PATIENT NAME:  Joan Hallman
DOS:  10/20/2022

DOB: 04/25/1933
HISTORY OF PRESENT ILLNESS:  Ms. Hallman is a very pleasant 89-year-old female with history of coronary artery disease status post stent placement, history of atrial fibrillation on Eliquis, history of peripheral arterial disease, history of aortobifemoral bypass, history of COPD, hypertension, hyperlipidemia, and carotid stenosis.  She was admitted to the hospital in view of chest pain.  She was found to have a larger ventral hiatal hernia with strangulation that was the cause of her pain.  The patient underwent surgery and had to have open surgery.  She underwent laparostomy with incisional hernia repair of strangulated hernia.  She was subsequently doing better.  She did drop her hemoglobin as well as decreased urine output, which subsequently improved.  The patient was subsequently discharged from the hospital and admitted to The Willows at Howell.  At the present time, she is sitting up in her chair.  She does complain of some weakness.  She denies any complains of chest pain.  Denies any short of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, coronary artery disease, history of carotid stenosis, history of atrial fibrillation, COPD, generalized anxiety disorder, and degenerative joint disease.

PAST SURGICAL HISTORY:  Significant for cardiac catheterization, history of aortobifemoral bypass, history of laparotomy status post strangulated hernia repair, and stent placement.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have history of coronary artery disease, history of atrial fibrillation, and history of stent placement. Respiratory Systems:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of COPD.  Gastrointestinal:  No complaints.  Neurological:  She denies any history of TIA or CVA.  No history of seizure.  She is complaining of generalized weakness.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of arthritis pain otherwise unremarkable.  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, around, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Irregular rhythm.  Lungs: Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema in both lower extremities.

IMPRESSION:  (1).  Status post surgical repair of the strangulated ventral hernia.  (2).  Coronary artery disease.  (3).  Hypertension. (4).  Hyperlipidemia.  (5).  Atrial fibrillation.  (6).  COPD.  (7).  History of carotid stenosis.  (8).  Anemia. (9).  Acute and chronic kidney disease.  (10).  Generalized weakness.  (11).  Hypertension.  (12).  Hyperlipidemia.  (13).  Pulmonary nodule.  (14).  DJD.
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TREATMENT PLAN:  The patient admitted to Willows at Howell.  We will continue current medications.  We will check routine lab.  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 complains, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Carol Hough
DOS: 10/20/2022

DOB: 09/12/1944
HISTORY OF PRESENT ILLNESS:  Mrs. Hough is seen in her room today for a followup visit.  She is laying in her bed.  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.  She does have some swelling of both the lower extremities, otherwise unremarkable.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD noted.  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).  Generalized weakness.  (2).  Bilateral lower extremity swelling.  (3).  History of Parkinson’s disease.  (4).  History of DVT.  (5).  Early cognitive deficits.  (6).  History of fall.  (7).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have started her on Lasix 20 mg twice a day.  She is already on Eliquis.  She was encouraged to keep her legs elevated.  Cut back on salty food.  Continue other medications.  Encouraged to work with physical therapy.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complains she let the nurses or call the office.  She will have blood work done in three to four days time.

Masood Shahab, M.D.

PATIENT NAME:  Florence Hough
DOS: 10/20/2022

DOB: 06/29/1934
HISTORY OF PRESENT ILLNESS:  Mrs. Hough is seen in her room today for a followup visit.  She had a fall.  She had x-rays done, which was questionable for pubic rami fracture.  She has been complaining of pain.  She denies any complaints of chest pain or shortness of breath.  She does complain of pain when she is moved or ambulates.  She denies any other symptoms or complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD noted.  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.
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IMPRESSION:  (1).  Fall.  (2).  Pubic rami fracture.  (3).  Generalized weakness.  (4).  Paroxysmal atrial fibrillation.  (5).  Degenerative joint disease.  (6).  Hypothyroidism.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Reviewed x-rays findings which did show pubic rami fracture. Due to her age, recommend conservative management with pain control and therapy.  We will continue current medications.  We will use tramadol for pain along with Tylenol continue other medications.  We will monitor her progress.  We will followup on her workup.  If she has any other symptoms or complains, she will let the nurses know or call the office.

Masood Shahab, M.D.

Transcribed by: www.aaamt.com
