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ABDELKADER
Lungs shaw diminished air entry; no wheezes or crackles.

BP [}, pulse [I. HEENT: []. Neck supple. No VD, carotid bruits, cervical adenopathy.
Lungs clear to auscultation. Heart- 51, 52. No murmurs, rubs or gallops. Abdomen
henign, nontender. No palpable masses. Audible bowel sounds. Extremities, no edemna.
Neuro exam was grossly nonfocal.

REVIEW OF 5YSTEMS: Denies chest pain, cough, fever, chills, dysuria, hematuria,
abdominal pain, nausea, vomiting, diarrhea, headaches or dizziness.

BLOMERTH
Patient has completed a pain drawing and analog scale in chart for review,

BLOMERTH CERVICAL SPINE EXAM

PHYSICAL EXAMINATION: On examination of the skin of the cervical spine, there are no
scars, bruises or discolorations. There are no obvious deformities. Supraciavicular
fossae are clear. There is no cervical lymphadenopathy. Thyroid gland is nonpalpable.
Trachea is mobile and midline. Lungs are clear to A&P. There is no evidence of
vartebrobasilar deficit. There is no tenderness to palpation throughout, and the
cervical spine is supple. Romberg test is negative. There is no drift in the upper
extremities. There is no past pointing with finger-to-nase testing. There is no

evidence of dysdiadochokinesis. Upper and lower extremity reflexes are brisk, intact
and symmetrical. Plantar responses downward. There is no clonus, Upper extremity
myotomes are intact and symmetrical and graded 5/5. Valsalva test is nonpainful. There
is no pain with cervical distraction. There is no pain with cervical compression.

There is no pain with cervical compression in the extended and rotated positions
bilaterally.

BLOMERTH-LUMBAR SPINE PE

PHYSICAL EXAMINATION: On examination of the skin of the lumbar spine, there are no scars,
bruises or discolorations. There is no pain with percussion of the costophrenic angles.
There is 90 degrees of lumbar flexion. There is 30 degrees of lumbar extension. Romberg
test is negative. There is no drift in the upper extremities. There is no past pointing on
finger-to-nose testing. There is no evidence of dysdiadochokinesis. Toe and heel walkis
strong and adequate. Lower extremity myotomes are graded 5/5 and symmetrical. Lower
extremity reflexes are brisk, intact and symmetrical. Plantar response is downward.
Straight leg raising is 90 degrees bilaterally without low back or leg pain, Milgram’s test

is nagative. Fabere testis negative. Sciatic nerves are nontender to palpation. There is
no pain with deep springing of the lower lumbar spinous processes.
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BLOMERTH CONTINUED

patient's condition was explai

Patient's condition was explained as well as therapy options. Risks of procedure were
reviewed. It was emphasized that no guaranty of cure could be made. The patient appeared
to understand and elected to begin care.

BLOMERTH PHYSICAL EXAM

QBIECTIVE: []is alert, cooperative and well oriented. [] stands [] tall and weighs
(j Ibs. Rightarm BP is ], left arm BP is [1. Resting pulse is [] beats per minute
and regular. Respirations are []. Oral temperature is [1.

On exam of the skin of the cervical spine there are no scars, bruises or discolorations.
There are no obvious deformities. Supraclavicular fossae are clear. There is no
cervical lymphadenopathy. Thyroid gland is nonpalpable. Trachea is mobile and midline.
Lungs are clear to A&P. There is no evidence of vertebrobasilar deficit. There is no
tenderness to palpation throughout, and the cervical spine is supple. Romberg testis
negative. There is no drift in the upper extremities. There is no past pointing with
finger-to-nose testing. There is no evidence of dysdiadochokinesis. Upper and lower
extremity reflexes are brisk, intact and symmetrical. Plantar responses down. There is
no clonus. Upper extremity myotomes are intact and symmetrical and graded 5/5.
Valsalva test is nonpainful. There is no pain with cervical distraction. There is no

pain to cervical compression. There is no pain with cervical compression in the
extended or rotated positions bilaterally.

BLOMERTH-SUBJECTIVE

The patient's condition was reviewed with [] as well as {] therapeutic options. Risks and
procedure were reviewed. In particular, the risk of CVA with cervical manipulation was
explained to the patient. The patient appeared to understand and elected to begin care.
DZIALO

DZIALO-FINDINGS

My findings today are as follows:

1. Onychocryptoses right and left great toes.

2. There is clinical evidence of mycoses of nails. Pain is present, ambulation
restricted.

DZIALO-INSPECTION OF BOTH FEET

Inspection of both feet shows no sign of bacterial infection ar ulceration. There is no
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evidence of any digital or plantar excréscences.

DZIALO-TREATMENT

Treatment today consisted of:

1. Inspection of both feet.

3. Debridement of all nails 1-5 bilateral.

3. All nails are filed smooth.

KERESHI
KERESHI PE
On neurologic examination patient was alert and friendly.

Cranial nerve examination was normal. On exam of motor systems, muscle tone, strength,
refiexes and coordination were normal. 3ensory €xam was normal.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069

MEDICAL CENTER REPORT

NAME ; ol MR #: SN

voe: Y CHART LOC: M.

DATE OF SERVICE: 01/15/13 opa #. -«

LOCATION: PMC pCp:  KHALED ABDELKADER, MD

PHYSTICIAN/PROVIDER: KHALED ABDELKADEE, MD
DICTATING: KHALED ARDELKADER, Mo

HISTORY OF PRESENT ILLNESS: A 65-year-old white male with a history of
hypertension, hyperlipidemia, status post cardiomyopathy, coronary
artery diseasge, chronic kidney disease, gouty arthritis who came today
for continuing eare. The patient had gained a couple of pounds, sore
throat and cold symptoms. He received the flu shet. No nausea,
vomiting or diarxrhea. No abdominal pain. He had diarrhea for oae day
in the past but nothing new. He had a recent eye exam. He denies leqg
ewelling. He is not active.

REVIEW OF SYSTEMS: MNo sore throat, cough symptoms. No fever or chills
or rash. No paroxysmal nocturnal dyspnea or orthopnea. No cough or
wheezing. No abdominal pain.

PHYSICAL EXAMINATION: Blood pressure roday 136/46, pulse 62,
temperature 96.1, weight 210. HEENT no erythema or exudate. Neck iz
gupple. No Jvp, careotid bruits, cervical abdominal pain. Lungs are
clear to auscultation. Heart 51, S52. No murmurs, rubs or gallops.
abdomen is benign, cobese, nontender, 1o palpable masses. Extremities
no edema. The rest of the examination was nemfocal. He has multiple
moles especially the face and the neck.

ACOESEMENT AND PLAN: Status post gouty arthritis stable, hypertension,
hyperlipidemia, corenary artcery dicease. Advised to get PSA checked,
try to lose weight, regular exercises. Follow up in three months,
discussed shingles vaccine. The patient is going teo think about it.

01D T:dmh DP:20130115 TD:1448 DT:20130117 TT:1021 JOR:08-03250292

ABDEK/STE
DL: 0Y/17/13 K¥HALED ABDELEADER, MD

COPY SENT TO DATE

NOT FOR REDISCLOSURE WITHOUT PATTENT'S INFORMED CONSENT
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069

MEDICAIL. CENTER REPORT

NAME : MR #: wpeei.
DOB: CHART LOC: PALMER
DATE OF SERVICE: iskdmmiie’ oos #:

LOCATION: PMC PCP: KHALED ABDELKADER, MD
PHYSICTIAN/PROVIDER: KHALED ABDELKADER, MD
DIOTATING: KHALED ABDELKADER, MD

HTSTORY OF PRESENT ILLNESS: A 49-year-old white male with histery of
hypertension, hyperlipidemia, fatty liver, impaired glucose tolerance
in the past, lumbesacral disc disease who came in teday for continuing
care. The patient has been trying to be active and weight-lifring,
exercising regqularly. His bloed pressure has been up and down
sometimes. Denies sore throat, cold symptoms. No chest pain. No
nansea, vomiting, diarrhea. He is having an eye exam done in three
weeks. Denies any dysuria or hematuria. The patient had a colonoscopy
in the past. He does not take any madication. He was on
hydrochlorothiazide in the past.

REVIEW OF SYSTEMS: No sore throat or cold symptoms. No haadaches. No
nausea, vomiting, or diarrhea. No abdominal pain. No dysuria or
hematuria.

OBJECTIVE: Blood pressure was 160/102, pulse of 88, weight 170. When
it was checked with his machine, it was 186/119. HEENT: Shows no
erythema or exudate. Neck: Supple. No JVD, earotid bruits, cerviecal
adencpathy. Lungs: Clear to auscultation. Heart: &5, 82, ue
murmars, rubs, or gallops. Abdomen: Benign, nontender. No palpable
macces. Extremities: No adema. WNeurologic examinaticon: Nonfoeal.

ASCESSMENT AND PLAN: Hypertension, uncontrolled. Advised to restart
hydrochlorothiazide, follow a diet, try ro lose weight.

Hyperlipidemia. Blood work will be done next May as well as PSA.  The
patient will be due for a colonoscopy. Advised to be active and lose
weight. Fellow up in three months. Check hlood pressure in six weeks.

010 T:-mj DD:20130114 TD:14231 DT:20130116 TT:0857 JOB:10-03014389

ABDEK/STE
DL: 01/15/13 KHUALED ARDELKADER, MD

COPY SENT TO DATE

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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FEB-27-2013 04:06AM  FROM- T-028  P.0O7 F-6886

WING MEMORIAL HOSPITRL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 0106%

MEDICAL CENTER REPORT

NAME : MR #: -y
DOE CHART LOC: PALMER

paTE OF SERVICE: AEEG- 005 4: “nERG,,

LOCATION: PMC PCP: KHALED ARDELKADER, MD
PHYSICIAN/PROVIDER: KHALED ABDELKADER, MD
DICTATING: KHALED ABDELKADER, MD

HISTORY OF PRESENT ILLNESS: A 44-year-old white female with history of
Crohn diseage, GERD, status post Barrett esophagitis, depressicn,
ehronic back pain, status post ileostomy chronie resection. The
patient came in teday complaining of left-sided spasm and pain,
especially in the left shoulder radiaring to the left hand and left arm
and left leg spasm at night with some left hand numbness and itching-
The patient denied any injury. The spasm and the pain would be
especially at night on the left side. Chronic lower back pain. BShe
has been uwnable to sleep for the past four days. Walking with help if
she gets up from bed. The parient has had these aymptoms for akout a
month. She has history of left ovarian c¢yst. She iz having pelvic
pain of unclear eticlogy.

REVIEW OF SYSTEMS: No sore threoat, cold symptoms. No cough. No
nausea, vomiting, diarrhea. No dysuria or hematuria. No fever or
chills. No neck pain.

OBJECTIVE: Blood pressure was 130/80, pulse 70, weight 182. HEENT
showed postnasal drip, congested nasal mucosa. NoO cervical spine
renderne=z. Lungs clear to auscultation. Heart 81, g2. No murmers,
rubs or gallops. Abdomen benign, neontender. No palpable masses.
Ileostomy bag. Extremities, no edema. There iz decreased range of
novement of the left shoulder, espeeially on abduction and external
rotarion. Right straight leg raising test is diminished hecause of
back pain and lumbosacral tenderness. Left-sided straight leg raise
rest was normal. Normal range of mevement of the hips. Deep tendon
reflexes +2 and symmetrical.

ASSESSMENT AND PLAN: Left shoulder pain and left-sided spasm of
unclear etiology. Advised moist heat and use Voltaren 75 mg twice a
day. Chest x-ray will be obtained for the left shoulder. BAdvised to
get blood work dene including electrolytes and magnesium. The patient
will he coming back in followup in two weeks. She already tried the
tramadol; it did not help.

Additional copy Page 1 of 2
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NAME : ‘dllllllllllllhin. DOB:
HOSDE: ™ MR :
CHART LOC: PALMER pcP: KUALED ABDELKADER, MD

DICTATING: KHALED ABDELKADER, MD
OFFICE VISIT CONTINUED:

P10 T:hih DP:=20130116 TO:1537 DT:20130118 TT:1057 JOB:10-03017438

ABRDEK/STE
DL: 01/18/13 KEALED ARDELKADER, MD

COPY SENT TO DATE

NOT FOR REDISCLOSURE WITHOUT PATIENT’S INFORMED CONSENT
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WING MEMORIAL HOSFITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069

MEDICAL CENTER REEQRT

NAME : o MR #: wi.

