PATIENT NAME:  Patricia Parker
DOS: 10/18/2022

DOB: 11/27/1941
HISTORY OF PRESENT ILLNESS:  Ms. Parker is seen in her room today for a followup visit.  She is laying her bed.  She states that she has been doing well.  She does complain of pain in her back.  She has been taking the pain medications.  She states that she tries to ambulate herself.  She denies any complaints of chest pain.  She denies any shortness of breath.  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 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Chronic back pain.  (2).  Degenerative joint disease.  (3).  Dementia.  (4).  Depressive disorder.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  We will continue current medications.  We will continue her pain medications also.  She was encouraged to drink enough fluids.  Continue current 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.

Masood Shahab, M.D.
PATIENT NAME:  Eleanore Karg
DOS: 10/18/2022
DOB: 03/04/1943
HISTORY OF PRESENT ILLNESS:  Ms. Karg is seen in her room today for a followup visit.  She is sitting up in her wheelchair and walking in the hallway.  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.  No other complaints.

PHYSICAL EXAMINATION: General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  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).  Hypertension.  (2).  Hyperlipidemia.  (3).  History of seizures.  (4).  History of squamous cell cancer of epiglottis.  (5).  History of developmental delay.  (6).  DJD.  (7).  History of knee pain.

TREATMENT PLAN: Discussed with the patient about her symptoms.  She seems to be stable.  We will continue current medications.  No change in her therapy is done.  Case was discussed with the nursing staff who agrees.  No other issues.  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: Bonnie Martin
DOS:  10/18/2022
DOB: 02/10/1936
HISTORY OF PRESENT ILLNESS:  Ms. Martin is seen in her room today for a followup visit.  She states that overall she has been doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She states that she has been eating well.  Her blood pressure was elevated but subsequently has been doing well.  She denies any other symptoms or complaints.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  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).  Parkinson’s disease.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable and doing well.  We will continue current medications.  We will monitor her progress.  Case was discussed with the nursing staff who agrees.  No other issues.  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: Sandra Diamond
DOS:  10/23/2022
DOB: 07/28/1939
HISTORY OF PRESENT ILLNESS:  Ms. Diamond is seen in her room today for a followup visit.  She is sitting up in her chair.  She is back from the hospital.  She has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She was not sure what has happened.  She denies any headaches.  Denies any blurring of vision.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  She otherwise has been doing well.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs: Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft.  Nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of right knee arthroplasty redo.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of coronary artery disease.  (5).  Cardiomyopathy.  (6).  Anxiety.  (7).  Degenerative joint disease.  (8).  Insomnia.  (9). History of UTI.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current 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.

Masood Shahab, M.D.
PATIENT NAME: Mary Pratt
DOS:  10/21/2022
DOB: 02/08/1943
HISTORY OF PRESENT ILLNESS:  Ms. Pratt is seen in her room today for a followup visit.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She has been eating well.  She does not want to drink the Ensure anymore and wanting to have discontinued.  She denies any other symptoms or complaints.  Overall, she has been feeling better.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  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).  COPD.  (2).  Chronic kidney disease.  (3).  Paroxysmal atrial fibrillation.  (4).  History of coronary artery disease.  (5).  History of lung nodules.  (6).  DJD.  (7).  Hypothyroidism.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  Her thyroid dosage was adjusted recently.  We will continue current medications.  We will repeat her TSH.  We will continue other medications.  She has been eating well.  She has been gaining some weight.  We will discontinue the Ensure.  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.

Masood Shahab, M.D.
PATIENT NAME: Debra Hemlinger
DOS:  10/21/2022
DOB: 03/01/1964
HISTORY OF PRESENT ILLNESS:  Ms. Hemlinger is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she has been doing well.  She denies any complaints.  She has been having issues and nurses have been recording that she has been drinking.  Her medications are being held because of her behaviors.  She was encouraged to quit drinking.  I have advised that she see psychiatry as well as behavioral services.  She denies any other symptoms.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs: Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft.  Nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Coronary artery disease.  (2).  History of cardiac arrhythmia.  (3).  History of V-tach.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of substance abuse disorder.  (7).  Alcoholism.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have encouraged her to follow with substance abuse as well as psychiatry.  We will continue current 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.

Masood Shahab, M.D.
PATIENT NAME: Konrad Hammerle
DOS:  10/21/2022
DOB: 03/09/1935
HISTORY OF PRESENT ILLNESS:  Mr. Hammerle is seen in his room today for a followup visit.  He has been sitting in his chair.  He is confused.  He denies any complaints of chest pain.  Denies any shortness of breath or palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.  Case was discussed with nursing staff who agrees no new issues.  He seems to be comfortable.  Hospice has been following up with him.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  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).  History of CVA with left-sided weakness.  (2).  Coronary artery disease.  (3).  Alzheimer’s dementia.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable and comfortable.  We will continue current medications.  Continue with hospice.  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: Robbie Grace
DOS:  10/25/2022
DOB: 10/28/1953
HISTORY OF PRESENT ILLNESS:  Mr. Grace is seen in his room today for a followup visit.  He is sitting up in his chair.  He does complain of pain in his joints.  He denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  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 were audible.  Lungs: Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft.  Nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of left humerus fracture.  (2).  History of hypertension.  (3).  Hyperlipidemia.  (4).  Bilateral lower extremity swelling.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  He continues to be on pain medications, will be continued.  Case was discussed with the nursing staff who agrees.  No new issues.  I have encouraged to him to keep his leg elevated.  Continue current medications.  We will cut back on salty food.  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: Margaret Germaine Kelly
DOS:  10/20/2022
DOB: 05/03/1922
HISTORY OF PRESENT ILLNESS:  Ms. Kelly is seen in her room today for a followup visit.  She seems to be doing well.  She is sitting up in her chair.  She states that she has been feeling well.  She does complain of some pain in her back as well as her joints otherwise unremarkable.  She states that she has been eating well.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  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).  Chronic back pain.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Dementia.  (5).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  She seems to be doing well.  I have encouraged her to drink enough fluids.  Continue current 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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