PATIENT NAME:  Judith Giegler
DOS: 09/22/2022
DOB: 06/19/1947
HISTORY OF PRESENT ILLNESS:  Ms. Giegler is a very pleasant 75-year-old female with history of neck surgery, laminectomy status post C3-C7 laminectomy, history of atrial fibrillation on Xarelto, type II diabetes mellitus on insulin, hypertension, hyperlipidemia, bilateral total knee arthroplasty, history of rheumatoid arthritis who was admitted to the hospital after she suffered a fall injured her knee. She was having significant pain and was unable to ambulate herself.  She denies any complaints of chest pain or shortness of breath.  She does complain of weakness.  She has been complaining of significant pain in her knees.  She denies any other symptoms.  She was admitted to the hospital.  She was diagnosed with heme arthrosis.  Orthopedic was consulted, was not recommended to have any surgery and risk of infection.  She *________* was on hold.  She was doing better, but still having significant pain and weakness.  She was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she does have significant swelling as well as pain in her knees.  She denies any complaints of chest pain.  She denies any 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 atrial fibrillation, hypertension, hyperlipidemia, type II diabetes mellitus, history of coronary artery calcification, benign positional vertigo, history of COVID-19, history of chronic diarrhea, history of DVT, history of degenerative joint disease, history of multiple nodules of the lungs, history of peripheral neuritis, and history of lymphoma.
PAST SURGICAL HISTORY:  Significant for appendectomy, back surgery, neck surgery, cataract surgery, cholecystectomy, laparoscopic gastric banding, tonsillectomy, and bilateral knee arthroplasty.
ALLERGIES: AMOXICILLIN, HYDROCODONE, KETOROLAC, TORADOL, VICODIN, and ADHESIVE TAPE.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – unknown.  Alcohol – occasionally.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  She does have history of coronary artery calcification.  History of hypertension, hyperlipidemia and atrial fibrillation. Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Denies any history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  She does have history of gastric banding and history of GERD.  Genitourinary:  No complaints.  Neurological:  Denies any history of TIA or CVA.  She does have history of peripheral neuritis.  No history of seizures. Musculoskeletal: She does complain of joint pain, history of arthritis, and history of neck and back surgery.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Neck:  Cervical collar in place.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Mild edema both lower extremities.  Knee is swollen with slight redness, bruising and tender.
IMPRESSION:  (1).  Fall.  (2).  Left knee heme arthrosis.  (3).  Hypertension.  (4).  Atrial fibrillation.  (5).  Type II diabetes mellitus.  (6).  Rheumatoid arthritis. (7).  Hyperlipidemia. (8).  Restless leg syndrome. (9).  Chronic venous insufficiency. (10).  DJD.
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TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  Keep legs elevated.  Apply ice.  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.  The patient is full code.
Masood Shahab, M.D.
PATIENT NAME:  John Heinonen
DOS: 09/23/2022
DOB: 06/14/1939
HISTORY OF PRESENT ILLNESS:  Mr. Heinonen is a very pleasant 83-year-old male with history of multiple myeloma on chemotherapy, history of hypertension, peptic ulcer disease, history of anxiety/depression, chronic kidney disease, degenerative joint disease, admitted to the hospital with complaints of fever, cough, and shortness of breath.  He was admitted to the hospital with multifocal pneumonia.  He was diagnosed with pneumocystic pneumonia.  He was treated with cefepime and Flagyl as well as atovaquone.  Infectious Disease were consulted and recommended complete three-week course of atovaquone.  Subsequently, he was recommended to be transitioned to 1500 mg daily for prophylaxis for immunosuppression.  The patient was also given IV fluids.  Foley catheter was placed.  He was subsequently doing better.  He was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  He was also found to have pathological cervical spine fracture for which neurosurgery recommended a C-collar.  No further intervention was recommended.  He was also diagnosed with congestive heart failure, diastolic dysfunction, was gently diuresed.  His chemotherapy was stopped.  He was recommended follow up with his oncologist as an outpatient.  The patient as mentioned was admitted to Willows at Howell for rehabilitation.  At the present time, he does complain of feeling weak.  He denies any complaints of chest pain.  He does complain of some shortness of breath.  He denies any complaints of any nausea or vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for multiple myeloma, hypertension, peptic ulcer disease, depression, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for endovascular repair of abdominal aortic aneurysm, cholecystectomy, and left cataract extraction.
ALLERGIES: AUGMENTIN.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – stopped in 1996.  Alcohol – none.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  He does complain of shortness of breath.  He does have history of congestive heart failure.  No history of MI or CAD.  Respiratory:  He does complain of cough as well as some shortness of breath.  He denies any pain with deep inspiration.  He was diagnosed with multifocal pneumonia as well as pneumocystic pneumonia in the hospital.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He does have history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  He complains of generalized weakness.  Denies any history of TIA or CVA.  Denis any history of seizure.  Musculoskeletal:  He does complain of joint pains, history of neck pain as well as back pain.  No other complaints.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  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.  *_______* symmetrical.  Neurological:  The patient is awake and alert, moving all four extremities.  No focal deficit.
IMPRESSION:  (1).  Multifocal pneumonia.  (2).  Pneumocystic carinii pneumonia.  (3).  History of multiple myeloma.  (4).  Immunocompromised.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Depression. (8).  Peptic ulcer disease. (9).  Chronic pain. (10).  Chronic kidney disease. (11).  DJD.
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TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will check routine labs.  We will consult physical and occupational therapy.  Encouraged to use incentive spirometry.  Continue other medications.  Routine labs will be checked.  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:  Carol Bryant
DOS: 09/19/2022
DOB: 11/07/1933
HISTORY OF PRESENT ILLNESS:  Ms. Bryant is a very pleasant 88-year-old female with history of pulmonary hypertension, history of cervical stenosis of the spine, acquired hypothyroidism, history of anemia, essential hypertension, history of chronic osteomyelitis in the thigh, history of atrial fibrillation on anticoagulation, admitted to the hospital after she suffered a fall.  She denies hitting her head.  She did not lose consciousness.  She was brought to the emergency room.  She was diagnosed with bilateral sacral ala fractures.  She had CT scan of the head which showed no acute brain injury.  CT spine was also unremarkable.  CT chest, abdomen and pelvis was done, which showed sacral ala fracture of superior anterior pubic rami fracture.  She was admitted to the hospital.  She was evaluated with no therapy.  Pain was controlled.  She was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she does complain of pain.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  She had an echocardiogram done which did show severely elevated pulmonary arteries systolic pressures.  At the present time, she is feeling weak but complaints of pain.  Denies any chest pain or shortness of breath.  No palpitations.  No nausea. No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  As mentioned.
PAST SURGICAL HISTORY: Breast biopsy, cholecystectomy, and right thigh abscess surgery.
ALLERGIES: No known drug allergies.
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.  She does complain of shortness of breath, history of pulmonary hypertension, history of hypertension as well as hyperlipidemia.  Respiratory:  She does complain of shortness of breath.  Denies any cough.  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 complains of generalized weakness and history of fall.  Musculoskeletal:  She does complain of joint pain, history of falls, and history of sacral ala and pubic rami fractures.  All other systems are reviewed and found to be negative.

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).  Atrial fibrillation.  (3).  Bilateral sacral ala fracture.  (4).  Superior and inferior pubic rami fracture. (5).  Pulmonary hypertension.  (6).  Anemia. (7). Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  She has multiple bruising.  She will continue her current medications.  We will consult physical and occupational therapy.  Keep her legs elevated.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  Routine labs will be checked.  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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