PATIENT NAME:  Robert Gouin
DOS:  08/05/2025

DOB:  03/19/1936
HISTORY OF PRESENT ILLNESS:  Mr. Gouin is very pleasant. He states that he 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.  He denies any diarrhea.  He does complain of swelling of his lower extremities.  His blood sugars have been somewhat fluctuating.  He has been refusing his evening doses at times.  No other complaints.

PHYSICAL EXAMINATION:  General Appearance:  Normal.  HEENT:  Examination was 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:  2-3+ pitting edema in both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling.  (2).  Type II diabetes mellitus.  (3).  Coronary artery disease.  (4).  Atrial fibrillation.  (5).  BPH.  (6).  Generalized debility.  (7).  History of Merkel cell cancer of the left temple.  (8).  Hypothyroidism.  (9).  Morbid obesity.  (10).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  I have suggested that he take Bumex 2 mg.  I have given him extra tablet of Bumex for the next three days.  I have encouraged him to keep his legs elevated.  Compression stockings also recommended.  He was advised to cut back on salty food.  We will continue other medications.  We will monitor his progress.  We will follow up on his workup.  He was also advised to take his insulin.  We will monitor his blood sugars.  We will follow up on his progress.  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:  08/12/2025

DOB:  12/31/1941
HISTORY OF PRESENT ILLNESS:  Mr. Eldredge is seen in his room today for a followup visit.  He states that he is doing better.  He does have some fluid retention in his legs and somewhat swelling.  He denies any redness.  He states that overall things seem to be stable.  He denies any complaints of chest pain.  Denies any shortness of breath.  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.  Nontender.  Bowel sounds were positive.  Extremities:  1-2+ pitting edema both lower extremities.
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IMPRESSION:  (1).  Lower extremity swelling.  (2).  Type II diabetes mellitus.  (3).  Chronic congestive heart failure with preserved ejection fraction.  (4).  History of moderate aortic stenosis.  (5).  Mitral and tricuspid regurgitation.  (6).  Chronic kidney disease stage IIIA.  (7).  History of CVA with right-sided weakness.  (8).  History of bilateral carotid artery stenosis.  (9).  Hypertension.  (10).  Hyperlipidemia.  (11).  Morbid obesity.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be stable and doing better.  We will continue his current medications.  Recommended that he cut back on salty food, keep his legs elevated, pressure stocking, continue his diuretic regimen.  We will check his labs.  We will monitor his progress.  We will follow up on his workup.  We will monitor his blood sugars.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Sudha Sud
DOS:  08/14/2025

DOB:  09/23/1953
HISTORY OF PRESENT ILLNESS:  Ms. Sud is seen in her room today for a followup visit.  She states that she is doing better.  She has been tolerating her Sinemet.  She feels it is helping her.  She states the pain has been stable.  She has been taking the pain medications.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  She is working with therapy and feels that she is improving.  Swelling is also somewhat better.  She denies any other symptoms or complaints.  Overall has been feeling better.  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:  1+ pitting edema both lower extremities.

IMPRESSION:  (1).  Bilateral lower extremity swelling improving.  (2).  Chronic lower back pain.  (3).  History of L1 transverse process fracture.  (4).  History of L5 spinous process fracture.  (5).  History of S1-S2 sacrum stress fracture.  (6).  History of hypertension.  (7).  Hyperlipidemia.  (8).  DJD.  (9).  Anxiety.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Continue to work with PT/OT.  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.

Transcribed by: www.aaamt.com