DOB: - CHRRT 1LOC: PALMER

DATE OF SERVICE: 01/17/13 oos #: "

LOCATION: el PCP: KHALED ABDELKARDER, MD

PHYSICIAN/FROVIDER: KHALED ABDFLKADER, MD
DICTATING: KHMALED ARDELKADER, MD

YISTORY OF PRESENT ILLNESS: A 47-year-old white male with history of
hypertension, asthma, allergic rhinitis, status post right knee
reconstructive surgery, left knee arthroscopic surgery for meniscal
tear in the past. The patient had been having knee pain, gspecially on
the left side, on and off. Beeh on etodolac by his orthepedic doctor,
once a day. The patient’s bleod pressure is higher during the
midafternoon usually. He gained seven pounds since last visit. He has
been watching his salt intake. Denies any sore throat, cold symptoms.
Mo chest pain or cough. No wheezing. No leg swelling. No numbness,
tingling sensation. The patient denies fever or chills or cough.

REVIEW OF SYSTEMS: No sore throat, cold symptoms. No abdominal pain.
o knee swelling. No fever or chills or rash. The patient is not
active. Had a low vitamin D level.

OBJECTIVE: Blood pressure 148/94. Pulse of 84, Weight 181. HEENT
showed pogtnasal drip. Ears nermal. MNeck supple. No JVD, carotid
bruits, ecervical adenopathy. Lungs mlear to ausculrtation. Heart 51,
52; no wmurmurs, rubks or gallops. Abdomen benign, nentender, no
palpabkle masses. Decreazed range of movement of the left knee.

ASSESSMENT AND PLAN: Bilateral knee pain, left more than the right.
advised to follow up with his orthopedic doctor. Keep legs elevated.
Ulse vitamin D supplements. Aveid zalt in his diet. Keep checking
hlood pressure at home and get a followup in six weeks to recheck his
blood pressure. If it is still high, we might need to inerease hig
diltiazem or add hyddrochlorothiazide. follow up in three months.

010 T:cmhk DD:20130117 TD:1804 DT:20130121 TT:1013 JOB:10-03019235

ABDEK/STE
DL: Q1/21/13 KHATLED ARDELKADER, MD

COPY SENT TO DATE

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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WING MEMORIAL HOSFITAL & MEDICAL CENTERS
Palmer, Massachusetts

HISTORY & PHYSICAT EXAM

NAME : DOB:
HOSPITAL #: MR #:
CHART LOC: PCP:
DICTATING: KHALED ARDELKADER, MD
DATE OF ADMISSION: g’

FINAL SIGNED DOCUMENT IN LAND ASE

**wt******t*****-kt************t*****t*******t*****t***1\'**W#******tt******ttt**

DATE OF ADMISSION: 02/14/2013
DATE OF SERVICE: 02/14/2013
CHIEF COMPLAINT: Left-sided numbness.

HISTORY OF FRESENT ILLNESS: A Sg-year-old white male with histery of
hypertension, hyperlipidemia, diabeteg, GERD, diabetic neurcpathy,
patient of Dr. Dangman whoe 1s noncompliant and deoes not take his
medicine regularly, who presented to the emergency room after he
gtarted having severe left foot sharp pains around 12:30 today and
radiated to the left leg and numbness on the left side of his face and
left side of the chest and arm. He had recurrent headaches on and off.
The symptoms got worse until he went to the emergency room around 3:30.
His usuwal neuropathy was in the form of bilateral feat numbness for the
past two or three years, but these symptoms today are new, including
the pain and the numbness on the left side of hiz face and the left arm
with sudden onset associated with diffieulty in concentration or
remembering names at work. The patient, as menticned, iz noncompliant.
He does not cheek his sugar reqularly. Does not take his medications
for blemd presgure on a regular basis because of sometimes inability to
afford the copayments. The patient denies blurzy vision, deouble
vision. No weakness. The pain is mostly at the plantar aspect of the
left foot. No slurred speech. No abdominal pain. The patient denies
chest pain or cough. No lightheadedness or dizziness. Occasiocnal
heartburn if he eats late.

PAST MEDICAL HISTORY: As mentioned, type 2 diabetes, hypertension,
hyperlipidemia, GERD, dysphagia, diabetic neuropathy, foot pain in the
past. Also noticed diffieulty healing. Followed by Dr. Umanzor in the
past. He is followed by podiatry clinic. History of left collarbone
fyracture, cleft palate and harelip surgery. Two trials of bone marrow
transplantation for the cleft palate did net wozk.

SoCTAl, HISTORY: He currently works with mentally challenged adults.
The patient used to smoke. puit 20 years ago. He used to smoke up Lo
four packs per day L[or about 31 years. Ocecasional alecoheol use.

ALLERGIES: QUINAPRIL will give him cough.

Additional coby Page 1 of 3

T-028  P.010 F-6886
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DOB:

MR#:

PCP:
DICTATING: EHALED ABDELKADER, MD

HISTORY & FPHYSICAL EXAM CONTINUED:

FAMILY HISTORY: Brother with leukemia. Mothey i=s diahetic.

CURRENT MEDICATIONS: Aspirin Bl mg p.o. once 2 day, metformin 500 mg
three extended-release tablets once a day, pmeprazole 20 mg p.o. once a
day, simvastatin 40 mg p.o. once & day, valsartan 160 mg p.o. once a
day.

REVIEW OF SYSTEMS: fThe patient is getting oocasional headaches at
least twice a week. No blurry vision, double vision. No fever.

Denies sore throat or cold symptoms. No chest pain ox palpitations.

No shortness of breath. No cough or wheezing. Denies any nausea,
vemiting, diarrhea, constipation. Oocasional heartburn, especially if
he eats at night. No dysuria or hematuria. No melena or bright red
blood per rectum. No joint pains or aches. The patient had difficulty
healing with scratches and abrasions. Denies any dizziness. No
tremere. No heat or cald intolerances, eagy bleeding or bruiges. The
rest of the review of systems was negative.

PHYSICAL EXAMINATION: VITAL SIGNS: On admission, the patient had
blocd pressure 157/88, pulse 88, temperature 98,7 .

QENERAL: Well-developed, well-nourished male sitting in bed in neo
apparent distress.

HUEENT: Postnasal drip. No icterie tinge.

WECK: Supple. No JVD, caretid bruits, cervical adenopathy.

LUNGS: Clear to anscultation.

HEART: 81, S52. No murmurs, rubs or gallops.

ABDOMEN: Obese, nontender. No palpable masges.

EXTREMITIES: No edema.

NEUROLOGIC: The patient with decreased sensation with the monofilament
examination in the left leg in comparison with the right. No
difference in sensation in the face orx the arms. Cranial neyrves IT-XIX
within normal limits. No motor or sensory deficits. Deep tendon
reflexes +2 and symmetrical. MNo slurred speech. The patient alert and
ocriented x3.

LABEORATORY AND OTHER STUDIES: The patient had sodium 140, potassium
3.6, chloride 1046, bicarb 28, BUN 13, creatinine 1.22, glucoge 232,
Troponin 0.03, INR 1. White eount 10.5, HsH 10.3/32.4, platelet count

297. ©T scan of the head showed no apparent digease. Chest x-ray
showed no apparent disease. History of trace laryngeal penetration

Additicnal copy Page 2 of 3
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NAME : DOB: m
HOSP¥#: . MEd :
CHART LOC: PCPE: g i
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DICTATING: RHALED ABPDELKADER, MD
HISTORY & PHYSICAL EXAM CONTINUED:

with barium swallow in the past followed by Dr. Wexler. EKG showed
nermal simis rhythm with LVH, Q-wave inversiens in lead I, aVL and the
anrerclateral leads V3 through V6. Mo old EEG for comparisor.

ASCESSMENT AND PLAN: Left foot pain and left-sided numbhess.

The patient to be admitted for neuro checks every LWo hours for 24
hours. Rule out transient ischemic atrack. MRI will be done in the
morning, including carotid ultrasound. Hyperglycemia. The patient
will be started on his medication, and insulin sliding scale will be
applied. Deep vein rhrombosis prophylaxis with subcu Lovenox. History
of anemiz. Anemia workup will be deme. EKG changes. Try te get old
EKG for compariscn. The patient will be admitted to obhservation. Left
foot pain. Will be started on gabapentin and Vicodin as needed.
Hypertension, uncontrolled. We will be adding a calcium channel-
blocker to his ARB and increase Losartan to 100 mg & day. Duration of stay
will depend en clinical course.

It took over an hour for the patient’s evaluarion including over 35
minutes of face-to-face evaluatiom.

010 T:trp DD:20130214 TD:2145 DT:20130215 TT:1123 JOB:08-03282751

ABDEK/STE KHATED ABDELKADER, MD
D: 02/14/13
T: 02/15/13

NOT FOR REDISCLOSURE WITHOUT FPATTENT-5 INFORMED CONSENT
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WING MEMORIAL EOSPITAL & MEDICAL CENTERS
Palmer, Massachusetts

HISTORY & PHYSTCAL EXAM

NAME il A DOB:

HOSPITAL #: : MR #:
CHART LOC: waliit® - PCE:

DICTATING:

DATE OF ADMISSION: D02/07/13

FINAL SIGNED DOQCTUMENT HYTLAND 5E

***t********t*******'A"t**********'i'-l-*********************t*********t************

DATE OF SERVICE: 02/07/13
DATE OF ADMISSION: 02/07/13
CHIEF COMPLAINT: Change in mental status.

HISTORY OF PRESENT ILLNESS: An 89%-year-old white female with histoxy
of hypertemsien, hypothyroidism, mild dementia, ostesarthritis,
racurrent atrial fibrillation, chronic kidney disease, chronic
headaches, history of congestive heart failure, TIA, aortic stenosis.
Was on Coumadin which was stopped because of subdural hematoma after a
fall. The patient was switched to aspirin. Has history of macular
degeneration. Lives in assisted living for a couple of years. A
patient of Dr. Kurella, who was noted by the staff and the son that she
bacame unresponsive and closed her eyes. Was net talkative and not
regponding to outside scimuli for about an hour. Did not have any fever
or seizures. No injuries or falls. No nausea, yomiting, diarrhea.

She had chronic headaches. Takes tramadol twice a day, occasional
ibuprefen around noontime. problemg. There were similar
episodes in the past. The patient was admitted last month for
shortness of breath, weakness, acute renal insufficieney, elevated
tropenin, chronic atrial fibrillation, history of peripheral vascular
disease. The patient stayed in this condition for akout an hour and by
the time che came to the emergency room, she was back to her baseline
according to her son and daughter who have been involved in her care.
The patient had recurrent right little toe ulcer. No chest pain. No
Fever or chills. No dysuria or hematuria. No abdominal pain. The
patient did not get evaluated for chronic headaches.

PAST MEDICAL HISTORY: (hronic headaches, chronic atrial fibrillation,
status peost subdural hematoma, TTA, macular degeneration, hypertension,
hypothyreidism, DJD, dementia, chronic aortic stenosis, history of
congestive heart failure.

PAST SURGICAL HISTORY: History of appendectomy, carpal tunnel syndrome
surgery, cervical dise disease surgery in the past.

2OCTAT HISTORY: The patient does not smoke or drink.

Additional copy Page 1 of 3
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HNAME: DOB:
HOSP#: MR#: e
CHART LOC: - PP . - "

DICTATING: KHALED ABDELKADER, MD
HISTORY & DPHYSICAL EXAM CONTINUED:

FAMILY HISTORY: Noncontributory.
ALLERGIES: TOBRAMYCIN EYE DROPS.

CURRENT MEDICATIONS: Aspirin 81 mg p.o. once 2 day, Levothroid 75 meg
p.o. onee a day, Remeron 15 mg one-half tablet g.h.s., Toprol XL 25 mg
p.o. once a day, tramadel 50 wmg b.i.d.

REVTEW OF SYSTEMS: According to her daughter and son, the patient did
not have any sore throat or chest pain. No cough or wheezing. No
nausea, vomiting, diarrhea. No dysuria or hematuria. No melena or
bright red blood per rectum. No dizziness or fever or chills. No
rash. No easy bleeding or bruises. The rest of the review of systems
was negative.

PHYSICAL EXAMINATION: The patient’s blood pressure on admission
145/81, pulse 78, temperature 28.

QENERAL: Sitting in bed, frail patient, in no apparent distress.
HEENT: Dry mucous membranes. showed no erythema or exudate,
NECK: Supple. No JVD, carotid bruits, cervical adenopathy.
LUNGS: Clear to auscultation.

HEART: 81, 52. No murmurs, rubs or gallaops.

ABDOMEN: Benign, nontender, no palpable masses.

