PATIENT NAME:  Fernando Giannandrea
DOS: 02/10/2025
DOB: 01/13/1947
HISTORY OF PRESENT ILLNESS:  Mr. Giannandrea is a very pleasant 78-year-old male with history of aortic stenosis status post TAVR, hypertension, hyperlipidemia, chronic kidney disease, diabetes mellitus, COPD, and degenerative joint disease who is admitted to the hospital with complaints of cough and shortness of breath and spiking fever.  He tested positive for influenza A.  Troponins are also elevated.  The patient was seen by cardiology.  The patient apparently was at University of Michigan Hospital several weeks ago.  As mentioned, he was diagnosed with influenza A and also elevated troponin as well as acute on chronic decompensated congestive heart failure.  He denies any complaints of chest pain or shortness of breath.  He denies any palpitations.  He does complain of shortness of breath as well as cough.  He was confused, felt foggy in his brain and lack of concentration.  Chest x-ray did not show any acute findings.  The patient was as mentioned earlier was admitted to University of Michigan Hospital that he was having headaches as well as dizziness.  He had MRI.  He had temporal artery biopsy.  He was diagnosed with giant cell arteritis and was started on prednisone.  He has been weak.  He was discharged from the hospital, went home, but subsequently was not feeling well, he was brought to Providence Hospital in Novi, was admitted with influenza A as well as decompensated congestive heart failure.  He was treated with steroids as well as frequent nebulized breathing treatment and was given Lasix.  He was subsequently doing better.  He was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, he does complain of being weak, tired and fatigued. He denies any complaints of chest pain.  He denies any shortness of breath.  He does have some cough.  He denies any fever.  He denies any headaches or blurring of vision.  He denies any nausea or vomiting.  Denies any diarrhea.  No other complaints.
PAST MEDICAL HISTORY:  Significant for COPD, history of aortic stenosis status post TAVR, hypertension, hyperlipidemia, diabetes mellitus, chronic kidney disease, giant cell arteritis, morbid obesity, and DJD.
PAST SURGICAL HISTORY:  Significant for appendectomy.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – quit two years ago.  No other drugs.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  He does have history of congestive heart failure, history of aortic stenosis status post TAVR, questionable history of non-ST elevation MI.  Respiratory:  He does complain of cough and gets short of breath.  He was recently diagnosed with pneumonia/influenza A and history of COPD.  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.  Genitourinary:  He does complain of having increasing frequency of urination and also occasional lack of control.  Neurological:  He is awake, alert and moving all four extremities.  He complains of being tired and fatigued.  Denies any history of TIA or CVA.  Recent diagnosis of giant cell arteritis.  Musculoskeletal:  He complains of joint pains.  He complains of muscle weakness and fatigue.  No other complaints. All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Temperature afebrile.  Pulse 70 per minute.  Respirations 18.  Blood pressure 158/75. 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.  Systolic murmur audible.  Lungs:  Scattered rhonchi bilaterally.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Mild edema both lower extremities.  Neurologic:  Grossly intact other than generalized weakness.
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IMPRESSION:  (1).  Acute on chronic congestive heart failure.  (2).  History of non-ST elevation MI.  (3).  Influenza A.  (4).  Giant cell arteritis.  (5).  COPD exacerbation.  (6).  Hyponatremia.  (7).  History of aortic stenosis status post TAVR.  (8).  Hypertension.  (9).  Hyperlipidemia.  (10).  Chronic kidney disease stage III.  (11).  Diabetes mellitus insulin dependent.  (12).  Morbid obesity.  (13).  Degenerative joint disease.  (14).  Generalized debility.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will monitor his blood sugars.  We will continue other medications.  We will slowly taper prednisone.  We will consult physical and occupational therapy.  We will check labs in about a week’s time.  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:  Mary Radzville
DOS: 02/06/2025
DOB: 10/08/1934
HISTORY OF PRESENT ILLNESS:  Ms. Radzville is a very pleasant 90-year-old female with history of recurrent urinary tract infection, history of gastroesophageal reflux disease who presented to the emergency room with complaints of generalized weakness.  She was not feeling well for the last couple of days.  She also felt somewhat nauseous as well as had some vomiting, felt congested.  She denies any complaints of any fever or chills.  Denies any shortness of breath.  Denies any chest pain.  The patient was evaluated in the emergency room.  She was felt to have viral infection.  She has an elevated WBC.  CT scan of the chest was questionable for pneumonia.  The patient’s RSV as well as COVID was negative.  She was given a dose of Rocephin in the emergency room.  Infectious Disease was consulted.  Also, was felt to have UTI.  The patient was being monitored in the hospital.  She did improve gradually.  She was feeling better.  She was put on Vantin and subsequently discharged to rehab for rehabilitation.  At the present time, she states that she is feeling better.  She does complain of feeling tired and fatigued.  Denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea. No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for gastroesophageal reflux disease and history of recurrent UTIs.
PAST SURGICAL HISTORY:  Significant for hysterectomy, rectocele surgery, shoulder arthroscopy, hip surgery and foot surgery.
ALLERGIES: KEFLEX, PERCOCET, ERYTHROMYCIN, PENICILLIN, SULFA and TETRACYCLINE.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.  No 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.  No history of asthma or 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:  No complaints other than history of recurrent UTIs.  Denies any blood in the urine.  No history of kidney stones.  Musculoskeletal:  She does complain of joint pains off and on; otherwise unremarkable.  Neurological:  Unremarkable.  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.  Pulses are bilaterally symmetrical.  Neurologic:  Grossly intact.  No focal deficit.

