PATIENT NAME:  Terrance Reynolds

DOS:  01/22/2013
HISTORY OF PRESENT ILLNESS:  Mr. Reynolds is seen in the office for the first time send by the Department Of Human Services for general medical examination.  The patient states that he has been having lot of pain.  He states that he used to put garage doors up until 2000 when he injured his back he was holding the door trying to lift it when he felt a snap and since then he has been significant pain off and on.  He continued to do work for sometime after that, but continue to complain of pain in his lower back.  He was put on work restrictions, but his symptoms persisted so he stopped his work.  He subsequently started driving truck.  He did this for almost five to six years, but the pain has gradually been worsening and pain has been radiating to both the legs with complaints of numbness and tingling off and on.  He is complaining of pain now in both his hands as well as his shoulders.  He also states that any certain movement would trigger it and he would be in significant pain.  He does complain of pain in his upper back as well as neck and radiating up to the head.  He states that sometimes any wrong movement or even any movement of the back or neck would trigger it.  He states that the headache is worse with light.  He is somewhat nauseated and only thing that relieves is Excedrin tension headache.  He denies any fall.  Denies any trauma.  He denies any complaints of any loss of bladder or bowel control.  He states that he has been to the pain clinic.  He has had epidural injections several times, but has not helped him.  He states that his effort to do his daily chores at home though he is able to perform them.  He denies any complaints of chest pain.  Denies any heaviness or pressure sensation.  He denies any palpitations.  Denies any complaints of any nausea.  He denies any complaints of vomiting.  Denies any diarrhea.

PAST MEDICAL HISTORY:  Significant for chronic back pain and joint pains.

PAST SURGICAL HISTORY:  Noncontributory.

ALLERGIES:  No known drug allergies.

SOCIAL HISTORY:  Smoking one pack of cigarettes at day x 30 years. Alcohol, none.  Drugs, he occasionally uses marijuana.

FAMILY HISTORY:  His father had heart problem as well as back problems.

CURRENT MEDICATIONS:  He is taking Clindamycin.

PHYSICAL EXAMINATION:  Vital Signs:  Weight 220 pounds.  Blood pressure 110/70.  Pulse 94 per minute.  HEENT:  Normal.  Pupils were equal, around, and reactive to light.  Extraocular movements were intact.  Neck: Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 were audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Neurological:  The patient is awake, alert, and oriented x3.  Reflexes were bilaterally symmetrical.  Strength was decreased in both the lower extremities.  Sensations were diminished also in both the lower extremity with more diminished in the right lower extremity as compared to the left to both light touch and pinprick.  Straight leg raising was limited in both the legs secondary to pain.  Genitourinary: Normal.  Rectal: Deferred. Musculoskeletal:  He is complaining of pain in both the shoulders as well as lower back and hip.  Range of motion is normal.

IMPRESSION:  Chronic back pain.  Joint pains.  History of nicotine dependence.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  His forms were filled.  He is unable to lift anything heavy significantly.  He has been having significant pain.  His gait is affected.  He states that even sitting or standing for any period of time is difficult for him.  He cannot sit in one position for any period of time.  He is getting in and out of the bed.  He has been significantly painful and take sometime and effort to do that.  He is recommended that he needs to follow up with Physical Medicine and Rehab.  I have also suggested that he should follow up with the pain clinic.  He would need further evaluation regarding his back and joint pains.  I did counsel him about quitting smoking.  All this was discussed and explained to the patient in detail.
Masood Shahab, M.D.

PATIENT NAME: Thomas Toney
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Thomas is seen in the office today for a followup visit needing refills on his medications.  He states that he has been feeling very tired and he gets short of breath with activity.  He denies any complaints of chest pain, heaviness, or pressure sensation.  He denies any palpitations.  He feels like he has no energy.  He states that this has been going for the last five to six weeks.  He denies any trauma or fall.  He states that he has been taking his medications otherwise.  Denies any other complaints.  He does have diabetes for which he is on Actos, but he does not monitor his sugars.  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:  Tired/fatigue.  Diabetes mellitus.  Hypertension.  Hyperlipidemia.  History of prostate CA.  Anemia.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  EKG was done and reviewed, which did not show any acute changes.  Also, chest x-ray was done and reviewed, which did not show any changes from his previous x-ray as per my reading.  His hemoglobin A1c was checked, which was 6.2.  I have suggested that he have routine blood testing done.  Also, check a testosterone level.  Also, B12 would be checked.  He will have an echocardiogram done to evaluate his shortness of breath.  He will follow up after the testing is done in two to three weeks’ time or sooner if needed.  If he has any other complaints, he will call the office.

