PATIENT NAME:  Dennis Cook
DOS:  08/26/2025
DOB:  10/02/1948
HISTORY OF PRESENT ILLNESS:  Mr. Cook is a very pleasant 76-year-old male with history of congestive heart failure with reduced ejection fraction, history of coronary artery disease status post MI and stent placement, history of atrial fibrillation, hypertension, hyperlipidemia, obstructive sleep apnea as well as chronic kidney disease and MGUS who presented to the emergency room with complaints of being dizzy, lightheaded, and having hematuria.  He does complain of having exertional dyspnea that has progressed over last year.  He gets shortness of breath with activities of daily living.  Around a week ago, he developed hematuria, also having increasing frequency of urination and dysuria.  Also, he was bruising easy.  The patient saw his PCP and was recommended to go to the emergency room.  His blood pressure was low at 70/50.  He was also determined to have a UTI, was given antibiotics and sent home on oral antibiotics.  The patient continued to not feel well and feeling dizzy, blood pressure has been low.  He was subsequently sent to the emergency room and admitted to the hospital for further evaluation and treatment.  He was given IV fluids.  He had positive orthostatic vitals.  The patient had an echocardiogram done which did reveal his ejection fraction to be lower from before.  Cardiology was consulted.  His diuretics were held because of the hypotension.  His other blood pressure medications were on hold.  He was subsequently feeling better.  He was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility for rehabilitation.  At the present time, he feels better.  He does feel weak.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any nausea, vomiting, or diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for congestive heart failure with reduced ejection fraction, chronic low back pain, history of coronary artery disease, diabetes mellitus, history of diverticulosis, history of benign prostatic hypertrophy, history of hemorrhoids, hyperlipidemia, hypertension, obstructive sleep apnea, and history of squamous cell skin cancer.
PAST SURGICAL HISTORY:  Significant for cardiac catheterization and stent placement, prostate surgery, knee arthroscopy, and anal fistula repair.
ALLERGIES: No known drug allergies.

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.  He does have history of exertional shortness of breath, history of coronary artery disease, history of MI status post stent placement, history of congestive heart failure and history of hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  He does complain of exertional shortness of breath.  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.  Genitourinary:  He does have history of prostate surgery and history of prostate enlargement and history of hematuria.  Neurological:  Denies any complaints of headaches.  Denies any focal weakness in the arms or legs.  He complains of generalized weakness.  No history of TIA or CVA.  No history of seizures.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  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.  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).  Hypotension.  (2).  Dizziness/lightheadedness.  (3).  Coronary artery disease.  (4).  Congestive heart failure with reduced ejection fraction.  (5).  History of atrial fibrillation, on anticoagulation with Coumadin.  (6).  Hematuria.  (7).  Chronic kidney disease.  (8).  Hypertension.  (9).  Hyperlipidemia.  (10).  Sleep apnea.  (11).  MGUS.  (12).  Chronic anemia.  (13).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged him to eat better and drink enough fluids.  Monitor his weights.  Continue other medications.  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:  Hazel Matthews
DOS:  08/25/2025
DOB:  05/30/1949
HISTORY OF PRESENT ILLNESS:  Ms. Matthews is a very pleasant 76-year-old female with history of CVA, right MCA with mild left upper extremity weakness, history of seizure disorder on Keppra, hypertension, hyperlipidemia, history of NASH, as well as history of esophageal varices status post banding, history of type B aortic dissection, admitted to the hospital with episode of confusion, abnormal gait, and elevated blood sugars and also episode of SVT.  The patient was somewhat increasingly confused over the last couple of days.  She was also having increased somnolence.  The patient was also bending slightly to her right while ambulating.  In view of the above symptoms, the patient also had episode when she had a rightward lean and daughter felt she was having contraction of left upper extremity with possible seizure.  She was lowered to the ground, brought to the emergency room.  The patient has occasionally missed her medications as per her daughter.
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Her blood sugar was 442 in the emergency room.  Chest x-ray was unremarkable.  She was given diltiazem.  She was admitted to the hospital.  CT angio of the head and neck was done which showed chronic occlusion of the right internal carotid artery at its origin.  No evidence of vertebral stenosis or dissection.  Mild luminal irregularities in the proximal descending thoracic aorta.  Mild atherosclerotic changes in the left internal carotid artery.  No definite intracranial aneurysms.  CT head showed no acute intracranial abnormality, remote right middle cerebral artery infarction, no change from before.  Chest x-ray was unremarkable.  The patient was treated for transient weakness, abnormal gait and rightward lean, and episode of SVT responded to diltiazem.  She was given initial ceftriaxone, but was felt that she had asymptomatic bacteriuria, antibiotics were held.  She was continued on her other medications, was being monitored, was subsequently doing better, was sent to Wellbridge Rehabilitation Facility for rehabilitation.  At the present time, she feels much better.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  She is alert and oriented.  No other complaints.
PAST MEDICAL HISTORY:  Significant for carpal tunnel syndrome, history of CVA, history of cirrhosis of the liver not due to alcohol, depression, diabetes mellitus, hepatitis C, hyperlipidemia, hypertension, history of fall with multiple rib fractures, history of nonalcoholic steatohepatitis, history of seizure disorder, and history of sinus bradycardia.
