PATIENT NAME:  Brenda Martel
DOS: 10/03/2022
DOB: 10/17/1953
HISTORY OF PRESENT ILLNESS:  Ms. Martel is a very pleasant 68-year-old female with history of subdural hematoma status post craniotomy and evacuation, history of acute traumatic subdural hematoma, history of aortic stenosis status post mechanical aortic valve placement, history of depression, hypothyroidism, history of low-grade follicular lymphoma as well as pancytopenia and history of GI bleed, as well as history of DVT and portal hypertension, was sent to the hospital because of headaches. The patient was evaluated.  She was at the hospital.  She fell from her wheelchair.  Her Coumadin was held for two weeks.  Repeat CT revealed resolution of the hematoma.  The patient was discharged from home.  The patient was brought to the emergency room after she had another episode of fall.  CT was unrevealing. MRI revealed T2 signal abnormality overlying the left frontal and parietal part of the sulcus concerning for infection versus inflammation.  Neurology was consulted.  Infectious Disease was also consulted.  The patient was initially started on vancomycin, cefepime and ampicillin, which did not support any acute bacterial meningitis.  Subsequently, antibiotics were discontinued.  Plan is for repeat MRI in six to eight weeks.  The patient’s Coumadin was resumed.  The patient was subsequently complaining of left knee pain.  She was treated conservatively.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she does complain of mild headache.  She does complain of knee pain, but 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:  See previous H&P from 09/01/22.
PAST SURGICAL HISTORY:  See previous H&P from 09/01/22.
CURRENT MEDICATIONS:  See previous H&P from 09/01/22.
SOCIAL HISTORY:  See previous H&P from 09/01/22.
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.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Systolic murmur as well as aortic valve click is audible. Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses are bilaterally symmetrical.

IMPRESSION:  (1).  History of fall.  (2).  Subdural hematoma.  (3).  History of mechanical aortic valve replacement.  (4).  Headaches.  (5).  Meningeal enhancement on MRI.  (6).  Subdural hematoma. (7).  Thrombophlebitis. (8).  Aortic stenosis status post mechanical aortic valve replacement. (9).  UTI. (10).  History of hypertension. (11).  Hypothyroidism. (12).  Depression.  (13).  Low-grade follicular lymphoma.  (14).  Normocytic anemia.  (15).  Pancytopenia.  (16).  History of lower GI bleed.  (17).  History of cirrhosis of the liver with portal hypertension.  (18).  Left knee pain.  (19).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult an occupational therapy.  She was encouraged to eat better.  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:  Robert Batten
DOS: 10/03/2022
DOB: 12/14/1937
HISTORY OF PRESENT ILLNESS:  Mr. Batten is a very pleasant 84-year-old male with history of Parkinson’s disease, history of coronary artery disease status post percutaneous intervention, history of hypertension, hyperlipidemia, degenerative joint disease, admitted to the hospital with abdominal pain as well as multiple status changes.  He was found to have urolithiasis.  Foley catheter was placed.  Urology was consulted.  The patient did spike temperature in the hospital and was found to have UTI likely associated with Foley catheter.  He was treated with antibiotics.  Psychiatry was also consulted in view of his delirium and expressive aphasia as well as tangential speech.  He was started on Lexapro.  Neurology was also consulted.  MRI was ordered, was negative for any acute CVA.  He was subsequently started on Seroquel at night for his agitation.  The patient became very sedated so Seroquel was discontinued.  The patient has a CT scan of the abdomen and pelvis which did show 2 mm non-obstructing calculus in the distal left ureter.  The patient was started on Flomax. Foley catheter was placed because of urinary retention.  The patient was continued on IV antibiotics.  The patient was subsequently switched to oral antibiotic and discharged back to WellBridge.  At the present time, he is sitting up in the wheelchair.  He denies any complaints of abdominal pain.  Denies any headaches.  Denies any chest pain.  No shortness of breath.  Denies any palpitations.  No nausea, vomiting, or diarrhea.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Pupils are equal, round, and react to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  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).  Urinary retention.  (2).  Kidney stones/urolithiasis.  (3).  Expressive aphasia.  (4).  Mental status changes.  (5).  Parkinson’s disease.  (6).  Hypokalemia. (7).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  He was encouraged to eat better and drink enough fluids.  He will follow up with the urologist.  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:  Joseph Hall
DOS: 10/05/2022
DOB: 07/07/1945
HISTORY OF PRESENT ILLNESS:  Mr. Hall is a very pleasant 77-year-old male with history of hypertension, macular degeneration, and UTI, was admitted to the hospital because of abdominal pain and urinary tract obstruction because of a stone.  He underwent the right cystoscopy with ureteral stent placement, subsequently developed chest pain.  Initial troponins were elevated with EKG showing normal sinus rhythm with no ST-T wave changes.  Repeat EKG showed new T-wave changes along with elevation of his troponins.  Cardiology was consulted.  The patient underwent cardiac catheterization which demonstrates multi-vessel disease.  Subsequently, cardiothoracic surgery was consulted and he underwent CABG.  The patient was subsequently doing better but was felt to be weak.  He was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he denies any complaints of chest pain.  He denies any shortness of breath.  He does complain of feeling weak.  Denies any headaches.  Denies any nausea, vomiting, or diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for coronary artery disease, atrial fibrillation/flutter, hypertension, hyperlipidemia, carotid artery stenosis, and renal urolithiasis.
PAST SURGICAL HISTORY:  Significant for CABG and eye surgery.
ALLERGIES: No known drug allergies.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – quit in 1982. Alcohol – occasionally.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have history of coronary artery disease status post CABG and 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.  Genitourinary:  He does have history of kidney stones status post stent placement.  Neurological:  Denies any history of TIA or CVA.  Denies any history of seizures.  Denies any focal weakness in the arms or legs.  Musculoskeletal:  He does complain of arthritis and history of degenerative joint disease. 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.  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.

IMPRESSION:  (1).  Coronary artery disease status post CABG, postop atrial fibrillation.  (2).  Renal urolithiasis.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  History of diverticulosis.  (6).  DJD.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  I have encouraged him to participate with therapy.  Continue current 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.
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