PATIENT NAME:  James Hitt


DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Hitt is seen in the office today for a followup visit.  Overall, he has been doing well.  He states that his sugars have been doing well.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any complaints of any nausea.  No vomiting.  He denies any diarrhea.  No fever.  No chills.  Swelling of his lower extremities is much better.  He was wondering if he needs to continue on the water pill.  No other complaints.

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:  Diabetes mellitus.  Hypertension.  Hyperlipidemia.  COPD home O2 dependent.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He seems to be doing well.  Reviewed his blood pressure readings.  His hemoglobin A1c was checked which is 5.8.  He is due for his yearly blood test, which would be scheduled.  I have advised him to decrease his dosage of the Lasix to 40 mg every other day.  He will monitor his weight and watch for swelling of his lower extremities.  If it is any worse he will call the office sooner.  He will be scheduled to have an ultrasound of the abdomen for treating for abdominal aortic aneurysm.  He has been a former smoker.  Followup would be in three months’ time or sooner if needed.  If he has any other symptoms or complaints, he will call the office.
Masood Shahab, M.D.

PATIENT NAME:  Edward Gren
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Gren is seen in the office today for a followup visit.  Overall, he has been feeling well.  He needed refills on his medications.  He denies any complaints of chest pain.  Denies any shortness of breath.  He denies any palpitation.  Denies any complaints of any nausea.  No vomiting.  He denies any diarrhea.  No fever.  No chills.  He does exercise on a regular basis.  He does try to watch his diet also.  He otherwise has been feeling well.  No other complaints.

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:  Type 2 diabetes mellitus.  Hypertension.  Hyperlipidemia.  Hypothyroidism.  GERD.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  Random sugar and hemoglobin A1c was checked.  His random sugar was 201.  His hemoglobin A1c was 7.5.  This was discussed with the patient.  He does seem to do regular exercise.  He plays pick ball. Also, he states that he does tries to do a good job at his diet.  I have recommended that he increase his metformin to 500 mg two tablets in the morning and one in the evening.  If he develops any diarrhea or any other problems, he will call the office.  He will continue his other medications.  He will be scheduled for routine blood testing before his next visit.  Followup would be in three months’ time or sooner if needed.  If he has any other symptoms or complaints, he will call the office.

Masood Shahab, M.D.

PATIENT NAME:  James Vine

DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Vine is seen in the office today for a followup visit needing presurgical clearance regarding his upcoming knee surgery.  He had right knee done.  He states that he has been doing well except for last two days.  He has been having some discomfort.  He was scheduled to have the left knee surgery.  He overall has been feeling well.  He denies any complaints of chest pain.  He denies any heaviness or pressure sensation.  He denies any palpitations.  Denies any complaints of any nausea.  No vomiting.  He denies any diarrhea.  No fever.  No chills.

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.  History of TIA.  Hypothyroidism.  Hypogonadism.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He seems to be doing well.  He was scheduled to have a presurgical lab and EKG done.  He is fairly asymptomatic.  He has been doing well.  I do not see any contraindications for his proposed surgery unless there is anything abnormal on this labs or EKG.  He will call the office, if he has any other symptoms or complaints.  He will be scheduled for routine blood testing.  Followup would be in after his surgery in two to three months’ time or sooner if needed.

Masood Shahab, M.D.

PATIENT NAME:  Robert Danielson


DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Danielson is seen in the office today for a followup visit.  Overall, he has been doing well.  He denies any complaints of chest pain.  Denies any shortness of breath.  He denies any palpitation.  Denies any complaints of any nausea.  No vomiting.  He denies any diarrhea.  No fever.  No chills.

PHYSICAL EXAMINATION:  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:  Diabetes mellitus type 2.  Hypertension.  Renal insufficiency.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He seems to be doing well.  His hemoglobin A1c was checked, which was 5.8.  I have suggested that he continue his current medications.  He does follows up with Dr. Berkowitz, nephrology.  He will be having some blood work for him.  He had his cholesterol checked, which has been stable.  He will continue his current medications.  No change in therapy is done.  He did have systolic murmur.  He did have some aortic sclerosis on his previous echo done five years ago.  We will repeat an echocardiogram.  He will call the office, if he has any other symptoms or complaints.  Followup would be in three months’ or sooner if needed.

Masood Shahab, M.D.

