PATIENT NAME:  Raymond Gaedt


DOS:  01/22/2013
HISTORY OF PRESENT ILLNESS:  Mr. Gaedt is seen in the office today for a followup visit complaining of numbness/tingling in both his lower extremities.  He does complains of it is much worse in nighttime.  He denies much symptoms during daytime when he is up and around.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitation.  Denies any complaints of any nausea.  No vomiting.  Denies any diarrhea.  No fever.  No chills.  He also was wondering about his other test results.

PHYSICAL EXAMINATION:  General:  Appearance was 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:  Hyperlipidemia.  Impaired fasting glucose.  History of atrial fibrillation.  Lower extremity swelling.  Neuropathy.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  Reviewed his test results from before.  His arterial Dopplers were negative and unremarkable.  Also, checked his random sugar, which is 101.  His hemoglobin of 5.9.  I have suggested that he have a nerve conduction study to evaluate the numbness and tingling in his legs.  He has been diagnosed with neuropathy.  I did discuss about various medications that are used to treat the neuropathy.  We will have the EMG/nerve conduction studies done first before we decide on treatment.  He is also having increasing frequency of urination as well as getting up in the night more frequently.  I have put him on Flomax that he is going to take one at bedtime.  He will call the office, if he is not feeling any better.  He will continue his other medication.  Followup would be in three to four weeks’ time or sooner if needed.

Masood Shahab, M.D.
PATIENT NAME:  Robert Lorenz


DOS:  01/22/2013
HISTORY OF PRESENT ILLNESS:  Mr. Lorenz is seen in the office today for a followup visit.  Overall, he has been doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  Denies any palpitations.  Denies any complaints of any nausea.  No vomiting.  He denies any diarrhea.  No fever.  No chills.  He needed refills on his medications.

PHYSICAL EXAMINATION:  General:  Appearance was 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:  Hypertension.  Hyperlipidemia.  BPH.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He seems to be doing well.  I have suggested that he continue his current medications.  No change in therapy is done.  Refills of his medications were given to him.  He is due for his yearly blood test, which would be scheduled.  He will call the office, if he has any other complaints.  Followup would be in three months’ time or sooner if needed.

Masood Shahab, M.D.
PATIENT NAME:  Lynda Cash


DOS:  01/22/2013
HISTORY OF PRESENT ILLNESS:  Ms. Cash is seen in the office today with complaints of pain in her hands more so in the right hand lateral aspect.  She states that her movement does bother it more.  She denies any complaints of trauma or fall.  She denies any complaints of any numbness or tingling in the hands.  She denies any complaints of any similar pain in the past.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Benign.  Extremities:  No edema.  Right hand, there is slight pain with ulnar deviation.  Flexion and extension was unremarkable.  There was tenderness over dorsal aspect of the thumb at the base of the thumb.

IMPRESSION:  Right hand pain questionable tendonitis.

TREATMENT PLAN:  I discussed with the patient about her symptoms.  X-ray of the hand was done and reviewed.  I did discuss various options.  She has been using the ice as well as some pain medications.  I have referred her to Dr. Wilson for further evaluation of this pain as well as possible cortisone injection.  If she has any other symptoms or complaints, she will call the office.

Masood Shahab, M.D.
PATIENT NAME:  Maria Bracken

DOS:  01/22/2013
HISTORY OF PRESENT ILLNESS:  Ms. Bracken is seen in the office today for a followup visit.  Overall, she has been feeling well except for complaining of being feeling of fullness in the ear and also noticed some drainage from the right ear feels somewhat wobbly and unsteady.  She states that the symptoms have been going on for several days.  She denies any complaints of any sore throat or cough.  Denies any fever.  Denies any chills.  Denies any nausea, vomiting, or diarrhea.  She otherwise has been feeling well.

PHYSICAL EXAMINATION:  General:  Appearance was 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:  Otitis media.  Earwax.

TREATMENT PLAN:  I discussed with the patient about her symptoms.  I have put her Augmentin 500 mg three times a day.  I have given her Cortisporin eardrops that she is going to use.  She will come back in one to two week’s time.  If symptoms are not improved we will have her see ENT.  She will continue her other medications and monitor her sugars.  Followup would be in two weeks’ time or sooner if needed.

Masood Shahab, M.D.
PATIENT NAME:  Morris Mourad

DOS:  01/22/2013
HISTORY OF PRESENT ILLNESS:  Mr. Mourad is seen in the office today with complaints of soreness and pain in the right side of the neck.  He states that his left side pain, which he had last time has completely improved.  He denies any other complaints.  He does state that it hurts when he swallows.  He denies any runny nose or sneezing.  Denies any cough.  Denies any fever or chills.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Throat was mildly congested and inflamed.  Ear was normal.  Nose was congested.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Benign.  Extremities:  No edema.

IMPRESSION:  Probable bronchitis/pharyngitis,

TREATMENT PLAN:  I discussed with the patient about his symptoms.  I have put him on Augmentin 875 mg twice a day.  I have advised him to do some warm saline gargles.  I have referred him to ENT for recurrent pain.  He will call the office, if he has any other symptoms.  He will continue his other medications.  Followup would be in as scheduled and p.r.n.

Masood Shahab, M.D.
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