PATIENT NAME:  Madelene Quinn


DOS:  06/15/2023
DOB: 11/03/1924

HISTORY OF PRESENT ILLNESS:  Ms. Quinn is a very pleasant 98-year-old female who was recently switched to my service. The patient with history of hypertension, hyperlipidemia, status post recent fall with left hip fracture underwent left hip arthroplasty and was subsequently discharged from the hospital and admitted to WellBridge of Brighton for rehabilitation.  She has been having increasing pain and also was having somewhat confusion. She did have history of mild Alzheimer’s dementia, but has been confused and agitated.  She has not been able to do much therapy because of her pain.  She also had episode of constipation, subsequently had some diarrhea.  She denies any complaints of chest pain.  Denies any 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 and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Left hip fracture status post left hip arthroplasty.  (2).  Back pain.  (3).  Constipation.  (4).  Anxiety.  (5).  Dementia.  (6).  DJD.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  I have advised her to continue with tramadol and take Tylenol along with it.  I have also recommended that she take the pain mediation an hour to an hour before she goes for physical therapy.  I have also recommended in view of her back pain to use Lidoderm patch.  She will continue with her stool regimen.  Continue other medications and encouraged her to drink more fluids.  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 Radzville


DOS:  06/14/2023
DOB: 10/08/1934

HISTORY OF PRESENT ILLNESS:  Ms. Radzville is seen in her room today for a followup visit.  She states that she is doing better.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She has been getting ready to be discharged home.  Overall she feels better.  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.  Right arm in sling.

IMPRESSION:  (1).  Right proximal humerus fracture.  (2).  History of falls.  (3).  Gastroesophageal reflux disease.  (4).  Degenerative joint disease.

TREATMENT/PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  We will monitor her progress.  We will follow on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.  All her prescriptions were signed.  She will follow up with her primary physician.  If she has any other symptoms or complaints, she will let the nurses know.
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