PATIENT NAME:  Louise Youmans
DOS:  10/06/2022
DOB:  07/29/1931

HISTORY OF PRESENT ILLNESS:  Ms. Ioumans is a very pleasant 91-year-old female who was brought to the emergency room after the family found her on the floor.  The patient was seen in the emergency room.  She was not sure how she fell.  Not sure if there was loss of consciousness.  The patient was taking blood thinners.  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.  CT imaging of the brain and cervical spine showed no acute abnormalities.  Arthritic changes were seen in the cervical spine.  X-rays of the hip and pelvis showed no acute bony abnormalities.  Significant arthritic changes again present.  Labs today show 1+ blood in the urine with no other signs of infection.  The patient was discharged home.  The patient was recommended to go to subacute rehab.  The patient was subsequently discharged from the hospital and admitted to WellBridge of Brighton at the present time.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea and no vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY: Has been significant for atrial fibrillation, history of dementia.

PAST SURGICAL HISTORY: Has been significant for pacemaker placement, cholecystectomy, hysterectomy, and thyroid surgery.

SOCIAL HISTORY: Smoking none.  Alcohol none.

ALLERGIES: Codeine, iodine, morphine, Dilantin, Dilaudid, and sulfa antibiotics.

CURRENT MEDICATIONS: Reviewed and as documented in the EHR.

REVIEW OF SYSTEM: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory:  He 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: Denies any complaints of blood in the urine.  Denies any history of burning.  No history of kidney stones.  Musculoskeletal: She does complain of joints pain, history of arthritis, and history of falls.  Neurological: She denies any history of TIA or CVA.  She does have history of cognitive deficits/dementia.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs reviewed and is documented in the 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 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.

IMPRESSION:  (1).  Metabolic encephalopathy.  (2).  History of TIA.  (3).  Atrial fibrillation.  (3).  History of breast cancer.  (4).  History of fall.  (5).  History of permanent pacemaker placement.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will consult physical and occupational therapy.  Continue other medications.  We will monitor her progress.  We will followup 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:  Thomas Brownlie
DOS:  10/06/2022
DOB:  02/27/1928

HISTORY OF PRESENT ILLNESS:  Mr. Brownlie is a very pleasant 94-year-old male with history of persistent atrial fibrillation, coronary artery disease, status post MI status post stent placement, history of dementia, hypertension, and hyperlipidemia admitted to the hospital with slurring of speech as well as noted to be agitated and felt to be having worsening dementia.  The patient is unable to give much information.  Most of the information is from the hospital chart as well as hospital notes and his son.  The patient was evaluated at the hospital.  Speech evaluation was done and it was felt that he has progression of his dementia.  He was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he is lying in his bed somewhat sleepy and confused.  Denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY: Has been significant for anemia, atrial fibrillation, coronary artery disease status post MI, gastroesophageal reflux disease, hypertension, hyperlipidemia.

PAST SURGICAL HISTORY: Has been significant for appendectomy, cholecystectomy, and skin cancer surgery.

SOCIAL HISTORY: Smoking none.  Alcohol none.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Reviewed and as documented in the EHR.

REVIEW OF SYSTEM: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have history of coronary artery disease, history of MI status post stent placement.  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 history of kidney stones.  Denies any history of UTI.  Musculoskeletal: Complains of joint pain and history of arthritis. Neurological: Has history of dementia.  No history of TIA or CVA.  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.  Systolic murmur grade 2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  Poor inspiratory effort.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive. Extremities:  No edema.

IMPRESSION:  (1).  Mental status changes.  (2).  Progressive dementia.  (3).  COVID-19 positive.  (4).  Acute on chronic kidney disease.  (5).  History of fall.  (6).  Atrial fibrillation.  (6).  Coronary artery disease.  (7).  Hypertension.  (8).  Hyperlipidemia.  (9).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy and encouraged to drink more fluids.  We will monitor his progress.  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:  Stanley Sokolowski
DOS:  10/10/2022
DOB:  03/15/1948

HISTORY OF PRESENT ILLNESS:  Mr. Sokolowski is a very pleasant 74-year-old man was admitted to the hospital with acute hypoxic respiratory failure.  He was felt to be in sepsis and was started on IV antibiotics.  He also has history of atrial fibrillation, history of vascular dementia, type II diabetes mellitus, chronic venous stasis lower extremity ulcers, obesity, obstructive sleep apnea as well as RV dysfunction.  He was initially admitted with acute mental status changes and was diagnosed with sepsis secondary to pneumonia.  Also, he was given aggressive IV fluids, vasopressors, and empiric antibiotics.  He was subsequently transitioned to oral antibiotics.  CT of the lower extremity showed subcutaneous edema, venous stasis versus inflammation/infection.  Echocardiogram done recently showed normal LV function, decreased RV systolic function, suspected pulmonary hypertension was given IV Lasix also.  Lasix held due to his blood pressures.  He had the CT angiogram of the chest, which did not show any concern for PE.  CT of abdomen and pelvis showed no localized inflammatory or infective process uncomplicated infraumbilical hernia and small volume of ascites.  CT of the head without contrast showed no acute intracranial abnormalities.  The patient was subsequently doing better.  He was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he does complain of some pain in his back.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Does feel fatigued and tired.  Denies any nausea or vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY: Has been significant for atrial fibrillation, history of vascular dementia, type II diabetes mellitus, history of chronic venous stasis ulcers, history of sleep apnea, history of RV dysfunction, probable pulmonary hypertension, pneumonia, paranoia, chronic lower extremity wound, chronic pain, normocytic anemia, benign prostatic hypertrophy, gout, and lower extremity swelling.

PAST SURGICAL HISTORY: Unknown.

SOCIAL HISTORY: Smoking none.  Alcohol none.

ALLERGIES: Augmentin.

CURRENT MEDICATIONS: Reviewed and as documented in the EHR.

REVIEW OF SYSTEM: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations. No history of MI.  No history of coronary artery disease.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema or history of pneumonia.  Gastrointestinal: No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary: No complaints.  Neurological: Does have history of mental status changes, history of vascular dementia.  Musculoskeletal: Complains of joint pains.  Complains of back pain.  History of chronic pain.  Felt some of his dementia as well as mental status changes were due to chronic opioid use.  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:  Decreased breath sounds in the basis.  No wheezing.  Abdomen: Obese, soft, and nontender.  Bowel sounds were positive. Extremities:  Chronic edema both lower extremities.  Chronic skin changes both lower extremities.
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IMPRESSION:  (1).  Generalized weakness.  (2).  Pneumonia.  (3).  Mental status changes.  (4).  Vascular dementia.  (5).  Diabetes mellitus with neuropathy.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Atrial fibrillation.  (9).  Chronic pain.  (10).  Depression.  (11).  Gout.  (12).  History of COVID.  (13).  Chronic lower extremity wound.  (14).  Paranoia.  (15).  Vascular dementia. 

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Continue wound care.  Continue other medications.  We will check routine labs.  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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