EXTREMITIES: No edema. The patient has a right little toe ulcer, some
swelling. Deep peripheral pulses.

NEURO: The patient is alert. cranial nerves II-XIF within normal
limits. No motor sensory deficits.

SKIN: Maculopapular rash on her legs.

LABORATORY AND OTHER STUDIES: Sodium of 140, potassium 5.1, chloride
103, bicarb 27, BUN 51, crmatinine 1.91, troponin 0.06, BNFP 1440.

White count 4.4, H&H 11.2/35.8, platelet count 175. CAT scan of the
head showed no apparent disease. rhest x-ray showed pulmonary vascular
congestion unchanged.

ASSESSMENT AND PLAN: Change in mental status, chronic headaches, acute
renal injury, right little toe uleer, and dementia. The patient’s code
status is DNR/DNI. To be admitted for cbservation. Neuro checks every
two hours for 24 hours. Fall rizk. Neure consult. Right little toe
uleer, consult Dr. Canteo. Chack TA. Acute renal injury, gentle

Adaitional copy Page 2 of 3



FEB-27-2013 04:0TAM  FROM-

DOB: Rl
MRE; sl
PCP:

DICTATING: KHALED ABDELKADER, MD

HISTORY & FHYSICAL EXAM CONTINUED:

hydratieon with £luids. Chronic headaches, neurc consult. Puration of
stay depending on clinical course.

s

Tt tmok over an hour for the patient’s HEF preparation.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
Falmer, Massachusetts

EISTORY & PHYSICAL EXAM

nmm- po: A
HOSPITAL #: MR #: T

CHART LOC: pOp: SR
DICTATING: XHALED ABDELKADER, MD
DATE OF ADMISSTION: m

FINAL SIGNED DOCUMENT I} HYLAND ONBASE

w******w******w******tt******tt****w*******w****wwwt**i**wt*******tti*******tt*

DATE OF ADMISSION: 01/31/2013
DATE OF SERVICE: 02/01/2013
CHTEF COMPLAINT: Status post fall and right upper back pain.

HISTORY OF PRESENT ILLNESS: A 98-year-old white female with history of
recent admission at the beginning of the month for a mechanical £all,
left hip contusion, hypertension, hyperlipidemia, anxiety,
osteoporosis, mltiple back compression fractures, anxiety, chronic
anemia, dyslipidemia who presented te the emergency room today after
che fell at heme. Fell in her rcom. She fell backwards, hurting her
right upper bkack. Unable to tolerate the pain, the patient called the
nurse who told her come to the emergency room. She tripped. Denied
head injury, logs of consciousness. She had been having a problem with her
balance. She lives alone. Feeling lightheaded. Denies chest pain ox
palpitation. She had difficulty with her vision. Ne blurry visien,
double visicn. No weakness. The patient denied any seizures. She had
chronic shoulder pains and got prednisone injections in her shoulders
in the past. She stated that she fell, actually, vesterday while
ambulating. Did net hit any furniture. When the pain got worse, that
was when she called the nurse today. She has been having occasional
cough, dizziness. The pain was 10/10 in intensity. She has multiple
allergies to pain medicines. The patient was akle to open the door for
rhe EMTs. The patient was short of hreath. She was trangported to the
emergency room for evaluation.

FAST MEDICAL HISTORY: As mentioned, with ostecporosis and anxiety,
back compre=z=sion fractures, hypertension, hyperlipidemia, anemis,
history of lefr shoulder rotator cuff tear, bilateral shoulder pains,

status post bilateral cortisone injeetions in both shoulders, right
¥nee fracturas in the past.

anCTAL, HISTORY: The patient lives alene. Does not drink or smoke.
Dogs not use & cane or walker currently.

FAMILY HISTORY: Noncontributory.

CURRENT MEDICATIONS: Ativan 0.25 mg every four hours p.r.n., Caltrate

2dditional copy Page 1 of 3
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DICTATING: KHALED ABDELKADER, MD

HISTORY & PRYSICAL EXAM CONTINUED:

500 mg p.o. R.i.4., colace 100 mg p.o. b-i.d., natural tears two drops
three times a day teo bath eyes, Norvasc 5 mg p.@- ance a day, Deouvite 2
mg b.i.d., senna LWo tahlets g.h.s., tramadol S50 my one tablet every
six hours p.r.n., trazodone 50 mg q.h.s. one-half to one tablet as
needed, Tylenol 650 mg .4 hours p.¥-I.

ALLERGIES: The patient had allergy to OXYCODONE, which gave her
hallucinations; FERCOCET gave her hallucinations; VICODIN as well.

REVIEW OF SYSTEMS: The patient had heen having a dry throat, hut no
cold symptoms. peeasional cough. No nawvses, vomiting, diarrhea. No
dysuria or hematuria. No fever or ehills. Peeling lightheaded and

dizzy sometimes. Leg cramps, imbalance, dizziness. No leg swelling.

PHYSTCAL EXAMINATION: VITAL SIGNS: Blood presaure 125/56, pulse 83,
temperature 9.

CENERAL: The patient is sitting in hed in mild distress.
UEENT: No erythema or exudate.

NECK: Supple. No JVD, carotid pruit, cervical adencpathy.
LUNGS: Diminished air entry. No wheezes or crackles.
WEART: &1, 82. Ejection systolic murmur 2/6 at the base.
ABDOMEN: Benign, nontender. Ho palpable MABRES.

MUSCULOSKELETAL: There is decreased range of motion of both shoulders.
pain im the right upper back, posterior shoulder blade. Na knee
gwelling. Decreased range of motion of both ankles. No cervical spine
or lumbosacral spine tendermess.

NEUROLOGIC: Grossly nenfocal.

LARORATORY AND OTHER STUDIES: The patient had an X-ray of the c¢hest,
ribeage. No rib fracture could be seen. Sodium 133, potassium 4.6,
chloride 101, bicarb 28, BUN 20, creatinine 0.78, glucose 110, calcium
g§.4. White count 15.8, platelet count 255, HeH 9.5/28.6 with 14
menocytes, 5 lymphs.

ASSESSMEMT AND PLAN: Status post fall, severe right upper hack pain.
She will be admitted for sheervation, pain control ang placemant
because of multiple falls in the same menth. Continue the current
medication. Leukocytosis. We will repeat CBC and get & urinalyvsis and
chest x-ray in the morming. Hypertension. Continue the current
medication. Duration of stay will depend on c¢linical course.
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HISTORY & PHYSICAL EXAM CONTINUED :

It took over an hour for the patient’'s admission inecluding eover 35
minutes face-to-Eface.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069

MEDICAL CENTER REPORT

NAME MR #: o+

DOB: #— CHART LOC: =il

DATE OF SERVICE: # oos #: .
LOCATION: PMC PCDP: JOANNA PREIBISZ, MD

PHYSICIAN/PROVIDER: FAUL D.C. BLOMERTH
DICTATING: FAUL D.C. BLOMERTH

SUBTECTIVE: The patient tells us that she has naticed no major changes
in her neck since the last time we =aw her. She iz a bit more stifl
today with the cold, but this is within normal variaticn of the trouble
rhat she has.

OBRIECTIVE: Motion palpation reveals restricted right lateral bending
ar C2-3.

ASSESSMENT: The patient has cervical degensrative joint disease.

PLAN: Manipulatien to above-mentioned areas of fixatiom with aectivator
imetyument. Ultrasound is used at 1 W/em2 for five minutes for its
analgesic and antiinflammatory properties. We will recommend that the
patient see ug again in three days. We will continue with our short
trial of treatment.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MR DLQ&E9

MEDICAL CENTER REFORT

NAME 1 T-eans .
DOB: _ CHART LOC: ‘-

DATE OF SERVICE: Guilliillge 00s # . NIRRT

LOCATION: Demaes PCP: BART SOAR, MD
PUYSICTAN/PROVIDER: PAUL D.C. BLOMERTH
DICTATING: FPAUL D.C. BLOMERTH

SUBJECTIVE: The patient states that he has zero pain teday. overall,

he ha= been having some twinges occasionally, but at the moment, he has
no trouble. He has besen a lot better since hig last visit to us. The

pain on the dorsum of his left foot improved immediately after the last
time we saw him.

ABJECTIVE: Motion palpaticn reveals some restriction at the left
saeroilias joint. There is restricrted left rotation at L4-5.

ASSESSMENT: The patient is much better. He does have some segmental
dysfunction on the lower lumbar spine, and leg length inegquality.

PLAN: Manipulation of above-mentioned areas of fixation with activator
ipatyument. Ultrasound was used at 1 W/em2 for its analgesic and
antiinflammatory properties. The patient is requested to follow wp in
a few days just to make sure he is good. Otherwise, we will see him on
Friday, and that should ke his last visit te us.

p54 T:gia DD:20130116 Th:1041 DT:20130117% TT:1025 JOR:10-03016762
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069

MELRNCAL CENTER REPORT

NAME - Kb PG MR #: _pbiimeeld

DOB: i y CHART LOC : “baguls

DATE OF SERVICE: 02/04/13 008 4: VAR
LOCATION: M BCE: BART SOAR, MD

PHYSICIAN/PROVIDER: FAI e
DICTATING: PAUL D.C. BLOMERTH

HISTORY OF PRESENT ILINESS: The patient tells us that she iz still
having some pain in her right lower back. Her 18-month-old and 4-year-
0ld niece and nephew were viaiting for the weekend and she did a leot of
bending over the children. It hag caused some setback, although her
pain is really only about the same as the last time she was in. She
has been utilizing the @at hack exercises.

OBJECTIVE: Motion palpation reveals fixation at the right sacroiliac
joint in extension.

ASSESSMENT: The patient has had a flareup of her back trouble.

PLAN: Manipulation to above-mentioned areas of fixation with activator
inatrument and pelvic blocking. ltrasound is used at one watt per om2
for five minutes for its analgesic and anti-inflammatory properties.

We will recommend that the patient see us again in about four days.

054 T:ax DD:20130204 TD:091% DT:20130208 TT:1145 JOB:10-03035614
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WING MEMORIAL HOSFITAL & MEDICAL, CENTERS
40 Wright Street, Palmer, MA 01089

MEDTICAL CENTER REPORT

-

CHART LOC: il
DATE OF SERVICE: ‘SR cos #: N
LOCATION PCP: SARVALAKSHMI KURELLA, MD

PHYSICTIAN/PROVIDER: FAUL D.C. BLOMERTH
DICTATING: PAUL D.C., RLOMERTH

HISTORY OF PRESENT ILLNEZS: The patient tells us that ghe cannct
remember having any arm symptoms lately. Her neck pain is dewn to a 2
ol a scale of 0-10 and she continues to improve.

OBJECTIVE: Motion palpation reveals restricted right lateral hending
at C5-6. There is tightness and tendernese in the right secalenes,
particularly in the C5-8 area.

ASSESSMENT: The patient has cervical segmental dysfunction asscciated
with intermittent radiculopathy and neck pain. This is complicated by
cervical degenerative joint disease.

PLAN: Manipulation to above-mentioned areags of fixation with activator
ingtrument. Ultrasound was used at one watt per cm2 for its analgesig
and antiinflammatory properties. Active yelease procedure is used in
the right scalene. Manual cervical traction was also utilized,
Recommend the patient see us again in and around two weeks. We will
taper off freatment. We plan to release the patient to an on-call or
as-needed basis in the next few weeks.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01080

MEDICAL CENTER REFORT
NAME : o

poE: G CHART LOC: .
DATE OF SERVICE: ofiiii 008 #: \ﬁ

LOCATION: PMC PCP: RKHALED ABDELKADHR, MD
PHYSICIAN/PROVIDER: PAUL D.C. BLOMERTH
DICTATING: PAUL D.C. BLOMERTH

HISTORY OF PRESENT ILLNESS: The patient iz a 71l-year-old, right-handed
female who was in to see us today for lower back pain. She tells usz
her symptoms came on around one week ago without any particular
incident or trauma. Her symptoms have been coming and going, but never
fully resolving. This ig the same problem that we have seen her For in
the past. A review of our records reveals we have gseenm the patient in
2008, 2010, apd 2011 for identical problema. She feels wors=e with
sitting and a bit better with the use of ecold, a pillow behind her
back, and getting up and moving around. She describes a dull, achy
pain in the right lower back that does not radiate into the lower
extremities. She denies any changes in bowel or bladder. Her SYmRtoms
are worse first thing in the morning and at the end of the day, as well
as varying with position. She denies any throbbing character to her
pain. Her activities of daily living are not limited,

REVIEW OF SYSTEMS: On further review of gystems, the patient i= a
nongmeker. She currently takes omeprazole, lisinepril/HCOTE, and =
daily baby aspirin. She denies any history of malignancy or
inflammatory arthropathy.