IMPRESSION:  (1).  Generalized debility.  (2).  History of recurrent UTI.  (3).  Probable pneumonia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will continue on her antibiotic regimen till she is done with it, consult physical and occupational therapy.  Encouraged her to drink enough fluids, eat better, work with physical therapy.  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:  Faye Abughazaleh
DOS: 01/27/2025
DOB: 03/24/1934
HISTORY OF PRESENT ILLNESS:  Ms. Abughazaleh is seen in her room today for a followup visit.  She states that she has been feeling somewhat better. She does complain of some swelling in her lower extremities.  She denies any chest pain.  Denies any shortness of breath.  Denies any palpitation.  She does complain of some pain in her shoulder areas.  She denies any other symptoms or complaints.  She is pleasantly confused.  No 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 and nontender.  Bowel sounds were positive.  Extremities:  1 to 2+ pedal edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  History of recurrent falls.  (3).  Shoulder pain.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of DVT/PE.  (7).  Degenerative joint disease.  (8).  Early cognitive deficit/dementia.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue on the Lasix, seems to be helping her with the swelling.  We will continue other medications.  We will check her labs.  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.
PATIENT NAME:  Kenneth Barkoski
DOS: 01/27/2025
DOB: 03/01/1937
HISTORY OF PRESENT ILLNESS:  Mr. Barkoski is seen in his room today for a followup visit.  He states that he is doing better.  He is weak.  He is trying to eat better.  He denies any complaints of chest pain.  He denies any shortness of breath.  He is supposed to see urology.  Denies any other symptoms or complaints.
PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Scattered rhonchi bilaterally.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of congestive heart failure.  (2).  Hypertension.  (3).  Coronary artery disease.  (4).  History of MI.  (5).  Hyperlipidemia.  (6).  Elevated liver enzymes.  (7).  Degenerative joint disease.  (8).  Chronic kidney disease.  (9).  Anemia.  (10).  BPH.  (11).  History of prostate cancer.  (12).  History of monoclonal gammopathy of undetermined significance.  (13).  Insomnia.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue current medications.  He will see urology.  We will monitor his weight.  I have encouraged him to continue with physical 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:  Kenneth Barkoski
DOS: 02/03/2025
DOB: 03/01/1937

HISTORY OF PRESENT ILLNESS:  Mr. Barkoski is seen in his room today for a followup visit.  He does complain of some increasing swelling of his legs.  He has seen urology, his catheter was taken, but he was unable to urinate, so the catheter was placed back.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any complaints of any nausea or vomiting.  He denies any diarrhea.  No fever or chills.

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 and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Congestive heart failure.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Coronary artery disease.  (5).  History of MI.  (6).  Elevated liver enzymes.  (7).  Anemia.  (8).  Chronic kidney disease.  (9).  GERD.  (10).  DJD.  (11).  Prostate cancer.  (12).  BPH.  (13).  Insomnia.  (14)  MGUS.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have encouraged him to keep his legs elevated, cut back on salty food.  We will monitor his daily weights.  We will continue his current medications.  I have advised him that he should avoid salt.  We will continue the diuretics.  We will monitor his progress.  He has another appointment with urology.  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:  Kenneth Barkoski
DOS: 02/10/2025
DOB: 03/01/1937
HISTORY OF PRESENT ILLNESS:  Mr. Barkoski is seen today at the request of the nurse since he has blood in his Foley catheter.  He states that while getting out of the bed, his catheter got pulled and since then, he has this bleeding.  He denies any complaints of any pain in his suprapubic area.  He denies any complaints of any chest pain or shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He 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 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  1 to 2+ pitting edema both lower extremities.