PATIENT NAME:  Dicksie McCarthy
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Ms. McCarthy is seen in the office today with complaints of lesion on the tip of her nose that she wanted to have checked and also feel some fullness in the ears, sometimes the daughter states that she does not hear well.  She was wondering if there is wax.  She denies any other complaints.  Overall, she has been feeling well.  Denies any chest pain.  Denies any shortness of breath.  Denies any palpitation.  No nausea, vomiting, or diarrhea.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Nose, there is about 1 cm lesion on the tip slightly left side of the nose and slightly irritated with a scab formation on top of it.  Ears were normal.  Neck: Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Systolic murmur grade 2-3/6 left sternal border was audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Benign.  Extremities:  No edema.

IMPRESSION:  Lesion tip of the nose.  Carotid stenosis.  History of aortic stenosis.  Hypertension.  Hyperlipidemia.

TREATMENT PLAN:  I discussed with the patient about her symptoms.  I have recommended that she see a dermatology for the lesion on the nose because there is worrisome for skin cancer.  I have put her on Bactroban ointment that she is going to apply as well as Keflex to the inflammation around it.  She was also recommended to have repeat carotid Dopplers and echocardiogram in view of her aortic stenosis, but she declined to have it done.  She will have routine blood testing done.  She will call the office, if she has any other symptoms.  She did not wanted any further testing or so forth.  She will call the office, if she has any other complaints.  Followup would be after she sees dermatology.

Masood Shahab, M.D.
PATIENT NAME:  David Andersen
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Andersen is seen in the office today with complaints of pain in the right wrist.  He states that it has been bothering him off and on for several months, but lately while doing some home chores it was hurting him more so.  He denies any complaints of trauma.  Denies any fall.  Denies any lifting anything heavy or pushing anything.  Denies any numbness or tingling in the arms.  Denies any other complaints.  He states that his back is doing much better since he went for physical therapy and is not having any more discomfort or pain.  No other complaints.

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 wrist, there is mild tenderness over the medial aspect of the wrist.  Range of motion was normal.

IMPRESSION:  Right wrist pain probably questionable arthritis.  Back pain improved.  Hyperlipidemia.  BPH.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  I had a long discussion with the patient.  He was advised to use Zostrix cream that he is going to apply twice a day.  He will try to do some stretching and strengthening exercises.  She will continue his other medications.  She will call the office, if she is not feeling any better.  Followup would be in three months’ or sooner if needed.
Masood Shahab, M.D.

PATIENT NAME:  Roger Schroepfer
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Schroepfer is seen in the office today for a followup visit.  He states that he is doing much better.  His cough has much improved.  He has some lingering cough still.  He is wondering about his CAT scan results.  He denies any complaints of chest pain.  He denies any shortness of breath.  He states that his breathing does gets off when he does any activity or climb the stairs.  Denies any other complaints.

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:  Cough/bronchitis improving.  Coronary artery calcification.  Exertional shortness of breath.  Hypertension.  GERD.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He seems to be doing better.  Chest x-ray as well as CAT scan results were reviewed.  I have suggested that his CAT scan was unremarkable did not show any mass or abnormal lymphadenopathy.  He did have some coronary artery calcification as well as mild prominence of the ascending aorta.  This was discussed with the patient.  He will have a repeat CT scan in six months time to evaluate.  I did discuss about referring him to vascular, but he wanted to hold off on it.  I have also suggested that in view of his exertional shortness of breath as well as coronary artery calcification on the CAT scan we will schedule him for a stress test to further evaluate the same.  He will call the office, if his cough does not completely improve otherwise followup would be in three to four weeks’ time or sooner if needed.

Masood Shahab, M.D.

PATIENT NAME:  Lisa Bramblett
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Ms. Bramblett is seen in the office today with complaints of hoarseness as well as lost of voice, shortness of breath, and as well as wheezing.  She states that she was shoveling snow that after 10 minutes she noticed that she lost her voice.  She states that she has been doing some warm saline gargles and has been dabbing her throat, but symptoms have not improved.  She has noticed some wheezing as well as getting short of breath.  She is also complaining of pain in her lower back as well as the left knee.  Denies any trauma or fall.  Denies any other complaints.

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:  Bilateral expiratory wheezing was audible.  No rales.  No wheezing.  Abdomen:  Benign.  Extremities:  No edema.  Left knee, there is crepitus in both the knees present.  There is mild tenderness over the left knee anterior aspect.

IMPRESSION:  Bronchitis.  Exacerbation of her asthma.  Left knee pain.  Chronic back pain. Diabetes mellitus.

TREATMENT PLAN:  I discussed with the patient about her symptoms.  I have put her on Zithromax 500 mg once a day.  I have advised her to hold off on the Celexa in the meantime.  Also, I have put her on prednisone taper.  She will continue her other medications.  She will continue the warm saline gargles.  She will be referred to ortho regarding her knee pain.  She will call the office, if she is not feeling any better.  Followup would be in one to two weeks’ time or sooner if needed.
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