PATIENT NAME:  Kevin Gerkin
DOS: 08/20/2024
DOB: 05/16/1967
HISTORY OF PRESENT ILLNESS:  Mr. Gerkin is a very pleasant 67-year-old male with history of alcohol abuse, history of type II diabetes mellitus, chronic orthostatic hypotension, anxiety, depression, as well as history of neuropathy presented to the emergency room because of poor appetite, weakness, and generalized fatigue as well as complaining of being lightheaded.  He has not been eating well.  Denies any cough or any upper respiratory symptoms.  No fever or chills.  He was seen in the emergency room.  Ultrasound of the abdomen was done which did reveal hepatic steatosis.  No obvious biliary ductal dilation was seen.  CT angio of the chest was done showed no acute pulmonary embolism.  Chest x-ray was unremarkable.  He was admitted because of anion gap metabolic acidosis and DKA as well as sinus tachycardia secondary to starvation ketosis.  The patient was given IV fluids.  He was started on insulin regimen.  He was continued on his other medications.  Continue on midodrine.  He was doing better.  He was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he states that he is feeling some better.  He complains of feeling weak.  He is able to ambulate.  He denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No other fever or chills.  He does complain of back pain for which he has been taking pain medications.  He states that he is eating better and drinking enough fluids.  No other complaints.

PAST MEDICAL HISTORY:  Significant for anxiety and depression, history of alcoholism, history of type II diabetes mellitus, history of neuropathy, history of orthostatic hypotension, generalized anxiety disorder, and degenerative joint disease.

PAST SURGICAL HISTORY:  Significant for tooth extraction.
ALLERGIES: PENICILLIN.
CURRENT MEDICATIONS:  Reviewed and as documented in the EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – he does report current alcohol use.  Denies any other drugs.
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.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Musculoskeletal:  He complains of back pain.  He complains of joint pain.  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 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Generalized weakness.  (2).  Starvation ketoacidosis.  (3).  DKA.  (4).  Generalized weakness.  (5).  Peripheral neuropathy.  (6).  Orthostatic hypotension. (7).  Alcohol abuse disorder. (8).  Type II diabetes mellitus. (9).  Depressive disorder. (10).  DJD.
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TREATMENT PLAN:  The patient has been admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will continue other medications.  Encouraged him to eat better, drink enough fluids.  Continue current medications.  We will monitor his blood sugars.  We will monitor his progress.  Physical and occupational therapy would be consulted.  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:  John Hall
DOS: 08/19/2024
DOB: 07/06/1950
HISTORY OF PRESENT ILLNESS:  Mr. Hall is a very pleasant 74-year-old male with history of prior CVA and left hemiparesis, history of atrial fibrillation, hypertension, hyperlipidemia, history of COPD, admitted to the hospital with agitation and substance withdrawal.  He has been on multiple medications.  He has workup done in the hospital including an MRI of the brain as well as an LP.  Most of his workup was essentially unremarkable.  His was felt to be symptoms of likely due to polypharmacy.  He was admitted with hypoactive delirium and acute encephalopathy as well as paranoia secondary to polypharmacy.  He had been admitted to the hospital in the past with similar presentation.  His tizanidine was discontinued, also Seroquel was discontinued.  He was continued on the trazodone as well as baclofen, the dosage was decreased.  Continue on gabapentin.  Psychiatry was consulted.  Also neurology was consulted.  The patient did receive methyl prednisolone for three days for autoimmune encephalitis/paraneoplastic syndrome.  Recommendation was subsequently outpatient followup.  The patient was subsequently doing better.  He was discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he feels much better.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any episodes of agitation.  He states that he has been feeling better.  He does feel weak.  No other complaints.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation 10 years ago, history of CVA, history of cocaine abuse, COPD, gastroesophageal reflux disease, hyperlipidemia, hypertension, joint pain, osteoporosis, sleep apnea, arthritis and anemia.
PAST SURGICAL HISTORY:  Significant for hip surgery, knee surgery, colonoscopy, and shoulder surgery.
ALLERGIES: CEFTRIAXONE.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
PHYSICAL EXAMINATION:  General:  Appearance was 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).  Acute encephalopathy improved.  (2).  Hypoactive delirium.  (3).  Paranoia.  (4).  History of polypharmacy.  (5).  COPD.  (6).  History of CVA. (7).  Left-sided hemiparesis. (8).  Atrial fibrillation not on anticoagulation. (9).  Iron deficiency anemia. (10).  Hypertension. (11).  Depression. (12). DJD.  (13).  BPH.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupation therapy.  Encouraged him to eat better and drink enough fluids.  Continue current 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:  Paul Ruzicka
DOS: 08/14/2024
DOB: 02/05/1938
HISTORY OF PRESENT ILLNESS:  Mr. Ruzicka is a very pleasant 86-year-old male with history of congestive heart failure with preserved ejection fraction, history of RV dysfunction, chronic kidney disease, gastroesophageal reflux disease, history of permanent atrial fibrillation, severe tricuspid and mitral regurgitation, history of pulmonary hypertension, history of hypertension, dyslipidemia, obstructive sleep apnea, hepatic steatosis, history of multiple falls who was presented to the emergency room with complaints of generalized weakness was found to be acute kidney injury.  He was having significant weakness.  He was not eating well.  He has inability to ambulate himself.  He was brought to the emergency room where he was given IV fluids with diuretics were being held.  He was gradually restarted.  He was doing better.  He was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he states that he is feeling better.  He does complain of feeling weak.  Denies any complains of chest pain or shortness of breath.  Denies any palpitations.  No nausea, vomiting, or diarrhea.  No other complaints.
PAST MEDICAL HISTORY:  Significant for congestive heart failure, hypertension, hyperlipidemia, RV dysfunction, chronic kidney disease, history of permanent atrial fibrillation, severe tricuspid regurgitation and mitral regurgitation, pulmonary hypertension, sleep apnea, hepatic steatosis, DJD, and history of falls.
ALLERGIES: ATARAX.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.

REVIEW OF SYSTEMS:  Cardiovascular:  Denies any history of MI.  He does have history of congestive heart failure, history of mitral and tricuspid regurgitation, and history of pulmonary hypertension.  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 or vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  He does have history of BPH otherwise unremarkable.  Musculoskeletal:  He does complains of weakness and multiple falls.  Neurological:  He does complain of weakness.  Denies any history of TIA or CVA.  History of subdural hematoma, history of falls, or generalized weakness.  All other systems were reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils are equal, round, and reactive to light.  Extraocular movements are intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  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).  Generalized weakness.  (2).  History of falls.  (3).  Permanent atrial fibrillation.  (4).  History of CHF.  (5).  Pulmonary hypertension.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  DJD. (9).  Anxiety.
TREATMENT PLAN:  The patient admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged him to eat better.  Drink enough fluids.  We will monitor his progress.  We will check his labs.  We will monitor his PT/INR.  We 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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