: 03/10/1958
HISTORY OF PRESENT ILLNESS:  Ms. Boutell is seen in her room today for a followup visit.  She states that she has been doing better.  She does complain of pain in her joints.  She does have neuropathy.  She states that she was on gabapentin three times a day, but since her hospital discharge *________* reason she was switched to once a day.  She was wondering if we can increase her dosage since she is having more pain as well as numbness in her legs.  She denies any complaints of chest pain.  Denies any heaviness or pressure sensation.  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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Right shoulder pain with history of kidney stones.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Chronic kidney disease.  (5).  Chronic back pain.  (6).  Neuropathy. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will increase her gabapentin to twice a day and see how she responds to it.  We will continue other medications.  We will monitor her progress.  Encouraged her to ambulate and work with physical 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:  Michaelina Brown
DOS: 08/08/2022
DOB: 07/15/1942
HISTORY OF PRESENT ILLNESS:  Ms. Brown is seen in her room today.  She is a very pleasant 80-year-old female.  She was visiting in Canada where she unfortunately suffered a fall subsequently resulting in left hip fracture.  She was admitted to the hospital then.  She has a history of renal transplantation as well as hypertension, chronic back pain, and peripheral vascular disease.  She underwent surgery.  She was subsequently doing better.  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 feeling a lump in her left buttock area.  She denies any complaints of any pain or discomfort.  She has not noticed it before.  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.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, osteoarthritis, osteoporosis, peripheral vascular disease, chronic back pain, and history of renal transplant secondary to renal failure.
PAST SURGICAL HISTORY:  Significant for renal transplant surgery, stent placement in the right leg, and right total hip arthroplasty.
SOCIAL HISTORY:  Smoking – she smokes half a pack of cigarettes a day for over 60 years.  Alcohol – occasionally.  No other drugs.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
ALLERGIES: CONTRAST DYE, PENICILLIN and TETANUS TOXOID.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  No history of CAD.  She does have history of hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of nicotine dependence and history of emphysema/COPD.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  She does have history of renal failure status post renal transplant.  Neurological:  Denies any history of TIA or CVA.  No history of seizures.  Denies any focal weakness in the arms or legs.  Musculoskeletal:  She does complain of joint pain and history of back pain.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and documented in EHR.  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.  Left buttock:  There is lump with mild tenderness in the buttock area.
IMPRESSION:  (1).  Hip fracture status post surgery.  (2).  Hypertension.  (3).  Anemia.  (4).  Hyperlipidemia.  (5).  Chronic kidney disease status post renal transplant.  (6).  Chronic back pain. (7).  Degenerative joint disease. (8).  Left buttock lump.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  She will bring in lab orders from her physician which would be done weekly.  We will continue other medications.  We will consult physical and occupational therapy.  We will get an ultrasound on the lump and her left buttock.  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.  The patient does not resuscitate.
Masood Shahab, M.D.
PATIENT NAME:  Helen Haskin
DOS: 08/08/2022
DOB: 07/02/1926
HISTORY OF PRESENT ILLNESS:  Ms. Haskin is a very pleasant 96-year-old female with history of hypothyroidism, peptic ulcer disease, gastroesophageal reflux disease, diabetes mellitus diet controlled, and hypertension.  She recently suffered a fall.  She was complaining of left lower extremity pain.  She was brought to the emergency room where she was diagnosed with a proximal tibia-fibula fracture.  She was immobilized and discharged to independent living.  They were unable to provide the care at the residence where she was living.  She was subsequently admitted to the hospital.  The patient was stable hemodynamically.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she does complain of pain in her legs.  She has been immobilized.  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 acute blood loss anemia, allergic rhinitis, dermatitis, type II diabetes mellitus diet controlled, history of right total hip arthroplasty with dislocation, hyperparathyroidism, hypertension, hypothyroidism, degenerative joint disease, rosacea, peptic ulcer disease, hypothyroidism, and urinary incontinence.
PAST SURGICAL HISTORY:  Significant for cataract surgery and hip replacement surgery.
ALLERGIES: CODEINE, SULFATE and STATINS.
CURRENT MEDICATIONS:  Reviewed and as documented in 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.  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.  She does have history of peptic ulcer disease and history of GERD.  Genitourinary:  No complaints except for incontinence of urine.  Neurological:  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  No history of seizures.  Musculoskeletal:  She does complain of joint pains, history of fall, history of arthritis/degenerative joint disease.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in 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. Left lower leg with immobilizer cast.

IMPRESSION:  (1).  History of fall.  (2).  Closed left tibia/fibula fracture.  (3).  Hypothyroidism.  (4).  Gastroesophageal reflux disease.  (5).  Hypertension.  (6).  History of degenerative joint disease. (7).  Diabetes mellitus diet controlled.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will consult physical and occupational therapy.  She is non-weightbearing left lower extremity.  We will continue the same.  She will follow up with her orthopedic surgeon.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  The patient is full code/CPR.