Masood Shahab, M.D.

PATIENT NAME:  James Dunn

DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Dunn is seen in the office today for a followup visit.  He seems to be doing much better.  He states that his abdominal discomfort has improved.  He has been taking the Metamucil on regular basis as well as Levsin.  He has seen GI.  He denies any complaints of having any nausea or vomiting.  Denies any diarrhea.  Denies being constipated.  He denies any abdominal discomfort.  Overall, he 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:  Irritable bowel syndrome.  Hypothyroidism.  History of pacemaker placement.  DJD.  GERD.  Hypertension.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He seems to be doing better.  I have suggested that he continue his current medications.  No change in therapy is done.  He will continue to drink enough fluids, keep himself well hydrated, and continue on the Metamucil.  Followup would be in three to four months’ time or sooner if needed.  If he has any other complaints, he will call the office.

Masood Shahab, M.D.

PATIENT NAME:  Calvin McCormick


DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. McCormick is seen in the office today for a followup visit complaining of having lost some weight.  He states that he was not eating.  He was sick and he lost his appetite.  Now, his appetite has improved.  He has lost about 7 to 8 pounds.  He denies any complaints of chest pain.  He denies any shortness of breath.  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:  Benign.  Extremities:  No edema.

IMPRESSION:  Weight loss.  Hyperlipidemia.  Atrial fibrillation.  Hypertension.  DJD.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  I had a long discussion with the patient.  He states that he was not eating and that is why he felt like he has lost weight, but his appetite is coming back and he is eating much better now.  He has stabilized.  He denies any other complaints.  I had a long discussion with the patient.  He wants to hold off on any further testing at this point.  He states that he is eating much better.  I have recommended that he watch his weight.  If he continues to lose any more weight then he will call the office.  He was complaining of being dizzy and slightly lightheaded.  Carotid Dopplers was recommended.  He will continue his other medications.  Followup would be in three to four weeks’ time or sooner if needed.  If he has any other symptoms or complaints, he will call the office.

Masood Shahab, M.D.

PATIENT NAME:  Robert Dunlap
DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Dunlap is seen in the office today for a followup visit complaining of having nausea as well as vomiting mostly in the morning.  He denies any abdominal pain.  He states that pain has much improved.  He denies any complaints of any blood in his vomitus.  He denies any black stools.  Denies any diarrhea or constipation.  No other complaints.

PHYSICAL EXAMINATION:  Genera:  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:  Nausea/vomiting.  History of cirrhosis.  History of alcoholism.  Nicotine dependence.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  He is still drinking couple of drinks per week.  Also, he has been using marijuana.  He was wondering if that is contributing to his nausea and vomiting.  I have recommended that he have an ultrasound of the abdomen done.  I have referred him to GI for question of possible endoscopy to further evaluate his nausea and vomiting.  He will continue his other medications in the meantime.  Followup would be in three to four weeks’ time or sooner if needed.  If he has any other complaints, he will call the office.

Masood Shahab, M.D.
PATIENT NAME:  Ronald Kelly

DOS:  01/23/2013
HISTORY OF PRESENT ILLNESS:  Mr. Kelly is seen in the office today for a followup visit.  He states that he has been doing much better.  He is sleeping much better since he has been taking the Klonopin.  He goes to bed around 10 p.m.  He states that he wakes up around 5 to go to the bathroom then he has a hard time going back to sleep.  He denies any other complaints.  Overall, otherwise, he has been feeling well.  He was wondering about his MRI result that was done.  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:  Hypertension.  Hyperlipidemia.  History of CAD.  Chronic back pain.  Alcoholic liver disease/cirrhosis.  Anxiety/insomnia.  Questionable apical aneurysm of the left ventricle.

TREATMENT PLAN:  I discussed with the patient about his symptoms.  Reviewed his MRI results, which did show mild cirrhosis and also did show a saccular aneurysm of the apex of the left ventricle.  This was discussed with the patient.  We will schedule him to have an echocardiogram done to further evaluate this.  I have suggested that he cut back on his alcohol.  He will continue on the Klonopin.  He will continue his other medications.  Followup would in six to eight weeks’ time or sooner if needed.  If he has any other symptoms or complaints, he will call the office.
Masood Shahab, M.D.
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