OBJECTIVE: On examination, the patient is alert, cooperative, and well
oriented. Her gait is slightly guarded. She stands 5 feet, 5 inches
tall and weighe 131 pounds. The left arm blood pressure is 130/82.
Resting pulse is 62 heats per minute and regular, respirations are 16.
Oral temperature ig 97.8 degrees Fahrenheit.

On examination of the skin over the lumbar spine, there are no scars,
bruises, or discelerations. There doas appear to be some flattening of
the normal lumbar lozrdesis. There is no pain with percussion over the
cogtophrenic angles. There is tendewyness and fixation at the right
sacroiliac jeint. There ig 70 degrees of lumbar flexien and 10 degreas
of extension, both without pain. Romberg test iz negative. There is
no drift in the upper extremities. There is no past pointing with
finger-teo-nose testing. HNo evidence of dysdiadochokinesis. Toe anpd
heel walk is strong and adequate. Lumbar myotomes are strong, intact,
gymmetrical, and greater than 5/5, ratellar reflexes are trace.
Achilles reflexes are 0. There is5 no ¢lonus. Straight ley raising is
70 degrees bilaterally without pain. Milgram test is negative. Fabere
test is negative. The sciatiec nerves ars nontender to palpation.
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DICTATING:

OFFICE VISIT CONTINUED:

RADTOGRAPHIC EXAMTNATION: X-rays are deferred for the time being.

DIAGNOSIS: The patient has sacroiliac Regmental dysfunction assoeciated
with lower back pain and complicated by lumbar disc degeneration.

The patient’s condition is reviewed with her. We have treated her very
effectively numerous times in the past. There 55 no reason to Suspect
that she will not benefit from our treatment today.

PLAN: Manipulation is performed at the right sacroiliac jeint with
activator instrument. Ultrasound is used at 1 W/ em2 for five minutes
for its analgesic and antiinflammatory properties. We will recommend
that the patient see us again in five days. We would see her on
Friday; however, there is a fairly large snowstorm projected.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01089

MEDICAL CENTER RESQRT

DoB;:  eniiiam CHART LOC:
DATE OF SERVICE: uimms: QDS #: “
LOCATION: BMe PCP: ELIZARETH RODGERS, MD

PHYSICIAN/PROVIDER: RICHARD DM DEIALO
DICTATING: RICHARD DEM DZIALD

NAME : S MR #:;:al!!r-

SUBJECTIVE: The patient is an §3-year-old diahetic female whe presents
here today for initial visit. The patient as a diabetic would be at
risk doing her own nails. Care by a nonprofegsional would pose as a
health hazard for the patient. The patient’s primary care physician is
Pr. Rodgers. Date of last visit was on Nevember 28, 2012, The patient
has a complaint of pain. Nails are extremely long, some of them are
ingrown.

PAST MEDICAL HISTORY: The patient’s medical history includes diahetes,
hypercholesterolemia, hypertension, degenerative joint diseass.

MEDTCATIONS: The patient has a complete medication list pregent in the
hospital clinic chart,

ALLERGIES: PENICILLIN and SULFA.

OBJECTIVE: The patient’s dorsalis pedis pulse is +2/44 bilatreral.
Posterior tibial is 0/+4 bilateral. Capillary refilling time & +3
seconds bilateral. Hair growth is absent. Light touch ig present.
Babinski signs are noted. Muscle strength against resistance to
dorsiflexion, plantarflexion, ankle joint iz within normal limits,
There iz thinning of the gkin. Dry skin Present at the plantar aspect
of both feet. The feet are cool to the touch from the tibial tuberele
to the distal hallux.

ASSESSMENT: There are hypertrophic nails rregsent right and left foot
with ineurvated nail margines of the right and left great toeg. No
signs of any bacterial infection. Diabetic foot exam was performed
today. There were no signs of ulcers, lesions or open areas, The
patient does not have complaint of numbness or tingling teday. 5She is
able to see the hottoms of both feet. There im a pogitive regponse to
all 10 points when tested with a 10 gram monofilament testing. This is
recovded and placed in her hosgpital clinie chart,

PLAN: Treatment today incilude,

1. Inspection of both feet,

2. Diabetic foot exam. We reviewed the patient’s medical record.
Lower extremity exam,

3. Trimming of all hypertrophic nails 1 to 5 bilateral. A1l nails are
filed smooth. Diabetic foot care, proper foot hygiene was discussed

Additicnal capy Page 1 of 2
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NAME ; DOR:
HOSP#: MR :
CHART LOC: PCP:

DICTATING: RICHARD DPM DZTALO
OFFICE VISIT CONTINUED:

with the patient. A brochure on diabetes ig provided to the patient
for review.
4. 8She is given return appointment in two months.

552 T:kbin DD:20130123 TD:1230 DT:20130124 TT:2201 JOB:10-03024148
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Streer, Palmer, MA 01069

MEDICAL CENTER REPORT

NAME : MR #: woominim:

DOB: 0Q1/30/82 CHART LOC:

DATE OF SERVICE: O"Wijiepes QOS5 #:  higiiiesy:

LOCATION: wpami. PCP: LANCE DAVID REYNOLDS, MD

PHYSTCTIAN/PROVIDER: RICHARD DEM DZIALG
DICTATING: RICHARD DFM DETALD

HISTORY OF PRESENT ILLNESS: The patient is a diabetic male who
presents here today for diabetic footcare wvisit. The patient's primary
care physician is Dr. Lance Reynolds.

PAST MEDICAL HISTORY: The patient has a mediecal history of diabeteg,
hypertension, hypercholesterclemia.

MEDLICATIONS: The patient provides us with a complete medication list.
ALLERGIES: Has an allergy to LATEX.

Relates having gout in the left foot, has been bresent the last coupls

weekg. Last month had an atrack in the right foot, and a couple months
in the left foot as well. He will be seeing hig primary care physician
next week.

OBJECTIVE: A diabetic foot exam was performed today. There were no
signs of ulcers, lesions, or open areas. The patient does have
complaints of numbness and tingling in both feet. He is unable to see
the bottoms of feet. A testing with 10-g monofilament was performed,
positive response to all 10 points. Thiz is recsarded and placred in the
patient’'s hospital clinie chart. The patient’s dorgalis pedis pulse is
+1/+4 bilaterally, posterisr tibial pulse is +1/+4 bilaterally.
Capillary filling time +3 seconds bilarerally. Hair growth ie absent.
Light touech is prezent. Babinski sign is not noted. Muzcle gtrength
against resistance to dorsiflexion and plantar flexion of the ankle
joints is within normal limits. There is edems present, left foot,
none right foot. The patient has good medial longitudinal arch off
weightbearing. Vibratory sensation is intact, right and left foot.
There is some erythema present at the dorsum of the left foot. The
patient had stated that he had a similar redness Present at the dorsum
of the right foot in the areas of the second and third toes, and points
to the area of the metatarsophalangeal jointe and that had resolved.
The patient’s nails are within normal limits. He provides his own
care. The right great toenail had been lost. He has received care for
that ogver the years. For a funqus of right great toenail; had been on
Lamigil and topical medications. There are only remnants of nail at
the pregenc time.

ASCSESSMENT AND PLAN: The patient may be experiencing attack of gout at

Additional copy Page 1 of =
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NAME: oy DOE; ool
HOSP#: MRY : ..
CHART LOC: BPCP:

DICTATING: RICHARD DEM DETATQ
OFFICE VISIT CONTINUED:

the present time, left foot. He is not interegted in obtaining X-rays
of his feet. We are going to do a uric acid test, and the findings
will be forwarded to his primary care physician., We will see the
patient in cme year for a yearly diabketic foot exam, or if a problem
arises he may call sooner.

552 T:mdv DD:20130123 TD:1015 DT:20130124 TT:1155 JOB:10-03023813
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069

MEDICAI. CENTER REPORT

e P

DATE OF SERVICE il 008 #: o,

LOCATION: PMC DCP:
PHYSICIAN/BROVIDER: RICHARD DEM DZIALC
DICTATING: RICHARD DPM DZIALD

SUBTECTIVE: The patient iz a 70-year-old diabetic female who presents
here tvoday for initial visit. The patient's primary care phygician is
Dr. Acquista. Date of last visit was on December 10, 2012. The patient
has a complaint of ingrown left great toenail. Tt ia discolored,
blackened. This patient as a diabetic would be at risk doing her own
nails. Care by a nonprofegsional would pose as a health hazard for
her.

PAST MEDICAL HISTORY: Medical history includes diabetes, morbid
obesity, hypertensien, hypothyroidism, hypercholesterolemia, peripheral
neurcpathy.

MEDICATIONS: The patient has a complete medication list present in the
hogpital clinie chart.

ATLERGIES: No known allergies,

OBJECTIVE: Inspection of right and left foot today show that there are
no sgigns of bacterial infection or uleceratien. There is no evidence of
any digital or plantar excreaceances. BHoth feet were examined dorsal,
plantar, and rearfoot areas. Inspection of interdigqital web spaces
show mo signs of tinea pedis, maceration, or fissuring. The patient’s
dorgalis pedig pulse is +1/+4 kilateral. Posterior tibial pulse, we
could not elicit bilateral. There is absent hair growth. Feet are
coel to the touch from the tibial tubersle to the distal hallux.
Vikratory sensation is within normal limits of left foot, absent right
foot. Testing with monofilament was performed today. There was a
negative regponse te all the 10 points as recorded in ocur hogpital
cliniec chart. There is no evidence of any ulcers, lesions, or open
areaz. The patient does have a complaint of numbness and tingling.

She is unable to gee the bhottoms of both feet.

ASGSESBSMENT: My findings teday are ag follows: there is hypertrophic
nails 1 to 5 right. (¢linical evidence of mycosis of nails 1, 2, 3
left. There iz a severely marked, overgrown, mycotic, onychogryphotic
left great toenail ereating pain for the patient especially with ghoes
oI,

PLAN: Treatment today include the following:
1. Inspection of both feet.
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DICTATING: RICHARD DFM DZTALO
OFFICE VISIT CONTINUED:

2. Review of patient’s medical record,

3. Manual debridement of the lefr great toenail, distal one third was
able to be debrided back to the level where the patient may be able to
maintain the nail. Bacitracin ointment and EBand-2id is applied to the
left great toe. There was evidence of mycosis and she may nse Vieks
VapoRuh daily to any invelved mails. They are mycotic in nature. We
would like the patient to soak this evening for 15 to 20 minute period
in warm water and table galt. She will call as needed for return
appointment. We will like hsr to have a yearly disbetic foot exam.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01089

MEDICAL CENTER REPCRT

NAME - oo MR #: oubiuiu—m
DOE: iy CHART LOC: R

DATE OF SERVICE: mimmmiiem oos 4: "NihE—— =

LOCATION : (- PFCP: ELLZAEETH RODGERS, MD
PHYSICIAN/FPROVIDER: RICHARD DEM DZTALO
DICTATING: RICHARD DEM DEIALO

SUBJECTIVE: The patient is a 30-year-old female who rresents here
today accompanied by her mother for teoday’s scheduled vigit for ingrown
nail procedure on her left great toe. Conservative care by the patient
has not helped and this procedure is indicated today. The procedure a
permanent surgical correction of the ingrown left great toenail lateral
nail border was explained to the patient as well ag risks and
consequences such as pain, infection, regrowth of nail. The consent
form was signed. The patient’s vitals were within mermal limits.

PREOFERATIVE DIAGNOSIS: Onychoeryptosis, left greatr teenail lateral
nail border,

POSTOPERATIVE DIAGNOSIS: Onychocryptosis, left great toenail lateral
nail border.

FROCEDURE: The left foot was prepped and draped in usuwal aseptic
manner. Inspection of the left grear toe shows that there i= no sign
0f bacterial infection. Injection with local anesthetic was rerformed
to the left great toe. A local digital block with 3 cc of 1% Xylocaine
plain with 1 cc of 0.25% Bupivacaine Plain. The effect of anesthesia
wag tested prior to start of the procedure. The lateral nail border of
the left great toenail was freed from its underlying attachment to the
nail bed with a periogteal elevator. A lengitudinal incision was made
running from distal to proximal and extended more proxXimal to the nail
matrix area with a nail splitter blade. The lateral nail bhorder was
then exciged three 30-second application with B9% phencl was applied to
the nail matrix area of the lateral nail border of the left great
teenail. The left great toe was then flushed with copious amounts of
sterile water and the nail marrix area was inspected for any remnantg
of nail, none was noted. A Betadine soluticn and a gauze sterile
dresging was applied to the left great toe. The ratient tolerated the
procedure well. Postoperative instructions were provided in writine
and reviewed with the patient. Prescription is given for Tylenol with
Codeine No. 3 guantity 12 one tablet every four to six hours as needed
for pain, neo refills.

