PATIENT NAME:  Rochelle Daneluk
DOS: 01/03/2025
DOB: 03/11/1938
HISTORY OF PRESENT ILLNESS:  Ms. Daneluk is a very pleasant 86-year-old female with history of hypertension, hypothyroidism, hyperlipidemia, chronic constipation, history of aortic stenosis status post valve replacement, degenerative joint disease who presented to the hospital with complaints of cough and shortness of breath.  Cough has been nonproductive.  She denied any fever or chills.  She denied any chest pain.  She was tachycardic and hypoxic in the emergency room requiring oxygen.  Her troponin was elevated.  Her BNP was also slightly elevated.  Viral panel was done, which did show RSV being positive. Chest x-ray was consistent with bilateral interstitial edema consistent with pulmonary edema.  EKG also showed atrial fibrillation with rapid ventricular rate.  The patient was admitted to the hospital.  She was given Lasix, also given metoprolol.  Cardiology was consulted.  Echocardiogram was ordered.  She was placed on BiPAP.  She was given Solu-Medrol and nebulized breathing treatment.  She was somewhat confused also during hospitalization.  She did improve over the course of her hospitalization.  She was significantly weak and fatigued.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she states that she is feeling better.  She has some cough, but overall feels better.  She does complain of having no energy.  She gets tired easily.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, hypothyroidism, chronic constipation, degenerative joint disease, chronic knee pain, diabetes mellitus, and aortic stenosis status post valve replacement.
PAST SURGICAL HISTORY:  Significant for cataract surgery, hysterectomy, knee arthroplasty, and valve replacement surgery.
ALLERGIES: CODEINE.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She denies any history of MI.  She does have history of aortic stenosis status post valve replacement.  History of high blood pressure.  Respiratory:  She does complain of cough.  Denies any shortness of breath.  Denies any pain with deep inspiration. She denies any history of asthma or emphysema.  She does have history of recent RSV infection.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  She did have episodes of confusion in the hospital, but presently she is awake and alert.  She denies any history of TIA or CVA.  Denies any history of seizures.  No focal weakness in the arms or legs.  Musculoskeletal:  She does complain of joint pains, history of arthritis, and history of knee pain.  All other systems are 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 audible.  Systolic murmur grade 1-2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  No rales.  Scattered rhonchi bilaterally.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema. Pulses bilaterally symmetrical.  Neurological examination was grossly intact.
PATIENT NAME:  Rochelle Daneluk
DOS: 01/03/2025
DOB: 03/11/1938
IMPRESSION:  (1).  Generalized deconditioning.  (2).  RSV pneumonia.  (3).  Metabolic encephalopathy.  (4).  Atrial fibrillation.  (5).  Congestive heart failure.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  History of aortic valve replacement status post surgery. (9).  Degenerative joint disease.
TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue her current medications.  We will consult physical and occupational therapy.  She is recommended to do incentive spirometry.  We will continue her 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:  Beverly Wensko
DOS: 01/03/2025
DOB: 11/22/1938
HISTORY OF PRESENT ILLNESS:  Ms. Wensko is seen in her room today for a followup visit.  She is sitting up in her bed.  She states that she is feeling better.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She does complain of pain off and on.  She has been working with physical therapy, able to ambulate herself with the help of walker, wanting to go home as soon as she is ready.  No other complaints.  Her appetite has been good.  She has been feeling good.  She states that she is drinking enough water.  No other complaints.  Case was discussed with the nursing staff who have raised no other issues.
PHYSICAL EXAMINATION:  General Appearance: 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).  Status post left total knee arthroplasty.  (2).  History of seizures.  (3).  Hypothyroidism.  (4).  Hyperlipidemia.  (5).  Degenerative joint disease.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue her current medications.  She will continue to work with physical and occupational therapy.  She has been using the methocarbamol which has been helping her with her muscle aches.  She was encouraged to drink enough fluids.  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:  Thomas Silversides
DOS: 01/03/2025
DOB: 07/12/1957
HISTORY OF PRESENT ILLNESS:  Mr. Silversides is seen in his room today for a followup visit.  He is sitting up in his chair watching TV.  He states that he is doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  Case was reviewed with the nursing staff who states that he has been stable.  No new issues were raised.

PHYSICAL EXAMINATION:  General Appearance: 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).  Pulmonary hypertension severe.  (2).  Interstitial lung disease.  (3).  History of sarcoidosis.  (4).  Degenerative joint disease.  (5).  History of developmental delay.  (6).  Gastroesophageal reflux disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable.  We will continue his current medications.  Encouraged him to do some incentive spirometry and deep breathing exercises.  I also advised him to do some walking and some exercise.  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.
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PATIENT NAME:  Thomas Eldredge
DOS: 01/03/2025
DOB: 12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit.  He is lying in his recliner with his feet up.  He states that he has been trying to keep his legs elevated.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  He states that the redness and wound on his toe seems to be doing better and forming a scab.  No redness is seen.  Swelling is there, but improved from before.  No other complaints.

PHYSICAL EXAMINATION:  Genera  Appearance: 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:  2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Cellulitis big toe.  (3).  History of CVA with right hemiparesis.  (4).  Bilateral carotid stenosis.  (5).  History of insulin-dependent diabetes mellitus.  (6).  Peripheral neuropathy. (7).  Hypertension. (8).  Hyperlipidemia. (9).  Degenerative joint disease. (10).  Chronic kidney disease. (11).  Chronic anemia.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  I have encouraged him to keep his legs elevated.  Continue current dose of diuretic.  He has done with the antibiotic.  Continue other medications.  If there is any change in symptoms, he will call the office or let the nurses know.  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.
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PATIENT NAME:  Claudia O’Green
DOS: 01/03/2025
DOB: 09/14/1952
HISTORY OF PRESENT ILLNESS:  Ms. O’Green is seen in her room today for a followup visit.  She is lying in her bed.  She states that she has been 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.  No fever or chills.  She states that she has been trying to watch her diet, has been trying to avoid sweets.  Her breathing has been good.  She denies any other complaints.  Case was reviewed with the nursing staff who have raised no other issues.
PHYSICAL EXAMINATION:  General Appearance: 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).  Pneumonia resolved.  (2).  Diabetes mellitus.  (3).  Neuropathy.  (4).  Bipolar disorder.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Degenerative joint disease. (8).  Morbid obesity.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  A repeat chest x-ray was unremarkable.  This was explained to the patient.  She is happy about it.  Her blood sugar is still somewhat elevated.  I have encouraged her to try to watch her diet and eat better.  Continue other medications.  I have encouraged her to try to do some walking and some exercises.  We will increase her Trulicity to 3 mg.  Continue other medications.  We will monitor her progress, monitor her sugars.  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:  Faye Abu Ghazaleh
DOS: 01/03/2025
DOB: 03/24/1934
HISTORY OF PRESENT ILLNESS:  Ms. Abu Ghazaleh is seen in her room today at the request of the nurse and she has been having some increasing swelling of her lower extremities.  She is sitting up in the chair.  She states that the feet have been swelling.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  No abdominal pain.  No nausea, vomiting, or diarrhea.  Denies being dizzy or lightheaded.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance: 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+ pedal edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  History of recurrent falls.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  History of DVT/PE.  (6).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have advised to keep her legs elevated and have pressure stockings.  I have also changed her Lasix to 20 mg every day.  We will check BNP in one week’s time.  We will continue other medications.  We will monitor her progress.  I have advised her to cut back on her salt intake.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
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