PATIENT NAME:  Betty Shelton

DOS:  02/08/2024
DOB: 05/04/1934
HISTORY OF PRESENT ILLNESS:  Ms. Shelton is a very pleasant 89-year-old female with history of breast cancer status post chemotherapy, radiation and mastectomy, history of hypertension, hyperlipidemia, type II diabetes mellitus, history of TIA in the past who was admitted to the hospital with confusion.  The patient was also found to have some left-sided weakness.  She was alert and oriented x 1.  The patient also had a fall; not sure whether she had any loss of consciousness.  She was brought to the emergency room.  The patient had a head CT, which revealed a 1 cm acute subdural hematoma along the left interhemispheric falx.  Neurosurgery was consulted and recommended admission to ICU for close monitoring, neuro checks and monitoring of her blood pressure.  She did receive DDAVP as she takes Plavix.  The patient did require nicardipine drip as her blood pressure was elevated.  The patient was being monitored closely.  Her labs – hemoglobin was normal.  Electrolytes and kidney functions were unremarkable.  As mentioned, CT of the cervical spine showed mild degenerative changes. No traumatic sequelae were seen.  The patient was seen by neurosurgery as well as neurology.  The patient had a repeat CAT scan done which showed stable hematoma in the subdural area.  The patient was able to remember that she fell earlier today and did hit her head.  She was able to pull herself up into the chair.  She was not sure whether she was dizzy.  Physical and occupational therapy was consulted.  The patient was doing better.  As mentioned, her hematoma was stable.  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 denies any complaints of headache.  She denies any complaints of neck pain.  She does have chronic neck pain for which she does get injections.  She denies any complaints of chest pain or shortness of breath.  No palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY: Has been significant for hypertension, hyperlipidemia, anxiety, history of asthma, history of TIA/CVA, history of diabetes mellitus type II, history of torticollis/dystonia, history of endometriosis, history of COPD/emphysema, ocular migraine, history of invasive ductal carcinoma of the breast left side, history of kidney stones, and history of atrial fibrillation.

PAST SURGICAL HISTORY: Significant for breast mass excision, cholecystectomy, eye surgery, hysterectomy, joint replacement, mastectomy, and total shoulder arthroplasty.

ALLERGIES: CORTISONE, SULFA, TRIMETHOPRIM, AMOXICILLIN, CODEINE, PREDNISONE AND SULFAMETHOXAZOLE/TRIMETHOPRIM.
FAMILY HISTORY: History of breast cancer.  Brother had colon cancer.  Her daughter had lung cancer.

SOCIAL HISTORY: Smoking none.  Alcohol none.

CURRENT MEDICATIONS: Reviewed and as documented in the EHR.

REVIEW OF SYSTEMS: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She denies any history of MI or coronary artery disease.  She does have a history of hypertension and hyperlipidemia.  Respiratory: Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  She does have history of COPD/emphysema.
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Gastrointestinal: No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  She does have history of gastroesophageal reflux disease.  Genitourinary: She does have history of kidney stones.  Denies any urinary symptoms at the present time. Musculoskeletal: She does have history of arthritis and history of torticollis/dystonia and history of fall.

Neurological: She does have history of TIA/CVA.  No other complaints.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs: Reviewed and as documented in the EHR.  HEENT: Examination was 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 were audible. Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive. Extremities:  No edema.  Neurological: The patient was awake, alert and oriented x 3. Moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  Fall  (2).  Subdural hematoma.  (3).  History of TIA/CVA.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Anxiety.  (7).  Degenerative joint disease.  (8).  History of breast cancer.  (9).  COPD/emphysema.  (10).  Type II diabetes mellitus.  (11).  GERD.  (12).  DJD.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy as well as speech therapy.  We will monitor her progress.  We will continue current medications.  We will follow up on her progress.

