PATIENT NAME:  Mark Hemming
DOS: 06/21/2024

DOB: 11/16/1950
HISTORY OF PRESENT ILLNESS:  Mr. Hemming is a very pleasant 73-year-old male with history of type II diabetes mellitus, coronary artery disease, hypertension, hyperlipidemia, and encephalopathy who presented to the emergency room with generalized weakness and altered mental status.  The patient was feeling dizzy.  The patient was found to be in his home with a temperature of 82 degrees set.  He was found to be have elevated temperature as well as altered mental status.  He was seen in the emergency room where cooling blankets were initiated and IV hydration was initiated.  The patient was admitted to the hospital where a CT scan of the head as well as neck was done.  No acute intracranial CT abnormality.  X-ray of the chest was unremarkable.  His urinalysis was negative.  The patient gradually did improve.  Physical and occupational therapy were consulted.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he says that he is feeling better.  He denies any complaints of chest pain.  Denies any shortness of breath.  He denies any palpitations.  He is pleasantly confused.  No other complaints.

PAST MEDICAL HISTORY:  Significant for coronary artery disease, hypertension, hyperlipidemia, type II diabetes mellitus, and degenerative joint disease.

PAST SURGICAL HISTORY:  Significant for cardiac catheterization and stent placement.

SOCIAL HISTORY:  Smoking: He quit smoking 47 years ago.  Alcohol none.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as listed in EHR.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  He does have history of coronary artery disease, history of cardiac catheterization and stent placement.  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: He does have history of altered mental status and history of encephalopathy.  No history of TIA or CVA.  Musculoskeletal:  He does complain of joint pains 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.  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.

IMPRESSION:  (1).  Generalized weakness.  (2).  History of metabolic encephalopathy.  (3).  Hyperthermia.  (4).  Type II diabetes mellitus.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Coronary artery disease. (8).  BPH.  (9).  DJD.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged him to drink better and eat better, work with physical and occupational therapy.  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:  Phyllis Langston-Glazier
DOS: 06/18/2024

DOB: 08/16/1937
HISTORY OF PRESENT ILLNESS:  Ms. Langston-Glazier is a very pleasant 86-year-old female with history of hypertension, history of chronic low back pain, fibromyalgia, history of nephrolithiasis, hypertension, hyperlipidemia, history of metastatic melanoma, history of coronary artery disease, history of adrenal insufficiency, and history of osteoporosis who presented to the emergency room because of multiple falls in the last several weeks.  She developed weakness in the right side of her body.  She felt right arm and right leg being weak, felt numb.  She presented to the emergency room.  She was afebrile. Blood pressure was slightly elevated.  She underwent a CT scan of the head with no acute findings. Stroke protocol was initiated.  The patient did not undergo TPA at the time.  CT angio and CT perfusion scan were performed, were negative for any acute findings.  The patient was given aspirin, Benadryl, hydrocortisone, and Solu-Medrol and was admitted for further evaluation and treatment.  The patient was seen by neurologist.  She was felt to have acute stroke with right-sided weakness.  She also had some left-sided weakness.  MRI of the brain and cervical spine was ordered.  Neurology was consulted.  MRI of the brain showed small scattered nonhemorrhagic foci of acute cortical infarct involving the left parietal lobe and upper occipital lobe.  She had an echo done which showed an EF of 65%, mild aortic stenosis, severe mitral annular calcification is present and mild mitral stenosis.  CT angio of the head and neck done, showed no evidence of intracranial aneurysm.  No significant carotid or vertebral artery stenosis.  Normal cerebral perfusion was also seen.  The patient was evaluated by physical and occupational therapy.  She did show some improvement in her weakness.  She was doing better.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she said that she is doing better.  She does state that her strength on the right side is improving though it is not completely back to normal.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for coronary artery disease, hypertension, hyperlipidemia, chronic back pain, history of myocardial infarction, history of osteoporosis and recurrent UTIs, history of adrenal insufficiency, no longer Cortef, follows with endocrinology.

PAST SURGICAL HISTORY:  Significant for knee surgery, carpal tunnel release, arthroscopy, total knee arthroplasty, hysterectomy, varicose vein surgery, appendectomy, adenoidectomy, tonsillectomy, melanoma surgery with sentinel lymph node biopsy, spinal fusion surgery, and rotator cuff repair.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  As documented in EHR.

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.  She does have history of hypertension as well as hyperlipidemia, history of coronary artery disease, and history of MI.  No history of congestive heart failure.  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.  Musculoskeletal:  Complains of joint pains, history of lower back pain, history of spinal fusion surgery, and degenerative joint disease.  Neurological: Complains of right-sided weakness and history of CVA.  No history of seizure.  All other systems were reviewed and found to be negative.
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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.  No carotid bruit.  No thyromegaly.  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:  Slight weakness on the right side, otherwise grossly unremarkable.

IMPRESSION:  (1).  Right-sided weakness.  (2).  Acute CVA.  (3).  Dizziness.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of essential tremor.  (7).  History of metastatic melanoma.  (8).  Osteoporosis.  (9).  DJD.  (10).  Chronic low back pain.  (11).  History of normocytic anemia.  (12).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Consult physical and occupational therapy.  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.

Masood Shahab, M.D.
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