PATIENT NAME:  Annie Robinson
DOS: 10/07/2022
DOB: 01/28/1941
HISTORY OF PRESENT ILLNESS:  Ms. Robinson is an 81-year-old female with history of Alzheimer’s dementia, hypertension, hypothyroidism, depression, degenerative joint disease, and history of hemorrhoids, admitted to the hospital with history of multiple falls.  The patient was found to have bilateral sacral nondisplaced fractures.  Orthopedic was consulted who recommended conservative measures.  The patient was continued on pain medications.  She has history of left hip arthroplasty.  The patient was continued on her other medications.  She did develop urinary retention, Foley catheter was placed.  The patient was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she is lying in her bed.  She does complain of pain.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  She is significantly confused.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hypothyroidism, Alzheimer’s dementia, pulmonary emphysema, depression, anxiety, degenerative joint disease, and glaucoma.
PAST SURGICAL HISTORY:  Significant for left hip arthroplasty, appendectomy, cataract surgery, mastectomy, thyroidectomy, and corneal transplant.
ALLERGIES: DONEPEZIL, FLUOXETINE, LORAZEPAM, and MEMANTINE.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – she quit in long time ago.  Alcohol – none.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  She does have history of hypertension.  Denies any orthopnea or PND.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of pulmonary emphysema.  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 urinary retention.  No history of kidney stones.  No other complaints.  Musculoskeletal: She does complain of joint pains, history of arthroplasty, history of arthritis, and history of multiple falls. Neurological:  She is significantly confused. History of dementia.  No history of TIA or CVA.  All other systems were reviewed and found to be negative.
PHYSICAL EXAMINATION:  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).  Bilateral sacral nondisplaced fracture.  (2).  History of multiple falls.  (3).  History of left total hip arthroplasty.  (4).  Urinary retention.  (5).  Hypertension.  (6).  Hypothyroidism. (7).  Alzheimer’s dementia. (8).  Depression. (9).  GERD. (10).  DJD.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  Continue other medications.  We will monitor her progress.  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.
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PATIENT NAME:  Ann Robinson
DOS: 10/14/2022
DOB: 01/28/1941
HISTORY OF PRESENT ILLNESS:  Ms. Robinson is seen in her room today for a followup visit.  She has been complaining of pain.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She complains of pain more so with movement or ambulation.  She denies any other symptoms or complaints.  Case was discussed with the nursing staff who have stated that at times that she is able to walk without any pain or any significant problems, but then there are times that she complains of pain with minimal movement.  She is confused most of the time and difficult to assess.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: 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).  Bilateral sacral fractures.  (2).  History of right hip arthroplasty.  (3).  History of multiple falls.  (4).  Hypertension.  (5).  Hypothyroidism.  (6).  Degenerative joint disease. (7).  Anxiety. (8).  Depression. (9).  Alzheimer’s dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that we continue with the pain medications.  We will use the oxycodone as needed also in addition to scheduled. We will monitor her progress.  We will follow up on her workup.  We will use stool softeners.  I encouraged her to drink more fluids.  We will follow up on her progress.  She will continue to work with PT/OT.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Lula Hibbard
DOS: 10/10/2022
DOB: 06/27/1937
HISTORY OF PRESENT ILLNESS:  Ms. Hibbard is a very pleasant 85-year-old female, resident of the assisted living site, was being admitted to the home care health care site because of complaining of pain.  She has been having difficulties with ambulation.  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. She states overall she has been doing well. She states that she has been eating well, has been sleeping good.  No other complaints.
PAST MEDICAL HISTORY:  Significant for hypertension, hypothyroidism, chronic kidney disease stage III, restless legs syndrome, gastroesophageal reflux disease, and history of celiac disease.
PAST SURGICAL HISTORY:  Significant for tonsillectomy, laparoscopic surgery, and gastroscopy.
ALLERGIES: CODEINE SULFATE, DARVON, PENICILLIN, TRAMADOL, VICODIN and GLUTEN.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
PATIENT NAME:  Lula Hibbard
DOS: 10/10/2022
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REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  Denies any history of MI or coronary artery disease.  She does have history of hypertension.  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:  She denies any history of TIA or CVA.  Denies any history of 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 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).  Degenerative joint disease.  (2).  History of hypertension.  (3).  Hyperlipidemia.  (4).  Chronic hyponatremia.  (5).  History of CVA.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  We will check routine labs.  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:  Leonard Hibbard
DOS: 10/10/2022
DOB: 05/02/1936
HISTORY OF PRESENT ILLNESS:  Mr. Hibbard is seen in his room today for a followup visit.  He states that he is doing well.  He is sitting up in his chair.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He did have episode of blood in his urine.  He denies any back pain.  He denies any discomfort with urination.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: 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).  Hematuria.  (2).  UTI.  (3).  Metabolic encephalopathy.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of congestive heart failure. (7).  Coronary artery disease. (8).  Renal mass. (9).  History of prostate cancer. (10).  History of bilateral iliac artery aneurysm. (11).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will get UA and C&S done.  We will start him on Monurol.  I have recommended that he see urology.  We will continue other medications.  Encouraged to drink more fluids.  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.
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PATIENT NAME:  Carol Hough
DOS: 10/12/2022
DOB: 09/12/1944
HISTORY OF PRESENT ILLNESS:  Ms. Hough is seen in her room today for a followup visit.  She has been having some increased swelling in her legs.  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.

PHYSICAL EXAMINATION:  General Appearance: 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:  1+ pitting edema both feet.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Generalized weakness.  (3).  History of Parkinson’s disease.  (4).  History of DVT.  (5).  Early cognitive deficit.  (6).  History of fall.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have encouraged her to keep her legs elevated.  We will use pressure stockings.  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.
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PATIENT NAME:  Sandra Diamond
DOS: 10/12/2022
DOB: 07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today.  She was recently admitted from the hospital.  She was sent to the hospital; there was question of a stroke.  She was diagnosed with metabolic encephalopathy.  She was treated for UTI.  She states that she has been doing well.  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.  The patient has been eating well.  She denies any other complaints.

For details of past medical history, past surgical history, social history, and medications, see chart.

PHYSICAL EXAMINATION:  General Appearance:  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).  Metabolic encephalopathy.  (2).  History of seizures.  (3).  TIA/CVA.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  GERD. (7).  DJD. (8).  History of knee surgery.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  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.
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