If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Betty Larkin

DOS:  02/08/2024
DOB: 11/07/1945
HISTORY OF PRESENT ILLNESS:  Ms. Larkin is a very pleasant 78-year-old female with history of Parkinson disease, history of chronic pain, neuropathy, history of anxiety/depression, history of tremors, history of endometrial cancer, fibromyalgia, osteoporosis, was admitted to the hospital.  She was incoherent and was found to have altered mental status.  She denied any fever or chills.  She was having some coughing.  She was diagnosed with pneumonia and was admitted to the hospital for further evaluation and treatment.  She was started on ceftriaxone and azithromycin, given frequent nebulized breathing treatments, was continued on her other medications.  She was gradually improving and doing better, but was significantly weak.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility for rehabilitation.  At the present time, she states that she does feel weak.  She does get short of breath in any activity.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any headaches.  No blurring of vision.  Denies any nausea or vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.
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PAST MEDICAL HISTORY: Has been significant for hypertension, hyperlipidemia, hypothyroidism, history of neuropathy, obesity, history of anxiety/depression, history of endometrial cancer, history of fibromyalgia, degenerative joint disease and history of GERD.

PAST SURGICAL HISTORY: Has been significant for thyroidectomy, history of cataract surgery, history of tubal ligation, history of hysterectomy.
ALLERGIES: LORAZEPAM.

SOCIAL HISTORY: Smoking none.  Alcohol none.
FAMILY HISTORY: Father had colon cancer.  Father also had dementia.  Mother had diabetes mellitus and mother had stroke as well as osteoporosis.

REVIEW OF SYSTEMS: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Does complain of shortness of breath.  She denies any history of MI or coronary artery disease.  She does have history of hypertension and hyperlipidemia.  Respiratory: She does complain of some shortness of breath as well as occasional cough.  She denies any pain with deep inspiration.  Denies any history of asthma or emphysema.  Gastrointestinal: No complaints of abdominal pain.  She does complain of gastroesophageal reflux disease as well as heartburn.  She denies any diarrhea.  She denies any nausea or vomiting.  Genitourinary: No complaints.  Neurological: She does complain of feeling tired and fatigued.  No history of TIA/CVA.  Denies any history of seizures.  No focal weakness in the arms or legs.  Musculoskeletal: She does complain of joint pain, history of back pain, and history of arthritis.  Neurological: All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs reviewed and as documented in the EHR.  HEENT: Examination was normal.  Pupils were equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Regular rate and rhythm.  Lungs:  Decreased breath sounds in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive. Extremities:  No edema. Pulses bilaterally symmetrical.  Neurological:  Awake and alert oriented x 3.  No focal deficits.  Moving all four extremities.

IMPRESSION:  (1).  Pneumonia. (2).  Deconditioning.  (3).  History of altered mental status.  (4).  History of Parkinson’s disease.  (5).  History of chronic pain.  (6).  History of anxiety/depression.  (7). Hypertension.  (8).  Hyperlipidemia.  (9).  Degenerative joint disease.  (10).  GERD.  (11).  History of endometriosis.  (12).  History of endometrial cancer.  (13).  DJD.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will continue on antibiotic.  Incentive spirometry is recommended.  We will consult physical and occupational therapy.  Encourage her to eat better, drink enough fluids.  We will monitor her progress.  We will follow up on her progress. If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Sharon Cline

