PATIENT NAME:  Kathleen Juve
DOS:  10/31/2022
DOB: 12/15/1945
HISTORY OF PRESENT ILLNESS:  Ms. Juve is a very pleasant 76-year-old female with a history of multifocal hepatocellular cancer, history of biliary ductal dilatation, cirrhosis with portal hypertension, hyperlipidemia, type II diabetes mellitus, and degenerative joint disease.  She was presented to the emergency room with daughter complaining of her being confused and not her usual self.  She was also noticed to be dehydrated.  Her creatinine has gradually been elevated.  Her ammonia level was found to be elevated.  The patient denied any complaints of chest pain or shortness of breath.  She denies any complaints of abdominal pain.  No nausea, vomiting, or diarrhea.  No fever or chills.  She has been complaining of some cough also productive of clear phlegm.  The patient was admitted to the hospital.  Chest x-ray did not show any acute process.  As mentioned, ammonia level was elevated.  CT scan of the head was done.  No acute findings were seen.  She was admitted to the hospital with acute cardiac encephalopathy, acute and chronic kidney disease, and hyperphosphatemia as well as metabolic acidosis.  She was felt to have maxillary sinusitis.  She was started on oral doxycycline even gentle IV hydration.  She did receive lactulose.  Her blood tests were being monitored.  The patient was gradually improving.  She was doing better and was felt to be weak.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she states she has been doing well.  She does complain of some pain in her back.  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.

PAST MEDICAL HISTORY:  Significant for diabetes mellitus, hypertension, and history of hepatocellular cancer.

PAST SURGICAL HISTORY:  Biliary drain placement and Port-A-Cath placement.

ALLERGIES: PENICILLIN.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

SOCIAL HISTORY:  Smoking quit sometime ago.  Previous history of alcohol use, currently none.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory:  She does have some cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  She denies any abdominal pain.  No nausea.  No vomiting.  Denies any diarrhea.  She does have history of hepatocellular carcinoma, also history of biliary ductal dilatation and status post stent placement.  She also has history of biliary drain placement.  Genitourinary:  No complaints.  Neurological:  She has some confusion.  Denies any history of seizures.  No history of TIA or CVA.  Musculoskeletal:  She does complain of pain in her back, also pain in her hip.  She has some joint pains off and on and history of arthritis.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Revealed 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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hepatic encephalopathy.  (2).  History of hepatocellular cancer with biliary ductal dilatation.  (3).  Maxillary sinusitis. (4).  Hypertension.  (5).  Diabetes mellitus.  (6).  Acute on chronic kidney disease.  (7).  Metabolic acidosis.  (8).  Type II diabetes mellitus. (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Insomnia.  (12).  DJD.
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TREATMENT PLAN:  The patient admitted to the WellBridge Rehabilitation Facility.  We will continue current medications.  We will start her on tramadol for the pain since she has been complaining of pain in the lower back.  Also, we will continue on her trazodone.  Continue with her medications.  She will follow up with her oncologist.  Continue other medications.  PT/OT would be consulted.  She was encouraged to drink enough fluids.  Eat better.  We will monitor her progress.  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:  Catherine Ross
DOS: 11/02/2022

DOB: 12/22/1957
HISTORY OF PRESENT ILLNESS:  Ms. Ross is a very pleasant 64-year-old female with history of asthma/COPD, fibromyalgia, gastroesophageal reflux disease, depression, hypertension as well as rheumatoid arthritis and sleep apnea.  She was admitted to the hospital with complaints of ongoing hip pain, failed conservative measures.  She subsequently was admitted to the hospital for total right arthroplasty.  She underwent surgery.  She was subsequently doing better.  She was ambulating with the help of physical therapy.  She was feeling better.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she states that she has been feeling well.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She does complain of pain in her hip.  She states that when she asked for pain medications she does not get it the pain gets much worse, was wondering if it can be scheduled on a routine whether as needed.  No other complaints.

PAST MEDICAL HISTORY:  Significant for asthma/COPD, chronic anemia, depression, fibromyalgia, gastroesophageal reflux disease, hypertension, rheumatoid arthritis, and sleep apnea.

PAST SURGICAL HISTORY:  Significant for appendectomy, back surgery, cervical fusion, ganglion cyst excision, and total knee arthroplasty.

ALLERGIES:  KEFLEX, PENICILLIN, and SULFA.

SOCIAL HISTORY:  Smoking one pack of cigarettes a day and quit two years ago.  She smoked for almost 40 years.  Alcohol none and occasional marijuana.

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.  No history of MI or coronary artery disease.  Respiratory:  She has history of asthma/COPD, but denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  She does have history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological:  She denies any history of any numbness or tingling in the arms or legs.  Denies any history of TIA or CVA.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of pain in the right hip area, history of joint pains, and history of rheumatoid arthritis.  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, around, 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.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Right hip wound seems to be healing well.

IMPRESSION:  (1).  Status post right hip arthroplasty.  (2).  Asthma/emphysema.  (3).  Hypertension.  (4).  Degenerative joint disease.  (5).  History of rheumatoid arthritis.  (6).  Depressive disorder.  (7).  Fibromyalgia. (8).  History of sleep apnea.
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TREATMENT PLAN:  Discussed with patient about her symptoms.  She seems to be doing better.  Continues to complain of pain.  We will schedule her pain medications.  We will consult physical and occupational therapy.  Continue other medications.  She does use oxygen at home, which will be continued.  She was encouraged to do some deep breathing exercises.  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.
Transcribed by: www.aaamt.com