IMPRESSION:  (1).  Hematuria.  (2).  CHF.  (3).  CAD.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  History of MI status post stent placement.  (7).  Anemia.  (8).  Elevated liver enzymes.  (9).  Chronic kidney disease.  (10).  GERD.  (11).  DJD.  (12).  History of prostate cancer.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have advised the nurse to do flush of the catheter and see if we can clear the blood.  He is on aspirin and Plavix because of the stent placement.  We will continue same.  We will monitor him; if his bleeding persists, he may need to be seen by the urologist or go to the hospital.  We will check routine labs.  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:  _______ Eldredge
DOS: 02/03/2025
DOB: 

HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit.  He does have swelling of both the lower extremities.  Also, there is some redness in his right lower leg more than the left.  He states that his breathing has been fair.  He denies any complaints of chest pain.  Denies any 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 audible.  Systolic murmur audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Obese, but soft and nontender.  Bowel sounds were positive.  Extremities:  2+ pitting edema both lower extremities.  Slight increased redness in the right anterior shin, right lower leg, slightly warm.  No drainage.
IMPRESSION:  (1).  Cellulitis, right lower extremity.  (2).  Bilateral lower extremity swelling.  (3).  History of CVA.  (4).  Bilateral carotid stenosis.  (5).  History of insulin-dependent diabetes mellitus.  (6).  History of CVA.  (7).  Peripheral neuropathy.  (8).  Chronic kidney disease.  (9).  Hypertension. (10).  Hyperlipidemia.  (11).  Chronic anemia.  (12).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue antibiotic for another week.  We will give him extra Bumex 2 mg every day for three days.  We will check BMP in four to five days’ time.  We will continue other medications.  He was encouraged to keep his legs elevated.  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:  Karen Arsneault
DOS: 01/20/2025
DOB: 08/03/1955
HISTORY OF PRESENT ILLNESS:  Ms. Arsneault is seen in her room today for a followup visit.  She is getting ready to be discharged home.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  She continues to complain of pain in her back as well as in the hip area.  She is able to ambulate and able to do things.  She denies any other symptoms.  She feels that she can go home and she has help at home and she will do therapy as an outpatient.  No 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 and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of fall.  (2).  Low back pain.  (3).  Hip pain.  (4).  Diabetes mellitus.  (5).  Major depressive disorder.  (6).  History of asthma and COPD.  (7).  Anxiety.  (8).  DJD.  (9).  Attention deficit disorder.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  I have suggested that she continue with therapy.  All her prescription was signed.  She will follow up with her primary physician within two weeks’ time.  She will get further pain medication from her PCP.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Susan Roth-Vainder
DOS: 01/27/2025
DOB: 04/24/1951
HISTORY OF PRESENT ILLNESS:  Ms. Roth-Vainder is seen in her room today for a followup visit.  She is lying in her bed.  She does complain of pain.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitation.  She denies any nausea, vomiting, or diarrhea.  She has been eating some better.  She has been working with physical therapy, but continues to complain of pain.  Denies any other symptoms or 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 and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Generalized pain.  (2).  Generalized anxiety disorder.  (3).  Mild dementia.  (4).  Peripheral neuropathy.  (5).  Chronic kidney disease.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  DJD.  (9).  Depressive disorder.  (10).  History of lupus/antiphospholipid syndrome.  (11).  Chronic pain syndrome.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be somewhat better.  We will continue current 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.
PATIENT NAME:  Robert Tennis
DOS: 01/27/2025
DOB: 09/13/1929
HISTORY OF PRESENT ILLNESS:  Mr. Tennis is seen in his room today for a followup visit.  He is sitting up in his wheelchair.  He states that he is doing better.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitation.  He is feeling better overall.  He denies any abdominal pain.  No nausea, vomiting, or diarrhea.  He has been eating well.  He is getting ready to be discharged home with family.  No 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 and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  History of COVID-19.  (2).  Chronic right heart failure.  (3).  Aortic stenosis status post TAVR.  (4).  Pulmonary hypertension.  (5).  Dementia.  (6).  History of falls.  (7).  CAD.  (8).  Atrial fibrillation.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Non-insulin-dependent diabetes mellitus.  (12).  Chronic kidney disease.  (13).  Chronic anemia.  (14).  History of sleep apnea.  (15).  DJD.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  He has improved.  He is eating better.  We will continue current medications.  He is getting ready to be discharged home.  Home health care will be arranged.  Continue current medications.  He will follow up with his PCP in two weeks’ time.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Susan Fell
DOS: 01/24/2025
DOB: 08/26/1952
HISTORY OF PRESENT ILLNESS:  Ms. Fell is a very pleasant 72-year-old female admitted to WellBridge of Brighton because of acute hypoxic respiratory failure and COPD exacerbation as well as bronchitis.  The patient was seen by Dr. ______ service, was subsequently transferred to mine.  She at the present time states that she has been feeling well.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Scattered rhonchi bilaterally.  No wheezing.  No rales.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  COPD exacerbation.  (2).  History of encephalopathy.  (3).  Aortic stenosis.  (4).  Chronic atrial fibrillation.  (5).  History of metastatic colon adenocarcinoma.  (6).  Type II diabetes mellitus.  (7).  Neuropathy.  (8).  Anxiety.  (9).  Depressive disorder.  (10).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will consult physical therapy and occupational 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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