Return appointment i= given to the patient in one week at the
Belchertown office. The patient has a ride home with her mother.
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WING MEMORIAT, HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01089

MEDICAL, CENTER REPORT

NAME : r MR #: Y.
DOR: CHART LOC: efiiem
DATE OF SERVICE: (NN 008 #: el

LOQCATTON : *" FCP: LISA LEVHEIM, MD
PHYSICIAN/PROVIDER: RICHARD DEM DEIALO
DICTATING: RICHARD DPM DZTALO

SUBJECTIVE: The patient is an #4-vear-old female who presents here
today for a scheduled footcare visit., The patient’s primary care
physician is Dr. Levine, Date of last vigit was on May 1, 2012. The
patient hag history of peripheral vascular digease and will ke at risk
doing her own nails. Care by a nonprofessicnal would pose as a health
hazard for this patient. The patient has a complaint of pain. Nailg
are thick, vellow, hard. Pain is exacerhated with shoes on.

FAST MEDICAL HISTORY: The patient’s medical history includes
peripheral vascular disease, glaucoma, macular degeneration,
diverticulosgis, and hypertension.

MEDICATIONS: The patient has a complete medication list present in the
hospital clinie chart.

OBJECTIVE: Inspection of right and left foot today show that there are
no signs of bacterial infection or ulceration. There is no evidence of
any digital or plantar excrescences. Both feet were examined dorsal,
plantar and rearfoot areas. Inspection of interdigital webspaces shows
no signes of tinea pedis, maceration or fissuring. The patient’s padal
pulses are npnonpalpable. There ig absent hair growth. The feet are
cool to touch. There is thinning of the skin. Slight edema present
today. The patient doves have significant systemic class findings for
footcare to be congidered medically necessary.

ASSESSMENT: There is clinical evidence of mycosis of nails. Nails are
thick, yellow, and hard. Subungual debriz. Marked limitation of
motion. Pain.

PLAN: Treatment today include,

1. Imspection of hoth feet.

2. Review of patient’s medical record.

3. Manual debridement of all diseased nails down te viable nail plate
to tolerance of the patient. All nails are filed smooth with a rasp
x10. Proper foot care and foot hyyiene was discusged with the pariemt.
She may use a skin lotion such as Advanced Therapy lLubriderm daily to
hottoms of both feet,

4. She is given return appointment in two and a half months.
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01065

MELRICAL, CENTER REEPORT

NAME : o - MR #: of

DOE: = CHART LOC: “e
DATE QOF SERVICE: *ulmimmmey 005 #: "t
LOCATION: PMC BCP: LUIS SANTIAGO-CRUZ, MD

FPHYSICIAN/PROVIDER: STJEPAN KERESHI, MD
DICTATING: STJEPAN KERESHY, MD

REFERRING FROVIDER: Jason Franconmeri, F_A.
Thank you for referring the patient for neurclogiec consultation.

HISTORY OF PRESENT ILLNESS: The patient is a 45-year-old woman,
married. She has no children. She is right handed. &he works as
assistant Vice-President for Hartford Financial Company.

Her chief concern is the memory.

According te the patient, for the last several months she was noted to
have some difficulty with expression. The patient just migplaces
words, and this happens on average once a week. However, the patient
volunteers that there is lots of stresg at work, and she iz very busy.

Thi=z does net activities at work, and nebody else notices
except her hushand.

However, the patient is concerned that she might have early-onset
familial Alzheimer disease because her mother was diagnosed to have
Alzheimer disease at age 58. Now she is 64 and sghe is very limited.
However, she does not take medication.

The patient had an MRI of the brain four years ago. Thers was a
question of lacunar infarct, but the patient reports history of
migraines, which now oeccur twice a month, and before they were
occurring more often, so thig might ke just a finding related to her
migraines.

The patient is very active in her social life, ag well as very busy at
work.

PRESENT MEDICATIONS: Include sertraline, occasional lorazepam,
Synthroid, Maxzide, Zocor and occasional ibuprofen.

SOCIAL HISTORY: The patient does not smoke, dees not drink aleohol
regularly.

ALLERGIES: PENICILLIN.
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OFFICE VISIT CONTINUED:

FAMILY HISTORY: Her mother has Alzheimer disease and father had
cardiac artery disease.

LABORATORY STUDIES: The patient had some laboratory workup last July.
CBC, chemistries, rrofile was normal.

FHYSTCAL EXAMINATION: On neuralogical examination, the patient is
alert and oriented. Mini-Mental Status Examination was normal. She
scored 30 on the scale from 0-30. She was oriented to time, plare and
person. Calculation was goed. Immediate recall, retention.
Repecition was good. She was able to spell "worlds backwards, and she
was abile to copy design.

Her blood pressure wag 122/64. Heart rate was 78. There was ne bruit
in the neck.

On evanial nerve examination, pupils are equal. They are normally
reacting to light. There was no visual field defiecit. No
ophthalmoplegia. There is no facial asymmetry. Tongue and palate move
symmetrically. There was no bruit in the neck.

Cn examination of the motor gystem, muscle tone, strength and reflexes
are normal. Hand grips are equal. There is no arm lagging and no
pronator drift.

Coordination was normal to finger-nose-finger test and fast alternating
movements tegt.,

Sensory examination was noymal te light touch, pinpriek and
temperature.

Gait and gtanding are normal.

CONCLUSION: The patient presents with concern of her memory becauge
she would misplace words. However, there is no evidence of amy other
cognitive impairment. Her mother was told that she might have vascular
dementia, so it is unlikely that she has familial dementia. Generally,
it is not recommended to do any additional workup, like genetic
testing, since there are many other issues including social as well as
ethical gquestions. Her mother probahly does not have early familial
dementia since her symptems started at age 58, and she was found to
have some wvasgcular problem., There was a guestion if the patient had a
lacunar infaret in test in 2008, but again my first impression is this
i=s because of her migraines. For that reason, I reassured the patient
there is nothing that we should do now, that probably there is no
indication to go for any additional testing, which would require also a
spinal tap, which she does not want to do anyway. There is nothing
that can be dene to prevent or delay onset of dementia, even if she hag
sarly familial dementia. My impression is that most of the problem is
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OFFICE VISIT CONTINUED:

because she is very busy and there i= also stress at work.

No formal appointment was made, but the patient was advised to call me
if she has any cuestions.
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WING MEMORIAT. HOSPITAL & MEDICAL CENTERE
40 Wright Street, Palmer, MA C010&89

MEDICAT, CENTER REPORT

NAME : ME #: Jidniiaiet

DOB: CHART LOC:

DATH QF SERVICE® 2 008 #: ol

LOCATION: PMC BPCE: ERONALD BEAUZILE, MD

PUYSICIAN/PROVIDER: STJEPAN KERESHI, MD
DICTATING: STJEPAN KERESHI, MD

REFERRING PHYSICIAN: Dr. Beauzile
Thank you for referring Mr. Guyott for neurclogie consnltation.

HISTORY OF PRESENT TLINESS: The patient is a 23-year-old man, single.
He has no children. He is right handed.

Hig chief problem is some numbness and tingling sensation and restlessness
in the arms.

According to the patient, the first time when he was put on Abilify
about three years ago, there was some reduced sensation. Then he was
put on Inderal, which was helping.

However, one yeay ago he was put on Lamietal. Inderal did not help,

and after discontimiation of Lamictal his symptoms persisted. He was

tried on Reguip which didn't help. Tylenol and Tylenol PM and Benadryl make
it worse.

The patient reports that in the evening just before he goes to hed and
ready to sleep he would have a feeling of numbness, tingling and
restless in both arms. There iz no problem in the legs.

The patient also described some other sensations, like in the middle of
the night he would feel one-half awake/one-half asleep and that he
would have a sensation like he cannot move his parts of the body.

PAST MEDICAL HBISTORY: Significant for history of anxiety and
depression.

FRECENT MEDICATIONS: Include Klonopin 0.5 mg one-half pill three times
a day and Ritalim.

SOCIAL HISTORY: The patient does ot smoke, does not drink alcchol.
FAMILY HISTORY: His mother has anxiety.

DHYSTICAL EXAMINATION: On neurological examination, the patient is
alert and in no acute distress. His speech wag clear.
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His blood pressure was 128/80, Heart rate was 78. There was no bruit
in the neck.

On cranial nerve examination, pupils are egual. They are normally
reacting to light. There ig no visual field deficit. ©No
cphthalmoplegia. There is no facial asymmetry. Tongue and palate move
symmetrically.

On examination of the motor system, muscle tone, strength and reflexes
are normal. Hand grips are equal. There is no arm lagging and no
pronater drift,

Coordination was normal to finger-nose-finger test and fast alternating
movements test.

Sensory examination was normal to light touch, pinprick and tewperature.

CONCLUSION: The patient presents with some unusual sensation of
numbness and restless in the arms. I am not sure heow much this is
psychogenic in origin. Neurological examination is nonfocal. He also
has some difficulty sleeping with prokably some change in his sleeping
stages. I will start him on nortriptyline 25 mg for a week and then 50
mg - take all at cnce before he goes to sleep. Hopefully, this will
help this sensation, Too. I would ke glad teo evaluate him again in
three months’ time with consideration to switch ta gabapentin depending
on his progress.

Neurologic examination is otherwise nonfocal, s0 T do not see the need
for any additional neurclegical workup.
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WING MEMORIAL HOSPITAL & MEDICAT, CENTERS
40 Wright Street, Palmer, MA 010692

MEDICAL CENTER REFPORT

NAME ; MR #:
DOB: CHART LOC:
DATE OF SERVICE: "igeiiigied 008 #:

LOCATION: DPMC PCP:  JORNNA PREIBISZ, MD
PHYSTCIAN/PROVIDER: STJEPAN KERESHI, MD
PICTATING: STJEFAN KERESHI, MD

REFERRING PHYSICIAN: Joanna Freibisz, M.D.
Thank you for referring the patient for neurclogic consultation.

UISTORY QF PRESENT ILLNESS: The patient is a 6%-yesar-old woman,
cingle. She has no children. She is right handed. She used to work
ags a machine operator.

Her chief cemplaint is headache. Accoxding to the patient, she has had
them most of her life. They are just about the same new as before.

She iz not aware of triggering factors and they come almost daily.

Once they come, they stay for the rest of the day. Headache usually
starts in the forehead or back of the head. She also complains of some
neck stiffpess. There iz no nausea. No photcophobia. Headache, she
describes as a deep ache. Average severity, she would grade 7 on the
sgale from Q-10.

The patient takes one Tylenol in a day, which usually helps some.

BAST MEDICAL HISTORY: Significant for history of a tonsillectomy,
cholecystectomy, right hip fracture, surgery to the right wrigst.

The patient has a history of vitamin D deficiency.

FAMILY HISTORY: Unremarkable.

The patient was seen by Dr. Kaye in 2006. She has some calcification
in the fromtal lobe and she had an MRI in August 2012, which was
initially reported as normal but there was an addendum that there is
some probable microvascular changes in the left posterior parietal

region and there was a question if some of them might be small results
of any hemorrhage.

BRESENT MEDICATIONS: Inelude multivitamin and caleium, Tylenol,
Lotriscne vitamin D, Benadryl.

SOCTAL HISTORY: The patient does not smoke or drink alechol. She
lives with her sister.

PHYSTCAL EXAMINATION: On neurological examinaticn, the patient is
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CONSULTATION
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DATE OF CONSULTATION: 06/25/2012
PRIMARY CARE PHYSICIAN: James Freeman, M.D.
Thank you for referring the patient for neurclogical consultation.

HISTORY OF PRESENT ILLNESS: The patient is an 83-vear-old woman,
widowed. She has four children. She lives zlone.

The reason for admission and neurclogical consultation is weakness and
dizziness.

The patient’'s records were reviewed, and history was obtained from the
patient who was a good historian.

According to the patient, since 05/31, she has been treated for UTIs.
Initially, she was on Cipre and, a few days after she finished the
course, she developed, again, UTI. Then, she was put on Ractrim.
Then, her symptoms recurred and she was put on Keflex for 21 days for
which, now, she just finished treatment.