PAST SURGICAL HISTORY:  Significant for cesarean section, history of breast mass excision, and liver biopsy.
ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – she smokes three to four cigarettes a day.  Alcohol – none.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does have history of SVT, history of hypertension and hyperlipidemia.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Denies any 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:  She does have asymptomatic bacteriuria, otherwise unremarkable.  Musculoskeletal:  She does complain of joint pains off and on.  Neurological:  She does have history of CVA.  She did complain of right-sided weakness and leaning.  History of seizure.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Examination was normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.
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Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Neurologic:  The patient is awake and alert.  Oriented x3.  There is right-sided weakness.  Moving all four extremities.
IMPRESSION:  (1).  Global TIA.  (2).  Seizure disorder.  (3).  History of right MCA stroke.  (4).  Episode of SVT.  (5).  Poorly controlled type II diabetes mellitus.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  NASH.  (9).  Congestive heart failure with preserved ejection fraction.  (10).  Type B aortic dissection.  (11).  Chronic iron-deficiency anemia.  (12).  Carotid artery disease.  (13).  Gastroesophageal reflux disease.  (14).  Anxiety.  (15).  DJD.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  Encouraged her to drink enough fluids, eat better, try to 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:  Kevin McConeghy
DOS:  08/25/2025
DOB:  10/01/1952
HISTORY OF PRESENT ILLNESS:  Mr. McConeghy is a very pleasant 72-year-old male with history of coronary artery disease, hypertension, hyperlipidemia, history of spinal stenosis, and chronic anemia who was admitted to the hospital with complaints of cough and shortness of breath.  He has not been feeling well prior to admission.  He had a prior admission recently with GI bleed, but has reported no recurrence of hematemesis or obvious blood in the stool or dark stools.  He denies any complaints of headaches.  No numbness or weakness.  The patient was seen in the emergency room, had a CT scan of the chest, which showed no evidence of PE, large loculated left pleural effusion and small right pleural effusion were seen.  Chest x-ray did reveal several old healed rib fractures, also new increased pleural and parenchymal opacities were seen in the left mid and lower thorax.  Complete obscuration of the left hemidiaphragm and left heart border.  A chest tube was placed.  Subsequently, repeat x-ray did show decrease in the left pleural effusion.  There were concerns for sepsis.  He was admitted to the hospital.  The patient was initially on IV antibiotics broader spectrum.  The patient was continued on other medications.  He had a prolonged hospital course.  Also, he was having back pain with right-sided sciatica. He had elevated troponin as well as parapneumonic effusion and sepsis.  He was orthostatic in the hospital.  He was given 1 unit of blood.  Hemolysis workup was negative.  Iron workup consistent with iron-deficiency anemia, was given iron infusion.  The patient was put on PPI twice daily in view of his history of Barrett's esophagus and duodenal ulcer.  No acute bleeding or findings were found on EGD and colonoscopy.
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Loculated left pleural effusion in the setting of community-acquired pneumonia with large parapneumonic effusion which was treated with thoracentesis.  He was continued on linezolid.  Recommendations are to continue it for four weeks.  Repeat CT scan in four weeks.  Follow up with infectious disease.  He underwent decortication.  He had chest tubes which were removed prior to his discharge.  Pain control with oxycodone.  Nephrology were following for his acute renal failure which did improve some.  He was otherwise doing better, but was significantly weak.  He was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he does feel better.  He does complain of some pain in his back.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  No nausea, vomiting or diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for back pain, hyperlipidemia, history of duodenal ulcer, gastroesophageal reflux disease, and hypertension.
PAST SURGICAL HISTORY:  None.  Recent thoracentesis and decortication.
ALLERGIES: No known drug allergies.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – he drinks five drinks of alcohol per week.  No other drugs.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  History of coronary artery disease.  History of hypertension and hyperlipidemia.  Respiratory:  He gets short of breath with exertion.  History of pneumonia.  History of parapneumonic effusion.  History of thoracentesis as well as decortication.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He does have history of duodenal ulcer, history of GI bleed status post EGD and colonoscopy.  Genitourinary:  History of BPH; otherwise unremarkable.  Neurological:  Denies any complains of headache.  Denies any focal weakness in the arms or legs.  Denies any history of TIA or CVA.  No history of seizure.  Musculoskeletal:  He complains of lower back pain 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:  Examination was 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:  Decreased breath sounds in the bases.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Generalized debility.  (2).  Community-acquired pneumonia.  (3).  Parapneumonic effusion status post decortication.  (4).  Congestive heart failure.  (5).  Coronary artery disease.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Anemia.  (9).  GERD.  (10).  History of low back pain.  (11).  Spinal stenosis.
TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation Facility.  We will continue current medications from the hospital.  We will consult physical and occupational therapy.  I have encouraged him to eat better, drink enough fluids, participate with therapy.  We will continue other medications.  If he has any problems, he will let the nurses know or call the office.

Masood Shahab, M.D.
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