PATIENT NAME:  Mark Strach
DOS: 08/17/2022
DOB: 11/20/1949
HISTORY OF PRESENT ILLNESS:  Mr. Strach is seen in his room today for a followup visit.  He is staying in his bed.  He is still having his dinner.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever of chills.  He does complain of some drainage from his eyes.  It is clear.  He denies any blurring of vision.  He states that he does have cataracts, needs to see an eye doctor but since the COVID he has not been able to do that.  Denies any other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was 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:  Chronic edema both lower extremities.

IMPRESSION:  (1).  History of multiple sclerosis.  (2).  Anemia.  (3).  History of muscular dystrophy.  (4).  Allergic rhinitis.  (5).  Chronic kidney stones.  (6).  Anxiety/Depression.  (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable.  We will continue current medications.  We will suggest allergy eye drops.  We will 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:  Lori Boutell
DOS: 08/16/2022
DOB: 03/10/1958
HISTORY OF PRESENT ILLNESS:  Ms. Boutell is seen in her room today for a followup visit.  She has some swelling of her lower extremities.  She states that she has been keeping her legs elevated.  She is doing much better.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She states that she had been otherwise doing well.  Her shoulder has improved.  She is working with therapy.  Denies any 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:  Minimal swelling both feet.

IMPRESSION:  (1).  Lower extremity swelling.  (2).  Right shoulder pain improved.  (3).  History of kidney stones.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Chronic kidney disease.  (7).  Chronic back pain.  (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have encouraged her to keep her legs elevated, also cut back on salt intake.  We will monitor her progress.  Continue other medications.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Ronald Erickson
DOS: 08/16/2022
DOB: 05/23/1940
HISTORY OF PRESENT ILLNESS:  Mr. Erickson is seen in his room today for a followup visit.  He is sleepy somewhat. His wife is present who states that he has been little bit more confused, has been sleeping during the daytime, has been up at night yelling.  She was wondering if he can get something to help sleep.  Also has been tolerating his diet better. Now he is not much having diarrhea though he is somewhat more confused lately and has been more weak.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Poor inspiratory effort.  Otherwise clear.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Confusion.  (2).  Excessive sleepiness.  (3).  History of generalized weakness.  (4).  PEG tube placement.  (5).  History of aspiration pneumonia.  (6).  History of disc bulging.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  CAD.  (10).  History of CHF.  (11).  Chronic kidney disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will check labs.  Also we will do urinalysis.  Use Xanax as needed at h.s. to help him sleep.  We will monitor his progress.  We will continue other medications.  We will follow up on his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Robert Batten
DOS: 08/16/2022
DOB: 12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is seen in his room for a followup visit.  He states that he has been doing well.  He does complain of having some tooth issues.  Has been seen a dentist.  He denies any complaints of chest pain. Denies any shortness of breath.  Denies any palpitation.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was 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).  Parkinson’s disease.  (2).  Toothache.  (3).  Depressive disorder.  (4).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable and doing well.  I have suggested to see a dentist regarding his dental issues.  Continue other medications.  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:  Claudia Ogreen
DOS: 08/16/2022
DOB: 09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. Ogreen is seen in her room today for a followup visit.  She states that she has some diarrhea, but today she is doing better.  She denies any complaints of any abdominal pain or discomfort.  Denies any nausea.  No vomiting.  She does complain of being very anxious.  She denies any blood in her stools.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Examination was 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:  Chronic edema both lower extremities.

IMPRESSION:  (1).  Diarrhea.  (2).  Generalized anxiety disorder.  (3).  Hypothyroidism.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD.  (7).  Morbid obesity.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that she eat more fiber.  Avoid spicy and greasy foods.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  If her symptoms persist, we will have stool studies done.  She had ammonia level drawn, which was within the normal range.  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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