PATIENT NAME:  Barbara Keogh
DOS:  05/16/2024
DOB: 03/18/1933
HISTORY OF PRESENT ILLNESS:  Ms. Keogh is a very pleasant 91-year-old female with history of hypertension and hyperlipidemia, was admitted after she suffered a fall.  She had a CT scan of the head, which showed left periventricular hemorrhage.  No evidence of hydrocephalus or cerebral edema.  Also, the CAT scan did show encephalomalacia.  CT spine was negative.  The patient had tripped and fell hitting the left side of her face.  She has significant periorbital edema and ecchymosis.  No evidence any facial fractures.  She has been on Xarelto for atrial fibrillation as well as has history of type II diabetes mellitus.  The patient was admitted to the hospital.  Neurosurgery was consulted.  The patient was being monitored closely.  The patient did receive Kcentra to reverse the effects of Xarelto.  Xarelto was held.  CT head in the morning was repeated.  The patient was being monitored closely and continued on other medications.  The patient was subsequently doing better and was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she states that she has been feeling well.  She denies any complaints of headaches or blurring of vision.  She denies any complaints of pain on the face, overall has been feeling well, no other complaints.

PAST MEDICAL HISTORY: Has been significant for atrial fibrillation on Xarelto, history of previous CVA, hypertension, diabetes mellitus and hyperlipidemia.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: Reviewed and as documented in EHR.

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.  No history of MI or coronary artery disease.  She does have a history of atrial fibrillation.  Respiratory: Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal: No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No history of peptic ulcer disease.  Genitourinary: No complaints.  Neurological:  She does have history of CVA.  She does have history of falls and recent history of intraparenchymal hemorrhage. Musculoskeletal: She does complain of joint pains, history of fall, and history of arthritis.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs: Reviewed and as documented in EHR.  HEENT: Normal except for bruising on the left side of the face and periorbital edema.  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. Pulses bilaterally symmetrical.  Neurological: The patient is awake and alert moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  Left periventricular intraparenchymal hemorrhage.  (2).  Atrial fibrillation.  (3).  History of fall.  (4).  History of CVA.  (5).  Type II diabetes mellitus.  (6).  Orthostatic hypotension.  (7).  Left periorbital edema/ecchymosis. (8).  DJD.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will monitor her sugars.  Xarelto has been on hold.  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:  Martha Dewolf
DOS:  05/20/2024
DOB: 03/25/1940
HISTORY OF PRESENT ILLNESS:  Ms. Dewolf is a very pleasant 84-year-old female with history of cognitive decline, history of hypertension, hyperlipidemia, restless legs syndrome, history of osteoporosis, and degenerative joint disease, admitted to the hospital with complaints of dizziness/vertigo.  The patient also had problems with decreased hearing on the right side.  The patient was not sure how she fell.  The patient was seen in the emergency room.  Her blood pressure was elevated.  Chest x-ray showed no acute process.  CT of the head without any acute findings.  CT of chest, abdomen and pelvis without any occult source of infection.  She had severe coronary artery calcification and a large hiatal hernia.  She was admitted to the hospital.  CT angio of the head and neck was done, showed no siginificant narrowing, occlusion or convincing evidence of acute dissection.  CT of the head also was unremarkable.  The patient was being monitored.  She was somewhat hypothermic, but it did improve.  She did receive one dose of vancomycin and cefepime, but subsequently it was held.  The patient was being monitored closely.  She was subsequently doing better.  Her hearing was affected; decrease in the hearing on the right side.  It was felt that her vertigo was most likely peripheral in etiology with benign positional vertigo.  She was started on meclizine.  MRI of brain was done which was negative for any stroke or masses.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation for therapy.  At the present time, she is sitting up in the chair and states she is feeling well.  She does complain of having hearing loss on the right side.  She denies any complaints of any chest pain or 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 further episode of being dizzy or lightheaded.  No other complaints.

PAST MEDICAL HISTORY: Has been significant for hypertension, hyperlipidemia, osteoporosis and restless legs syndrome.

PAST SURGICAL HISTORY: Includes hysterectomy and oophorectomy.

SOCIAL HISTORY: Smoking none.  Alcohol none.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Reviewed and as documented in EHR.

REVIEW OF SYSTEMS: Cardiovascular: No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory: Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  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 does complain of hearing loss, history of dizziness/vertigo.  No focal weakness in the arms or legs.  No history of TIA or CVA.  No history of seizures.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs: Reviewed and as documented in EHR.  HEENT: 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.  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 and moving all four extremities.
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IMPRESSION:  (1).  Dizziness/vertigo.  (2).  Hearing loss  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Restless legs syndrome.  (6).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  I have suggested that she see ENT for the hearing loss.  Family is going to make arrangements.  We will continue her other medications.  We will consult physical and occupational therapy.  She was encouraged to eat good and drink enough 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.
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