PATIENT NAME:  Paul Ruzicka
DOS: 02/23/2026

DOB: 02/05/1938

HISTORY OF PRESENT ILLNESS:  Mr. Ruzicka is seen in his room today for a followup visit.  He states that he is doing better, has some pain, but he states that the patch and the pain medications do help.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitation.  He has been working with physical therapy.  No other complaints.  He has been eating well.  He has been sleeping good.  Denies any nausea or vomiting.  Denies any diarrhea.  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:  No edema.

IMPRESSION:  (1).  History of fall.  (2).  History of T11-T12 vertebral fracture.  (3).  Multiple rib fractures.  (4).  Left pubic rami fracture.  (5).  Chronic kidney disease.  (6).  Degenerative joint disease.  (7).  Hypertension.  (8).  History of atrial fibrillation.  (9).  Hyperlipidemia.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  He will continue to work with physical and occupational therapy.  We will monitor his pro-time.  Continue other medications.  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: 02/16/2026

DOB: 05/05/1938
HISTORY OF PRESENT ILLNESS:  Mr. Ruzicka is seen in his room today for a followup visit.  His INR has been elevated.  His Coumadin has been on hold; it has been persistently for the last three days much higher, so sent a pro-time to the labs to further evaluate it.  We will continue other medications.  He denies any complaints of chest pain.  He denies any headache.  Denies any complaints of shortness of breath.  No palpitations.  Denies any abdominal pain.  No nausea.  No vomiting.  Denies any diarrhea.  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:  No edema.

IMPRESSION:  (1).  Fall.  (2).  History of T11-T12 vertebral fracture.  (3).  Multiple rib fractures.  (4).  Left pubic rami fracture.  (5).  Elevated pro-time.  (6).  Chronic kidney disease.  (7).  Degenerative joint disease.  (8).  Hypertensive heart disease.  (9).  History of atrial fibrillation.  (10).  Hyperlipidemia.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue to hold his Coumadin.  We will monitor PT/INR; once it is therapeutic, then we will restart the Coumadin.  We will continue other medications.  He was advised to be careful in transferring himself, avoid any kid of falls, will try to eat more greens.  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.
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