DOS:  02/13/2024
DOB: 02/21/1941
HISTORY OF PRESENT ILLNESS:  Ms. Cline is a very pleasant 82-year-old female with history of rheumatoid arthritis, history of Sjögren’s syndrome, hypertension, hyperlipidemia, history of coronary artery disease status post stent placement, history of fibromyalgia, anxiety/depression, history of restless legs syndrome, history of Raynaud’s disease, history of paroxysmal atrial fibrillation, history of monoclonal gammopathy of undetermined significance, and history of prior CVA with residual deficit and left-sided weakness, was admitted to the hospital after she suffered a fall.  She had a mechanical fall.  Her son did call EMS and she was brought to the hospital.  The patient’s son did notice that she had some slurred speech.  She also experienced some headache and some left blurring of vision.  The patient was seen in the emergency room, was afebrile and hemodynamically stable.  Her blood pressure was elevated.  Troponins were negative.  Chest x-ray showed no lung consolidation or pulmonary edema.  No effusion.  CT of the spine showed no acute findings.  CT angio of the head and neck showed complete occlusion of the right ICA beginning at the right carotid bulb.  Severe stenosis of the distal M1 segment of the right MCA and less than 50% stenosis of the left carotid bulb.  Moderate stenosis of the origin of the right vertebral artery.  There was also a 2-cm left thyroid nodule.  The patient was admitted to the hospital.  She was being monitored.  Neuro checks were being done.  Neurology was consulted.  MRI brain showed an acute right MCA distribution infarction without hemorrhage.  The patient was not a candidate for the TPA.  No neuro intervention per neuro.  Echocardiogram done showed an EF of 68% with no change from before.  She was on 2.5 mg of Eliquis.  She was switched to Coumadin.  The patient is otherwise doing better.  She was significantly weak.  She had difficulty with ambulation.  She was discharged from the hospital and admitted to WellBridge Rehabilitation for rehabilitation.  At the present time, she is lying in her bed.  She does complain of pain in her back as well as her side.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any headaches.  Denies any complaints of any nausea or vomiting.  Denies any abdominal pain.  She had a fall and complaining of pain in her left hand.  No other complaints.

PAST MEDICAL HISTORY: Has been significant for atrial fibrillation, history of coronary artery disease, history of depression, anxiety, fibromyalgia, Sjögren syndrome, Raynaud’s disease, rheumatoid arthritis, hypertension, hyperlipidemia, degenerative joint disease, gastroesophageal reflux disease, fibromyalgia.

PAST SURGICAL HISTORY: Has been significant for appendectomy, cardiac catheterization and stent placement, history of nasal surgery.

SOCIAL HISTORY: Smoking none.  Alcohol none.

ALLERGIES: AMOXICILLIN, CEFDINIR, CELECOXIB, CLINDAMYCIN, ERYTHROMYCIN, NIFEDIPINE, PRASUGREL, PRAVASTATIN, SILDENAFIL, ROFECOXIB, TETRACYCLINE, TRAMADOL, VENLAFAXINE, BETA-ADRENERGIC BLOCKERS, GLUTEN, ADENOSINE, AND TRICYCLIC ANTIDEPRESSANTS.
REVIEW OF SYSTEMS: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  She does have history of coronary artery disease status post stent placement.  History of hypertension as well as hyperlipidemia.  Respiratory: She denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Deneis any history of asthma or emphysema.
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Gastrointestinal: No complaints of abdominal pain.  Denies any nausea.  No vomiting.  She does have history of gastroesophageal reflux disease.  Musculoskeletal: She does complain of joint pain, history of arthritis, history of rheumatoid arthritis, as well as Raynaud’s disease and Sjögren syndrome.

Neurological: She does have history of CVA with left-sided weakness, history of fall. Denies any history of seizures.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs: Reviewed and as documented in the EHR.  HEENT: Examination was normal.  Pupils were equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Systolic murmur grade 1-2/6 left sternal border was audible.  Irregular rhythm.  Lungs:  Diminished breath sounds in the bases.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive. Extremities:  No edema.  Skin: Discoloration due to med reaction.  Neurological: The patient is awake and alert.  Left-sided weakness.

IMPRESSION:  (1).  Fall. (2).  History of TIA/CVA.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Raynaud’s disease.  (6).  History of Sjögren syndrome.  (7).  Rheumatoid arthritis.  (8).  History of coronary artery disease status post stent placement.  (9).  Hypertension.  (10).  Hyperlipidemia (11).  Degenerative joint disease.  (12).  Depression.  (13).  Anxiety.  (14).  History of meningoma.  (15). Monoclonal gammopathy of unknown significance.  (16).  Sleep apnea.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  She has been complaining of pain.  We will start her on hydrocodone.  Continue other medications.  Physical and occupational therapy would be consulted.  We will monitor her progress.  We will follow up on her workup.  We will monitor her PT and INR.  Code status was discussed, but she was not sure.  Family was present.  They will decide and let us know.  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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