PATIENT NAME:  Chester Dunn
DOS:  ______
DOB:  06/20/1954
HISTORY OF PRESENT ILLNESS:  Mr. Dunn is seen in his room today for a followup visit.  He states that he is doing well and has been stable.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He states that he has been eating better.  He does get up sometimes to go to the dining room.  Denies any 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:  Chronic bilateral lymphedema with chronic skin changes.

IMPRESSION:  (1).  COPD.  (2).  History of congestive heart failure.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  History of sleep apnea.  (6).  History of chronic lymphedema both lower extremity.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable.  We will continue his current medications.  I have encouraged him to ambulate some and do some physical activity and ambulation.  He states that he will try to do that.  He will continue his 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:  Chester Dunn
DOS:  02/28/2024
DOB: 06/20/1954
HISTORY OF PRESENT ILLNESS:  Mr. Dunn is seen in his room today for a followup visit.  He was sent to the hospital because of hypoxemia.  He had an MRI of the brain and did not show any acute CVA. MRA showed moderate stenosis the right MCA. He was diagnosed with acute on chronic kidney disease and congestive heart failure with preserved ejection fraction and chronic lower extremity edema.  The patient was subsequently discharged from the hospital after being diuresed, but he was admitted back to WellBridge Rehabilitation Facility under hospice and wanting to be comfortable.  The patient, at the present time, denies any chest pain, heaviness, or pressure sensation.  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:  Chronic lymphedema both lower extremities.

IMPRESSION:  (1).  Congestive heart failure with preserved ejection fraction.  (2).  COPD.  (3).  Acute on chronic kidney disease stage III.  (4).  Chronic lymphedema both lower extremities.  (5).  Hypertension.  (6).  History of atrial fibrillation.  (7).  Parkinson’s disease.  (8).  History of glioblastoma.  (9).  Depression.  (10).  Hyperlipidemia.  (11).  Hypertension.  (12).  Degenerative joint disease.

TREATMENT PLAN:  Hospice has been following with the patient.  We will continue his current medications.  We will try to keep him comfortable.  We will 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: Thomas Eldredge
DOS:  02/20/2024
DOB:  12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit.  He seems to be doing well.  He has been stable.  He states that his foot is doing better.  He denies any complaints of chest pain.  He denies any shortness of breath.  He 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.  Neurological:  The patient is awake and alert, but right-sided weakness.

IMPRESSION:  (1).  History of CVA with right hemiparesis.  (2).  Bilateral carotid stenosis.  (3).  Lower extremity pain.  (4).  History of insulin-dependent diabetes mellitus.  (5).  Peripheral neuropathy.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable and doing better.  We will continue current medications.  We will continue to monitor his sugar.  He was encouraged to continue with physical therapy.  We will 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: Betty Shelton
DOS:  02/28/2024
DOB:  05/04/1934
HISTORY OF PRESENT ILLNESS:  Ms. Shelton is seen in her room today for a followup visit.  She is sitting and having her dinner.  Her son is also present.  She states that she is doing better.  She has been working with therapy.  She does complain of occasional headache, but it is not as bad.  She does have chronic torticollis and complains of pain in her back of the neck.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  She denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She does state that she was seeing a physician who was giving her Botox injections, she has been switched to a different physician; she has some anxiety about her pain.  She denies any 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.  Nontender.  Bowel sounds were positive.  Extremities:  No edema.

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

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  I have encouraged her to continue with physical and occupational therapy.  I have also suggested that she drink more liquid, try to eat better, try to work with therapy, 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.
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