PATIENT NAME:  Brian Krauter


DOS:  10/27/2022
DOB: 04/29/1966
HISTORY OF PRESENT ILLNESS:  Mr. Krauter is a very pleasant 56-year-old male with history of congestive heart failure, ischemic cardiomyopathy, history of Parkinson’s disease, hypertension, and hyperlipidemia is being admitted to the Assisted Living at Willows at Howell.  He states that he is doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY: Significant for Parkinson’s disease, congestive heart failure, ischemic cardiomyopathy, hypertension, hyperlipidemia, and history of coronary artery disease.
PAST SURGICAL HISTORY: Unknown.
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.  He does have history of coronary artery disease as well as ischemic cardiomyopathy and congestive heart failure.  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:  He does have history of Parkinson’s disease, history of limb movements and tremors.  Musculoskeletal:  No complaints of joint pain.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs: Reviewed and as documented in EHR.  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).  Coronary artery disease.  (3).  Ischemic cardiomyopathy.  (4).  Congestive heart failure.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Degenerative joint disease.

TREATMENT PLAN:  The patient is admitted to Willows at Howell.  We will continue current medications.  We will check routine labs.  We will continue current medications.  We will monitor his progress.  We will follow up on his workup.  If he has any other systems or complaints, he will let the nurses know or call the office.
Masood Shahab, M.D.
PATIENT NAME:  Denise Nesteruk


DOS:  10/21/2022
DOB: 11/07/1968
HISTORY OF PRESENT ILLNESS:  Ms. Nesteruk is a very pleasant 63-year-old female recently admitted to the Assisted Living at Willows at Howell.  She states she is being doing well.  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.  Denies any other complaints.  She has been only on thyroid medications.  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).  Hypothyroidism.  (2).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  She has been ambulating.  She denies any other complaints.  We will continue current medications.  We will check routine labs.  We will monitor her progress.  We will follow up on the 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:  Vincent Dimaria


DOS:  10/28/2022
DOB: 01/22/1927

HISTORY OF PRESENT ILLNESS:  Mr. Dimaria is seen in his room today for a followup visit.  He was recently admitted to the Assisted Living after being hospitalized.  He states that he is being doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He was diuresed and had lost significant weight.  He has been feeling better.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.
PHYSICAL EXAMINATION:  General Appearance:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  . Systolic murmur grade I-II/VI left sternal border was audible. Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Chronic edema as well as chronic skin changes both lower extremities.

IMPRESSION:  (1).  Cellulitis lower extremity.  (2).  Chronic lymphedema both lower extremities.  (3)  Coronary artery disease.  (4)  Diabetes mellitus.  (5)  Hypertension.  (6)  Hyperlipidemia.  (7)  Chronic kidney disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continence current medications.  He will follow up with his cardiologist, also he supposed to see podiatry.  We will continue current medications.  We will monitor his weight.  We will monitor his blood sugars.  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.
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