Masood Shahab, M.D.
PATIENT NAME:  Peggy Haynes
DOS: 08/08/2022
DOB: 06/29/1932
HISTORY OF PRESENT ILLNESS:  Ms. Haynes is a very pleasant 90-year-old female with history of diabetes mellitus, hypertension, and debility who was admitted to the hospital after she suffered a fall.  She was being pushed in the wheelchair.  Her left foot dropped and caught the rug and she was thrown out of the chair.  She was complaining of left leg pain.  Denies hitting her head.  Denies loss of consciousness.  She was seen in the emergency room.  Lab workup and imaging show left femur fracture.  She underwent surgery for a femur fracture.  She was subsequently doing better.  She was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  She does complain of pain with movement of her legs.  No other complaints.

PAST MEDICAL HISTORY:  Significant for diabetes mellitus, hypertension, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for lumbar spine surgery and hysterectomy.
ALLERGIES: CEPHALEXIN.
CURRENT MEDICATIONS:  Reviewed and as documented in 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.  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:  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of fall, history of arthritis, and history of back pain.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in 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 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Fall.  (2).  Left femur fracture status post surgery.  (3).  Hypertension.  (4).  Diabetes mellitus.  (5).  Hyperlipidemia.  (6).  DJD.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will follow up with her surgeon.  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.
PATIENT NAME:  Ralph Reid
DOS: 08/08/2022
DOB: 03/30/1929
HISTORY OF PRESENT ILLNESS:  Mr. Reid is seen in his room today for a followup visit.  He states that he has been having swelling of his lower extremities.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  No nausea, vomiting or diarrhea.  He states that he has had some swelling before, but it is much worse 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:  2+ pitting edema both feet.

IMPRESSION:
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have encouraged him to keep his legs elevated, cut back on salty food.  We will start him on Lasix 20 mg once a day.  Pressure stocking is also recommended.  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:  Delia Spaller
DOS: 08/08/2022
DOB: 04/21/1945
HISTORY OF PRESENT ILLNESS:  Mrs. Spaller is a very pleasant 77-year-old female with history of DVT on Eliquis, history of TIA, coronary artery disease, history of congestive heart failure, remote history of mesenteric lymphoma, hypothyroidism, insulin-dependent diabetes mellitus, hypertension, and hyperlipidemia who was admitted to the hospital with complaints of shortness of breath.  She states that she has been short of breath for sometime, but lately it has been much worse.  She ambulates with the help of a walker.  Denies any chest pain, heaviness or pressure sensation.  Denies any palpitations.  No fever or chills.  No nausea, vomiting, or diarrhea.  No other complaints.  The patient was diagnosed with left lower lobe consolidation with acute respiratory failure requiring oxygenation.  Also her kidney function was diminished.  She was continued on other medications.  She was diuresed.  She was noticed to have pleural effusion for which thoracentesis was done.  She has been feeling somewhat better.  No other complaints.
PAST MEDICAL HISTORY:  Significant for diabetes mellitus, hypertension, hyperlipidemia, history of DVT, history of pleural effusion, obesity, transient ischemic attack and acute kidney injury.
PAST SURGICAL HISTORY:  Significant for thoracentesis, removal of spinal neurostimulator, laparoscopic cholecystectomy, spine surgery, and laminectomy.
ALLERGIES: FENTANYL, AUGMENTIN, BACTRIM, CIPRO, DARVOCET, IMDUR, LIPITOR, *___________*, VICODIN, ACYCLOVIR, AZITHROMYCIN, BARIUM SULFATE, FAMCICLOVIR, METRONIDAZOLE, MINOCYCLINE, PENICILLIN, TETRACYCLINE, and TRAMADOL.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – occasionally.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  She complains of shortness of breath with history of congestive heart failure, history of coronary artery disease, hypertension, and hyperlipidemia.  Respiratory:  Complaining of shortness of breath.  Denies any cough.  Denies any pain with deep inspiration.  History of pleural effusion.  History of CHF.  History of respiratory failure requiring oxygenation.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  Denies any history of CVA.  She does have history of TIA.  Denies any focal weakness in the arms or legs.  Musculoskeletal:  She does complain of joint pain, history of back pain, history of spinal stimulator placement subsequently removal.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in 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 audible.  Lungs:  Scattered rhonchi bilaterally.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities: No edema.

IMPRESSION: (1). Pneumonia. (2). Respiratory failure acute on chronic. (3). Acute kidney injury. (4). History of fall. (5). History of DVT. (6). Coronary artery disease. (7). Hypertension. (8). Hyperlipidemia. (9). History of congestive heart failure with preserved ejection fraction. (10)  Type II diabetes mellitus.
TREATMENT PLAN: Discussed with the patient about her symptoms. We will continue current medications. We will consult physical and occupational therapy. She was encouraged to work with therapy, try to build her endurance. Continue other medications. We will follow up with her cardiologist as well as pulmonologist. Continue other meds. 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:  Stephen Ridal
DOS: 08/08/2022
DOB: 12/29/1941
HISTORY OF PRESENT ILLNESS:  Mr. Ridal is seen in his room today for a followup visit.  He states he is doing better.  He does complain of his hand joints bothering him.  He does complain of having arthritis.  He denies any complaints of chest pain.  He denies any shortness of breath.  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).  Generalized weakness.  (2).  Type II diabetes mellitus.  (3).  Peripheral neuropathy.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue current medications.  He was encouraged to use Tylenol.  Continue other medications.  Work with physical 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.
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