However, for the last several days, she has been complaining of feeling
of lightheadedness and nausea. She had poor wper-oral intake. Om
averagqe, she tries to get up; she would feel lightheaded, just about to
pass out, but there are no falls. Also, while walking, she was
stumbling; had difficulty with balance. She feels a little stronger
now, but still rather weak. She did nobt have any trouble with
dizziness like this in the past.

PAST MEDICAL HISTORY: Significant for a histeory of thyxoid problem,
hypertensicon.

MEDICATIONS: TIncludes levothyroxine, trimethoprim, Premarin,
lisinepril, sulfasalazine.

SOCIAL HISTORY: The patient does not smoke. Does not drink alcchol.
She lives alone.

REVIEW OF SYSTEMS: The patient does not see on the left eye hecause

ADDITIONAL COFY Page 1 of 3



FEB-27-2013 04:11AM  FROM- T-029 P.042 F-6886

NAME - DOB:
HOBSPH#: MEH#:
CHART LOC: BECE: e

CONSULTATION CONTINUED:

she had a central retinal artery thrombosis. Her hearing is alse not
go good. There is no chest pain, No palpitation. No difficulty
swallowinsg.

PHYSTICAL EXAMINATION: On neurological examination, the patient is
alert, oriented. No acute distress. Bleood pressure 140/08, heart rate
78, There was no bruit in the neck.

On eranial nerve examination, pupils are 3 mm. They were sluggishly
reacting to light. She could not see on the left eye. There iz no
facial asymmetry. Tongue and palate move symmetrically.

On examination of motor systems, muscle tone, strength and reflexes are
normal. Hand grips are equal. There is no arm lagging. No pronator
drift.

Coordination was normal for finger-nose-finger test and fast
alternating movements test.

Sensory examination was normal to light touch, pipprick and
temperature. There was severely reduced vibration in beooth feet when
she felt it only for 3 seconds.

LABORATORY AND OTHER STUDIES: On laboratory evaluation, urinalysis
showed increased red and white blood cells, and a urine culturs is
pending. WBC B8.2. Blood sugar 120. Estimated GFR 45. BRUN and
creatinine were normal. Sodium was 128, which iz law. Liver functions
are normal. CPK is normal. CAT =scan of the brain did not show any
acute changes, and she is having MRT and duplex today.

CONCLUSION: The patient presentg with episcdes of feeling of
lightheadedness after she had a prolonged period of urinary tract
infection. She spent lots of time in bed and, whenever she tried to
get up, she would feel lightheaded and dizzy. Alse, her per-oral
intake was very poor since she felt nauseated. Neurological
axamination is nonfocal. This is probably orthoestatiecally related,
and there is alsc some peripheral neuropathy, probably contributing to
sensory ataxia. I would just continue with present management. It is
unlikely that she had cerebrovascular invelvement, but MRI is scheduled
for today, which would help us there. Frobably, then, we should start
alzo with rehab therapy since there was probably some deconditioning.
She spent the last three weeks in bed. For neow, I advised her just to
avoid any sudden change and not teo get up too quick.
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DATE OF CONSULTATION: 08/07/2012
REFERRING PHYSICIAN: Linda Scheoonover, M.D.
Thank you for referring the patient for congultation.

HISTORY OF PRESENT ILINESS: The patient is 52-year-old male, single.
He has no children, He is right handed. He iz on disability because
of history of heart attacks, CVA and neuropathy.

The patient is known to me. I have heen seeing him for peripheral
neurcpathy. He also has a history of seizure. He has history of
gevere diffuse pain which is nonspecific and he complains of some
burning feeling in the feet, generalized weakness and history of falls.
He fell in the middle of July, sustained scme rib fracture, was seen in
the emergency room, prescribed Percocet for five days.

He i= alsc taking Viecodin one pill four times a day. For his
neuropathy, the patient was taking Neurontin 800 mg three times a day
as well as Tofranil 25 wg threse times a day. In the past he was on
tramadol but it did not help.

Lately, however, his symptoms seem to be getting somewhat worse. There
iz more increased pain, especially while breathing and rhizs might be
because of his recent fracture., However, there iz also some diffuse
pains in the legs. He also has some difficulty walking and his legs
just give out. He has a history of recent falls.

BAST MEDICAL HISTORY: Significant for history of CVA, history of MI,
seizure, rotator euff repair in April. History of alcohol abuse and
narcotric dependence.

SOCIAL HISTORY: The patient reports he smokes §-8 cigarettes = day and
he admits teo drinking twoe or three shots of whiskey 3-4 times in a

weak,
MEDICATIONS ON ADMISSION: Include baby aspirin, Plavix, Neurontin 800

three times a day, imipramine 25 mg three times a day, Dilantin 200 mg
three times a day, lisinopril, nitroglycerin. He was taking oxycodone
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CONSULTATION CONTINUED:

after he hurt his chest. He iz also on simvastatin, Spiriva,
Symbicort, B-complex vitamin, wvitamin D.

LABORATORTES AND OTHER STUDIES. While he was in the emergency room, he
had a CAT secan of the brain which was negative. On laboratory
evaluation, CBC was normal. Electrolytes were normal. Potassium was
normal. PBUN and creatinine were normal. Bleed sugay was also normal.

PUYSTCAL EXAMINATION: On neurclogical evaluation, the patient is alert
and in no acute distress. Hisz speech was now clear, but when he was in
the emergency room he had some slurred speech. His blood pressure was
145/85, heart rate 72, respirations 20, temperature 26.5.

On cranial nerve examination, pupils are equal. They are normally
reacring to light. There is no visual field deficit, no ophthalmalgia.
There is no facial asymmetry. Tongue and palate move symmetyically.

On examination of the motor system, reflexes are brisk except for
reduced ankle jerks. Plantar is downgoing.

Coordination was normal for finger-to-nose-finger test.

On sensory examination, he appreciated vibration for three seconds on
both szides.

CONCLUSION: The patient presents with increasing weakness, some falls,
diffuse aches. It is not clear the amount of alcohol that he drinks.

In view of his history of seizure and taking Pilantin, I would just

obtain Dilantin level as this can produce some difficulty with balance

tos. I would alsoc chack B12 level and serum magnesium. While he is in the
hospital, probably is reason to give him some opiate medication to hreak the
cycle of pain; but as the outpatient, it is pot productive to do that
especially in view of history of abnormal pain hehavior including
continuous drinking, smoking and history of excessive prescription
medication use. He was evaluated by physical therapy so cutpatient
pehahilitation for deconditioning would probably also be helpful.
Otherwize, I would just continue his present management.
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DATE OF CQONSULTATION: 02/21/2012
REFERRING PHYSICIAN: Nicholas Fay, M.D.
Thank you for referring the patient for neurological consultation.

HISTORY OF PFRESENT ILLNESS: The patient is a 64-year-old man, single.
He is right-handed. He has ne children. He is tempeorarily unemployed,
and he iz getting Social Security. He used to work in a easine.

The reascn for admission and neurclogical consultation is left-sided
weakness and difficulty with ambulation.

History was obtained from the patient, who was a good historian. Also,
his friend was present and I talked to the nurse.

According to the patient, yesterday morning, he woke up at around 5:30
a.m. and then, he could not support himself. He fell down. He had teo
prop himself up to be able to get up. He reports that he tried to
touch hig right arm with the left arm. He had no feeling on the left
gide. There was also some left arm heaviness and some facial droop.
His friend alsoc noted that his speech was somewhat garbled and
incoherent. Since admission, his symptoms improved to & degree, hut he
still haz some heaviness in the left s=ide. He never had any trouble
like thig hefore.

The patient had a CAT scan of the brain, which showed probable acute
right hemispherie infarect.

PAST MEDICAL HISTORY: Significant for a history of HIV, appendectomy
and elevated cholesterol.

MEDICATIONS ON ADMTSSION: Included Lyrica 75 mg three times a day for
postherpetic pain in the right hand, Niaspan 1000 mg & day for elevared
cholesteral and Artripla for HIV.

ALLERGIES: The patient is allergic to TETANUS SHOT.
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CONSULTATION CONTINUED:

FAMILY HISTORY: His mother had rheumatic heart disease. There is no
history of CVA or heart attack.

EOCTIAL HISTORY: The patient smeokes one pack of cigarettes daily. He
denies alccohol or drugs.

LABORATORY AND OTHER STUDIES: The patient had some laboratory
evaluation, and chemistry profile and CBC were negative.

REVIEW QOF SYSTEMS: On review of systems, the patient denies any
headache. He complained of some left visual field deficit. There is
ne chest pain or palpitations.

PHYSICAL EXAMINATION: On neurological examination, the patient is
alert and oriented, Hig speech was clear, His hlood pressure was
120/75, pulse 69, respirations 1B, temperature 97.6.

On cranial nerve examination, pupils are egual. They are normally
reacting to light. There was no nystagmus. He had a moderately severe
left vigual field deficit on confrontation. There is no facial
asymmetry. Tongue and palate move gymmetrically.

On examination of moteor systems, muscle tone and reflexes are normal.
Hand grips are equal, but there was moderately severe left arm lagging
and pronator drift. Strength in the legs was normal.

On testing coocrdinaticn, he had mild dysmetria on finger-ncse-finger
test on the left side.

On sensory examination, the patient appreciates light touch and

pinprick on beoth sides, but there was evidence of left hemisensory
neglect when double point simultanecous stimulation was applied. He would
neglect the left side,

CONCLUSTON: The patient presentsz with probable right hemispheric
infarct. He is already placed on aspirin, which is appropriate. I
discussed the importance of stopping smoking. He will be evaluated by
physical therapy, and he will have physical therapy at home for
strengthening. He is going to have MRI of the brain tomorrow. Duplex of
the carotids did not show significant carctid stenosis. Nicotine patch
is already applied. He probably would henefit from some statin
treatment since he has a history of elevated cholesterol and it was
found that statins have an anti-inflammatory effect and keneficial

effect on recurrence of stroke.
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NEPHROLOGY CONSULTATION
DATE OF CONSULTATION: 11/04/2012

REASON FOR CONSULTATION: Consult is requested by Dr. Hope to evaluate
and help in management of the patient with severe renal ingufficiency.

HISTORY OF PRESENT ILINESS: The patient is an #80-year-old male whe ie
d& poor historian with past medical history of longstanding diabetes
mellitus, hypertension followed by Dr. Kimberly Browne-Martin as an
outpatient who presented to the emergency room with complaints of lower
abdominal pain that began a day before his admission to the hospital.
He had increasing lower abdominal pain and was unable to urinate. He
did not have any history of urinary retention or pProstate problems in
the past, although the history is very unreliable at this juncture. He
has had normal bowel movements. There was no fever, chills. There was
no nausea, vomiting, or diarrhea.

The patient was seen in the emergency room, and a postvoid residual
showed large volume of urine. He had a strajght cath done with about
1500 ce of urine output. A Foley was placed, A CAT scan of the
abdomen showed constipation with fecal impaction. He also had atrophic
kidney with chronic gcarring and perinephric styanding. There was no
hydronephrosis based on the information available to me. He was
admitted to the hospital and started on intravenous fluids. Renal
consultation has been requested as BUN and creatinime are elevatad with
a4 creatinine of around 2.1. I do not have any basic creatinine levels
on thiz patient at this juncture, He denies Wsing any nonsteroidal
anti-inflammatory agents.

PAST MEDICAL HISTORY: Significant for poorly controlled diabetes,
longstanding hypertension, hypercholesterolemia, and hernia issues in
the past.

FAST SURGICAL HMISTORY: There is no history of surgery in the past.

ALLERGIES: The patient hag po known drug allergies,

MEDICATIONS: As an outpatient include Actos, hydrochlorothiazide,
levothyroxine, glyburide, Crestor, and Colace.
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CONSTULTATION CONTINUED:

SOCIAL HISTORY: The patient lives alone. He iz able to follow all his
day-to-day activities of living. Denies alcohol or tobaceo use.

FAMILY HISTORY: History of hypertension,

REVIEW OF SYSTEMS: The patient denies any fever, chills, denies any
chest pain, shortnesgs of breath, nausea, vomiting. He did have
constipacion and abdeminal pain. He did have urinary retention ag
mentioned before. Other systems were reviewad and negative.

PHYSICRT, EXAMINATION: The patient was seen in the bed, awake, alert,
oriented x3. Blood pressure was 145/67, pulse 68, afebrile, HEENT
exam shows pupils equal bilaterally. Neck, no jugular venous
digtention was noted. Neck was supple. No thyromegaly was noted.
Mucosa moigst. There was mo scleral icterus or conjunctival congestion.
Cardiovascular system, 51, 82 without rub. Resgpiratory system, air
entry decreased in the base. WNo crepitation or rhonchi heard. Abdomen
was cobese, g20ff with lower abdeminzl/suprapubie tendernes=. There was
no guarding, no _rigidity. Bowel scunds normal. Extremities showed ne
edema. There was no peripheral cyanosis ox clubbing.

