PATIENT NAME:  Roger Williams
DOS: 09/14/2023
DOB: 06/10/1926
HISTORY OF PRESENT ILLNESS:  Mr. Williams is seen in his room today.  He was recently admitted back from the hospital.  He was diagnosed with congestive heart failure and systolic dysfunction with an EF of 38%.  He had been on p.o. Lasix.  Cardiologist saw the patient.  Recommended palliative care given the progressive nature of heart failure. Hospice information was also given.  The patient otherwise was stable.  He did have moderate aortic stenosis.  At the present time, he is sitting up in his chair.  He had his breakfast.  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.  He denies any chest pain, heaviness, or pressure sensation.  He denies any shortness of breath.  He states that he does feel a little tired.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal. HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Systolic murmur grade 2/6 left sternal border.  S1 S2 was audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Acute hypoxemic respiratory failure.  (2).  Chronic systolic congestive heart failure.  (3).  Chronic atrial fibrillation.  (4).  Coronary artery disease.  (5).  Moderate aortic stenosis.  (6). Hyponatremia. (7).  Thrombocytopenia. (8).  Benign prostatic hypertrophy. (9).  Gastroesophageal reflux disease.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He has been involved at the hospital.  We will continue current medications.  We will keep him comfortable.  Continue other medications.  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:  Dennis Fijalkowkski
DOS: 09/07/2023
DOB: 07/01/1947
HISTORY OF PRESENT ILLNESS:  Mr. Fijalkowkski is seen in his room today for a followup visit.  He is lying in his bed.  He states that he has been doing well.  He 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.  Overall, he has been doing well.  Case was discussed with the nursing staff who have raised no new issues.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 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 seizure disorder.  (4).  History of degenerative joint disease.  (5).  Benign prostatic hypertrophy.  (6).  Anxiety/depression. (7).  GERD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  He has been stable.  We will continue current medications.  We will monitor his progress.  He is encouraged to eat better and drink enough fluids.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Betty Goniea
DOS: 09/07/2023
DOB: 07/01/1938
HISTORY OF PRESENT ILLNESS:  Ms. Goniea 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 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.  She does have some swelling of her lower extremity.  She also complains of feeling weak as well as getting short of breath without any exertion.  No other complaints.  Case was discussed with the nursing staff who have raised no other issues.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1 to 2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Chronic diastolic congestive heart failure.  (2).  History of chronic hypercapnic/hypoxic respiratory failure.  (3).  Type II diabetes mellitus.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of CVA. (7).  Dementia. (8).  Depressive disorder. (9).  DJD. (10).  History of sleep apnea.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be stable.  She seems comfortable.  We will continue current medications.  Case was discussed with the nursing staff who have raised 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:  Shirley Hunter
DOS: 09/07/2023
DOB: 03/17/1928
HISTORY OF PRESENT ILLNESS:  Ms. Hunter 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.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea. No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  She denies any pain in her knee.  She states that she has been doing well.  She does take Tylenol off and on for the pain.  Case was discussed with the nursing staff who have raised no other issues.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hyperlipidemia.  (2).  Degenerative joint disease.  (3).  Knee pain, bilateral.
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:  Brian Krauter
DOS: 09/14/2023
DOB: 04/29/1966
HISTORY OF PRESENT ILLNESS:  Mr. Krauter is seen in his room today for a followup visit.  He states that he is doing well.  He was traveling on the floor when he hit his forehead.  He does have some bruising over his left eye periorbital area.  He denies any complaints of pain.  He denies any blurring of vision.  Denies any headache.  Denies any chest pain.  No shortness of breath.  Denies any palpitations.  No nausea, vomiting or diarrhea.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 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).  Bruising periorbital area.  (4).  Ischemic cardiomyopathy.  (5).  History of CHF.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested that he apply ice to the adjacent periorbital area.  Continue other medications.  Case was discussed with the nursing staff who have raised no other issues.  I have recommended that he followup with his neurologist in terms of adjustment of his Parkinson’s medication.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Nancy Kelly
DOS: 09/07/2023
DOB: 12/05/1931
HISTORY OF PRESENT ILLNESS:  Ms. Kelly 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.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.  Case was discussed with the nursing staff who have raised no other issues.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal pitting edema both lower extremities.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  COPD/asthma.  (4).  GERD.  (5).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current medications.  Her medications were reviewed.  She was encouraged to do some 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.
PATIENT NAME:  Patricia Kress
DOS: 09/07/2023
DOB: 12/11/1937
HISTORY OF PRESENT ILLNESS:  Ms. Kress is seen in her room today for a followup visit.  She states that she is doing better.  She does complaints of pain in her hip off and on.  She wants to take the pain medications to make sure it is available.  She denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  She has been eating well.  No other complaints.  Case was discussed with the nursing staff who have raised no other issues.

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

IMPRESSION:  (1).  Left hip pain status post left hip arthroplasty.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease.  (5).  Anxiety.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  I have encouraged her to do some walking/exercise.  Continue other medications.  She has been her bowels regularly.  We will continue current medications.  She will use hydrocodone as needed.  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:  Irma Kujat
DOS: 09/14/2023
DOB: 01/16/1926
HISTORY OF PRESENT ILLNESS:  Ms. Kujat is seen in her room today for a followup visit.  She states that she has been doing well.  She has been not sleeping well and asking for Tylenol No. 3 at nighttime to help her with the sleep.  She has been started on trazodone, but it does not seem to be helping much.  She denies any other symptoms or complaints.  Denies any chest pain.  No shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 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).  Degenerative joint disease.  (4).  Insomnia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that we increase her dose of the trazodone.  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.
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PATIENT NAME:  Lucy Robinson
DOS: 09/07/2023
DOB: 04/22/1944
HISTORY OF PRESENT ILLNESS:  Ms. Robinson is seen in her room today for a followup visit.  She states that she is 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.  Overall, she has been feeling better.  No other complaints.

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

IMPRESSION:  (1).  Chronic kidney disease.  (2).  Bilateral lower extremity swelling.  (3).  Chronic pain.  (4).  Anemia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well and has been stable.  We will continue current medications.  We will monitor her progress.  She was encouraged to eat better and drink enough fluids.  Case was discussed with the nursing staff who have raised 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.
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