LAEQRATORY AND OTHER STUDIES: Done on admission: Sodium is 131,
botassium 4.4, chloride 99, CO2 24, BUN 25, creatinine 2.2. WBC is
19.8. Hemoglobin 13, hematocrit 47.%. Labs done today: Sodium 136,
potassium 4.6, chloride 105, C02 24, caleium 8.9, BUN 30, crearvinine
1.64, estimated GFR of 41.

IMPRESSION:

1. Zlderly male with acute kidney injury versus acute-on-chronic
kidney disease. Acute kidney injury in this patient is likely
secondary te obatructive uropathy/possibility of bladder cutlet
chatruction as he had significant amount of urine output after
placement of the Foley. He could also be zlightly prerenal. He was
not on any nephrotoxic agents. I doubt the patient has acute
interstitial nephritis/acute based on the pre=sentation and
the improvement of his creatinipe with £luids.

2. Possibility of chronic kidney disease at baseline. I do not have a
baseline creatinine on thig patient at this juncture, and we will try
to get his baseline creatinine from his primary care physician.

3. Leukocytogis. The exact reascon was unelear at this juneture.

4. Diabetes mellitus.

5. Hypertension. Bloed pressure is acceptable,

RECOMMENDATION: I recommend following the full complete results of tha
CAT scan and the renal ultragsound. I will keep the Foley catheter and
recommend getting a urclogy evaluation on this patient. I recommend
initiating Flomax 0.4 mg on this patient to help with hiz urine flow.
We will also continue with IV hydration as the patient might have post-
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CONSULTATION CONTINUED:

chstructive diuresis. I recommend following his renal funection,
electrolytes, and divalence closely.

Thank you for allewing me to participate in the medical management of
the patient. He needs followup with us ag an outpatient after
discharge,

cc: Kimberly Browne-Martin, M.D.
2 Mediecal Center Drive
Epringfield, MA 01107
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cc: KIMBERLY BROWNE-MARTIN, MD
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CONSULTATION
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DICTATING: KIRSHNAN BARIY, MD

REASON FOR CONSULTATION: Consult requested by Dr. Maguire to evaluate
and help in management of the patient with end-stage renal disease who
is presented to the hospiral with complaints of not feeling well.

The patient is a 52-year-old female with past medical history of end-
gtage renal digease on hemodialysis, history of bipolar disorder,
history of hypertension who presented to the hospital with complaints
of generalized abdominal pain for about one-day duration, not feeling
well with nausea and vomiting. There was no diarxrhea. She complains
of feeling lightheaded. She was noted to have high temperature {(with a
temperature of around 101 to 102 degrees Fahrenheit at the emergency
room) . Herx bleood pressure is also on the low side at 94/61. She wag
evalvated in the emergency room and was noted to have elevated white
cell ecount of 15.8 with bandemia. Her uriralysis showed no major
featureg of UTI. &he did have a chest x-ray and a OAT secan in the
emergency room. She has been admitted to the hospital with a diagnesis
of pneumonia. Renal consult has been requegted for evaluation and
management of her end-stage renal disease.

REVIEW OF BYSTEMS: The patient is presently resting in the bed and has
shaking chills. She is also tachyeardic. She denies having any fever
at home, though has not been feeling well for the last couple of days.
She missed golng to dialysis today. There was no diarrhea or
congtipation. As mentioned before, x-rays showed lefr lower lobe
infiltrate. A CAT =scan of the abdomen which was noncontrast showed
adrenal nodule, but no abscess. She does not have any urinary symptoms
and states that she passes some urine. There was no headache or neck
stiffness.

PAST MEDICAL HISTORY: History of hypertension, history of end-stage
renal diseage on hemodialysis, hyperlipidemia, history of
hypothyroidism, bipolar disorder, schizeoaffective discorder and vitamin
D deficiency.

PAST SURGICAL HISTORY: Good AV access placement.

ALILERGIES: Include allergies to AMBIEN and HALDOL.

MEDTICATIONS: As an cutpatient and inpatient reviewed.

FAMILY HISTORY: Significant for ostecporosis in the mother and history
of hypertension and hypercholesterolemia in the mother.

SOCIAT, HYISTORY: The patient is a smoker for many years. She denies
alcchol use or drug abuse.
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CONSULTATION CONTINUED;

PHYSICAL EXAMINATION: The patient is resting in the bed, awake, alerr
and oriented. Blood pressure was 94/61, pulse 127, temperature 101.3
degrees Fahrenheit. HEENT examination shows Pupils equal bilarerally
with ne jugular vencus distention noted. Mucosae were dry. There is
no =cleral icterus or econjunctival congestion currently. There was no
neck stiffness. Cardiovascular System: 51 and &2 without rub
decreased in the bases with left lower basal crepitation. No rhonchi.
Abdomen was ohese, soft, minimal epigastric tendernessz., No quarding
and no rigidity. Bowel sounds normal. Extremities showed trace edema.
There was no peripheral cyanssi= or clubbing. Upper extremity AV
figtula with good bruit noted. The puncture site on the AV
access has gome tenderness, but there is no discharge or pus.

LABORATORY DATA: Labs done today; sodium 132, potassium 4.2, chloride
21, CO2 25.2, BUN 27, creatinine 7.53, estimated arR 6, calcium 2.2,
albumin 3.2, CPK £88, troponin 0.08. Urinalyzis: Yellow urine with
specific gravity of 1.005, rbo's 3-4, whe's EB-5.

IMPERSSTION:

1. A Sl-year-old female with end-stage renal digease on hemodialysis,
admitted with fever and chills with likely left lower lobe pmeumonia.
2. Bipelar disorder.

3. Hypertension.

4. Anemig,

RECOMMENDATIONS:

1. I agree with antibiotics Zithremax and ceftriaxcne as ordered,

2. Gentle hydration x1 liter.

3. I do not think the patient needs immediate hemodialysis, and I will
arrange for hemodialysis on Monday (her potassium is normal, and she
seems to be on the dry gide). T will recommend a low-potassium diet on
thisg patient. I will algo give her subcutanecus Bpogen 5000 units x1
doge in the a.m.

Given severity of her illness and bandemia, I would like to give her
one dose of vancomycin 1.5 g.

Thank yvou for allowing me to participate in the medical management of
thig patient.

c:  Palmer Dialysis= Unit
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cc: KHALED ABDELKADER, MD
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NEPHROLOGY CONSULTATION
DATE OF CONSULTATION: 08/23/2012

REASON FOR CONSULTATION: Consult requested by the medical team to evaluate and
help in management of patient with severe renal insufficiency,

HISTORY QOF PRESENT ILLNESS: The patient is a &7-vear-old male with
past medical history of longrime diabetesg mellitus, history of
hypertension, history of CVA with right-sided weakness, hyperlipidemia,
who presented to the hospital with complaints of generalized weakness,
The patient apparently was noted to have uncontrolled hypertension with
systolic blood pressure about 200s. He was also noted to have acute
kidney injury with a BUN of 42 and creatinine of 0.5 {(**). Renal
consultation has been regquested for evaluatien and management of hig
renal insufficiency. The patient gsaid that he has not been taking an
adequate amount of p.o. fluids and had GI fluid losses. He denied
using any nonsteroidal anti-inflammatory agents. He does have BPH and
hag mild prostate symptoms. He was apparently recently admitted to
Harrington Hogpital. His baseline creatinine from the past has been
ranging arcund 1.2-2.6. He has heen seen by my partner, Dr. Fares, in
the past. The patient was treated with antihypertensive agents and has
been admitted to the medical floor.

PAST MEDICAL, HISTORY: History of longstanding diabetes mellitus,
hypertension, history of CVA with right-sided weakness, and
hyperlipidemia.

PAST SURGICAL HISTORY: Includes back SUrgery.

SOCIAL HISTORY: The patient has no history of alcohol abuse or illiecie
drug use.

FAMILY HISTORY: There ig family history of hypertension and diabetes .
ALLERGIES: Include PENICILLIN,

MEDICATIONS: The patient gtates that he has been taking medication but
doeg not remember the names.
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CONSULTATION CONTINUED:

REVIEW OF SYSTEMS: The patient denies any chest pain, shortness of
breath. He does have lower extremity edema. No major urinary
complaints. There is no fever or chills. He did have cT iggues, as
mentioned before. All other system reviewed were negative.

PHYSICAL EXAMINATION: The patient was resting in the bed, awake,

alert, oriented x3. Blood pressure 173/93, pulse &8, afebrile. UHEENT

exam showed pupils equal bilaterally te light. No jugular venous distention
noted. Neck supple. Mucosa was dry. There was no scleral icterus or
conjunetival congestion. Cardicvasecular gystem, S, B2, without rub or murmur.
Respiratory system, air entry decreased in the bases. Abdomen was =oft,
nontender, no guarding, no rebound, bawel sounds normal. Extyremities showed no
edema. There was no peripheral cyanogis or clubbing. Neuro exam was
essentially nonfocal.

LABORATORIES: Done om 09/23/2012: Sodium 1239, potassium 4.2, chloride
103, Q02 28, BUN 42, creatinine 3.09(**), ealecium 8.6, estimated GFR
20, magnesium 1.9, albumin 3.5. Troponin 0.06. TSH 4.92,

IMPRESSION:

1. A 67-year-old white male with acute kidney injury superimposed on
baseline atage 4 chronic kidney disease with progressive chronic kidney
disease. Likely =ince the patient has acute kidney injury, he has
prerenal azotemia in the setting of decreased p.o. intake. I would
certainly rule out obstruction.

2. Chronic kiduney disease stage 4. The creatinine at baseline ranging
around 2-2.5, likely secondary to longstanding hypertension and
diabetes.

3. Uncontrolled hypertension. The patient likely at bageline
essential hypertension with possible renal parenchymal hypertension.
Pogsibility of noncompliance should alsc be considered in this patient.

RECOMMENDATIONS :

1. Check spot urine for electrolytes, protein and creatinine.

2. Check a2 renal ultrasound to assess the size of the kidney and to
rule out obstructicn.

3. Hold all nephrotoxing and avoid ACE inhibiter and angiotensin
receptor blocker.

4. I agree with intravenous hydration.

5. Would use clonidine 0.4 or 1 mg p.o. g.4 hours p-r.n. for blood
pressure control in addition to all of the reqular blood pressure
medications.

8. I would also check a urine drug screen,

7. Neoncompliance issues should also be discussed with ehis patient in
detail at a later date.

Thank you for allowing me to participate in mediecal management of the
patient. .
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DICTATING: KIRSENAN BARU, MD

DATE OF SURGERY: 11/14/11

REASON FOR CONSULTATICON: Consult requested by Dr. Abdelkader to evaluate and
help in management of the patient with end-stage renal disease who presented to
the hospital with complaints of right lower extremity pain, back pain and some
cough. The patiant alse had chest pain.

HISTORY QOF PRESENT TLLNESS: The patient is a 6l-year-old female known to our
service. Past medical history of ESRD, history of digbetes mellitus, diabetic
retinopathy, neuropathy and nephropathy who presented to the hospital with
complaints of chest pain/back pain. She was seen by paramedics and brought into
the hospital. She had pressure-like semsatien in the retrosternal area and back
pain. She had this pain for a few days. The chest pain was poorly
characterized; it did not radiate, did not increase with movement. There was no
shortness of bresth, but she did have cough with whitish Sputum. She had some
nausea and vomiting. There has also been some palpitations. She also complains
of pain in the right lower extremity. The patient was seen in the ER, and she
was hemodynamically astable with a blood bpregsure of 124/33, pulse 100 and
respiratory rate of 16. She had a chest x-ray which showed a question of
preumonia and was treated with ceftriaxone and Zithromax. She has been admitted
to the hogpital and renal consult has been requested for evaluatien and
management of her renal insufficiency.

PAST MEDICAL HISTORY: History of type 2 diabetes with retinopathy, neuropathy
and nephropathy and is on hemedialysis, hypotension during dialysis, paripheral
vascular digease, atrial fibkrillatien with permanent pacemaker; history of
congestive heart failure, MI: history of mild-to-moderate mitral requrgitation;
history of MRSA infection in the pagst; history of peptic ulcer digease; history
of upper GI bleed.

ALLERGIES: The patient ig allergic to FLU SHOTE AND AMBIEN. She is also
allergic to VANCOMYCIN.

MEDICATIONS AS AN OUTPATIENT: -

FAMILY HISTORY: There is no family histery of kidney diseasze.

EEVIEW OF SYSTEMS: Patient did have chest Pain as mentioned before. No
significant shortness of breath. Complains of dry mouth, back pain and right
lower extremity pain. There was alsoc some fever and chills. Her appetite hag
been on the low side. She did have cough with whitish gputum. There was no
diarrhea. All systems reviewed negative.

FUHYSLCAL EXAMINATION: The patient is resting in the bed, awake, alert. Blood
pressure wag 115/6%9, pulse 67, afebrile. HEENT zhows pupils equal bilaterally.
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CONSULTATION CONTINUED:

Neck: No jugular venous distention noted. Mucosa wag dry. There was no scleral
ieterus or conjunctival congestion. Cardiac aystem: 51, 82 without rub.
Respiratory system: Air decreagsed in the bases, no crepitation or rhonchi
heard. Abdomen: Obesze, soft, nontender, no guarding, bowel sounds normal, Lefs
upper extremity AV fiscula with good bruit anteriorly was noted. Extremities
showed rednesg extending from the thighs to the toes. There was some heat.
There was no peripheral cvanosis or ¢lubbing. There was trace edema.

LABORATORY DATA: Labs done today: sodium 128, potassium 4.5, chloride 85, €02
28.2, BUN 44, creatinine &.81, hemoglobin 10.%, hematocrit 33, WBC 12.2,
rlatelets 166; polys 55, bands 3B8; CEK 61, calejum 7.1.

IMPRESSTION;

1. 6&l-year-old white female with end-stage renal disease admitted with
Pneumcnia .,

2. Right lower extremity cellulitis.

3. Coumadin toxicity/supratherapeutic INR.

4. Hyponatremig.

5. Hypocalcemia.

6. Type 2 diabetes mellitusz.

RECOMMENDATION:

1. I will arrange for hemodialysis for tha patient at the inpatient dialysis
unit,

2. In regards to her low sodium, I would recommend Placing the patient on 1500
¢e fluid restriction and the sodium should get corrected with dialysis.
3. Antibkictics as per medical team.

Thank you for allowing me to participate in the medical management of the
patient.

BABEK, /DNG XIRSHNAN BARBU, MD
D: 11/14/11

T: 11/14/11

o KEALED BRRDELXADER, MD

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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CONSULTATION

NAME: S, DOBg
HOSPITAL #; ey MR #;
CHART LOC: BMC DCOP: <R

DICTATING: KIRSHNAN BABU, MD

FINAL SIGNED DOCUMENT IN HYLAND ONBASE
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**********************tt****************************************w***********t**
*tw********t*****w******w*****t**************tt*****tw********i**************w*

NEPHROLOGY CONSULTATION
DATE OF CONSULTATION: 09/23/2012
REQUESTING PHYSTCIAN: Todd Hope, M.D.

REASCN FOR CONSULTATION: Evaluate and help with management of the
patient with renal insufficiency.

HISTORY OF PRESENT ILLNESS: The patient is an Be-year-old Caucasian
male who is a poor higterian {(history obtained from the patient’s
medical records) who presented with complaints of fever and altered
mental status. He has longstanding history of atrial fibrillation,
history of COrouary artery disease on Coumadin, chronic renal
insufficiency with baseline creatinine around 1.5-1.8 followed up by
Dr. Slater, history of recurrent UTI, chronic cbstruction with
indwelling catheter, essential tremor and dementia, was brought here by
family with the above complaints. He has had a UTT about three days
age. He also had cough with some expectoration. There was

no nausea, voemiting, diarrhea. He had decreased energy level and has
had increased fatigque, malaise. HMe has been sleepy.

The patient was evaluated by his vigiting nurge on the day of admission
who notiged that the patient had temperature 10l1.6 degrees Fahrenheit
with decreased breath sounds at the bhases with increasing confusion.
The patient was brought inte the ER and was noted to have temperature
of 101.2 degrees Fahrenheit. He had a Pulse rate of 103 and
respiratory rate of 18, His hlood pressure was 132/62 with an oxygen
saturation 28% on room air.

The patient has had a siek contact (the patient’s daughter was having
upper respiratory tract symptoms).

In the workup in the emergency room, the patient had ipcreased WBC
count. His urinalysis showed large amount of leukocyte esterase and
increased WBCS. His renal function was alsc worse with a creatinine of
1.8. A chest x-ray showed bilateral haziness with chronic changes., He
was admitted to the hospital, diagnosed with UTI/sepsi=z and acute
kidney injury.
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NAMF. - DOB:
HOSP#: MR : wnli—
CHART LOC: wimil PCE: BART SOAR, MD

CONSULTATION CONTINUED:

REVIEW OF SYSTEMS: As noted above. Other systems reviewed and were
negative.

PAST MEDICAL HISTORY: History of coronary artery diseasse, history of
mitral regurgitation, essential tremor, pangreatitis, chronic atrial
fikrillation, BPH. Previous history of pneumonia requiring intubation,
chrenic indwelling Foley catheter, recurrent UTTs, chronic renal
ingufficiencey followed up by Dr. Slater, (stage 3 at baseline),
dementia, history of left lower extremity DVT, hyperctension,
hypercheolesterclemia.

BAST SURGICAL HISTORY: Singular IVC filter placement and bilateral
elbow surgery.

SOCIAL HISTORY: The patient liveg at his home, During the daytime
hours has friends and family who take care of him during the day. At
night he resides with his daughter, and has a healthcare proxy. He
does not drink and does not smoke.

FAMILY HISTCORY: Noncontributory.
ATLLERGIES: LEVAQUIN, causes confusion. PENICILLIN, ATIVAN and VERSED.
MEDICATIONS: As an outpatient, inpatient reviewed in detail.

PHYSTCAT. EXAMINATION: The patient is resting in the bed, gleepy, bun
fully arousable, able to follow simple commands, Blood pressure
110/58, pulse 82, afebrile. HEENT exam shows pupils equal and
bilaterally react. No jugular vencus distention noted. Mucosa is dry.
There is no scleral icterus or conjunctival congestion. Cardiovaseular
system, 51, 52 which is irreqularly irregular with a systolic murmur.
Respiratory system, decreased in the bases with a few baszilar
crepitations. Abdomen iz soft, nontender. No gquarding, no rigiditgy.
Bowel sounds normal. He does have a lower abdeminal hernia. There is
an indwelling catheter in place. Extremities showed no edema. There
is no peripheral cyanosis or ¢lubbing. Neurs exam is esgentially
nenfocal.

LABORATCORIES DONE TODAY: Sodium 137, potagaium 4.2, chleoride 102, C02
26, BUN 26, creatinine 1.53. Admission creatinine was 1.8. Hemoglobin
13.7, hematocrit 35.2, WBC 11.2, platelets 131.

IMPRESSION:

1. Elderly male with acute kidney injury. Acute kidney injury in this
patient likely secondary to wenal hypoperfusiom in the setting of
prerenal state and urinary tract infection. He doeg have a Foley
catheter which is draining adeguate amount of urine. I doubt the
patient has gbstructive urcpathy. He was also on Lasix which eould
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HOSP#; MR# :
CHART LOC: eiuieim PCP: qﬁ
CONSULTATION CONTINUED;:

have caused the preremal azeotemia in the getting of decreased P.-Q.
intake.

2. BStage 3 chronic kidney disease at baseline, followed by Dr. Slater.
3. Urinary tract infeetien im the setting of indwelling Foley
catheter.

4. History of obstructive uropathy.

5. Queztion of pneumonia.

RECOMMENDATION:

1. I recommend continuing the antibiotic therapy and would recommend
following the vanco level and the dosing to be based on those levelg,
2. I do not think the patient requirea intravenous fluids at this
junezure. (The patient has already received fluids sinece admizaion and
his renal funection has improved.) wWill continue the present
antihypertensive regimen, T recommend following hia input/output chart
closely.

3. Afrer discharge he needs to be followed up by Dr. Slater in his
office.

T had a lengthy discussion with the patient and wife at the bedside.

Thank you for allowing me to participate in the medical management of
the patient.

cC:  Jonathon Slater, M.D.
Bart Soar, M.D.

698 T:rhs DD:20120923 TD:1712 DT:20120823 TT:1724 JOB:10-02898586

08
BABK /STE KIRSHNAN BABU, MD
D: 09/23/12
T: 08/23/12

¢e: BART SOAR, MD

NOT FOR REDISCLOSURE WITHOOT PATTENT'S INFORMED CONSENT
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Palmer, Masszachusetts

CONBULTATION
NAME : DOB:
HOSPITAL #: MR i#: _
CHART LOC: PCP:

DICTATING: GEQRGE-ELIE FARES, MD

FINAL _STIGNED DOCTUMENT TH HYLAND ONBASE

DATE OF CONSULTATION: 10/31/12

REASON FOR CONSULTATION: I was asked to asgiet in the management of thiz
30-vear-old patient who has a history of peripheral vascular disease who
presented to the hogspital with chills and chesc pain and was noted to have an
elevated serum creatinine.

HISTORY OF PRESENT ILLNESS: In summary. the patient, whe has not been Zeen by
doctors recently, has had an elevated serum creatinine since at least 2011 with
serum creatinine in the range of 1.3 mg/dl. He is & smoker and has smoked for
several vears. He has a histeory of peripheral vascular disease and underwent,
in the pagt, a left ecarotid endarterectomy. He was noted toc have elevated
hload preggure while in the hospital. Currently he denies any chest pain,
shortness of breath, nausea, vomiting, diarrhea. ERBlood preassure has been
elevated with systelic blood pressure up to the 1605 and he was started on
amlodipine. He denies any family history of kidney disease. No prior history
of acute kidney injury. Ho history of kidney stoneg.

PAST MEDICAL HISTORY: His past medical history is notable for chronic kidney
disease, dyslipidemia, peripheral vascular disease, macular degeneration, BPH.

BAST SURGICAL HISTORY: Notable for laft carotid endarterectomy.

CURRENT MEDICATIONS: As an outpatient, none. Currently the patient is on
amlodipine.

ALLERGIES: He is allergic to PENICILLIN AND ASPIRIN.
SOCTIATL, HISTORY: He is a smoker. He drinks alcohol on a daily basis.
FAMILY HISTORY: Noncontributory.

REVIEW OF S8YSTEMS: Az mentioned in the HPI. Remaining review of systems
essentially negative.

PHYSICAL EXAMINATION: ©On physical examination, Plood pressure is 145/87, heart
rate 56, respiratory rate 16, temperature 97.5. He looks his stated age.
Patient in no acute distress. He is awake, alert. Head NCAT, pink
conjunccivae, anicteric sclerae. Throat clear. Septum midline. Neck supkle.
Lungs, good air entry bilaterally. Cardiovascular, 51, 52, regular rate and
rhythm. Abdomen is soft, obese, nontender, positive bowel sounds.
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NAME : <ol DOB: 1!Iiill:?
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CHART LOC: PCE: 2

CONSULTATION CONTINUED:

Extremities, neo peripheral edema.

LABORATORY DATA: White count of 5.5, hemoglobkin 11.6, platelet count 157,
aodium 141, potagsium 3.9, chleoride 105, €02 30, BUN 26, <¢raeatinine 1.34,
estimated GFR 50.

IMPRESSION:

1. CKED stage 3 which is mederate with stable kidney function over the course
of the last several months which I believe iz secondary to age-related
glomerulosclerosis and hypertensive kidney disease. The patient has benign
urine sadiment which makes an interstitial or glomerular type of etiology very
unlikely. He dees have a history of BPH which can alse cause fluctuation of
serum creatinine. Given his underlying history of peripheral vascular disease,
I could not rule cut the possibility of ischemic nephropathy. Overall his
kidney function is stable and appears to be at baseline.

2. Mild anemia which deoes not have any indication for erythropheresis
stimulating agents.

3. Hypertension.

4, History of remal cysts.

5. BEH.

FLAN:

1. Suggest congervative management.

2. T agree with amlodipine.

2. Would avoid the use of ACE inhibiter or ARBs, because of the possibkility of
underlying renovascular disease.

4., There is no indication for Procrit.

5. May need bladder gcan to rule out postveoid residual.

= on the patient.

Thank vou for allowing me to participate in the care of your patient.

FARG /ENG
D:r 18/31/12
T: 18/31/12
Date: Time:

ce: AMELIA JAWOREK, MD

NOT POR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONEENT
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CONSULTATION
NAME : T DOB;
HOSPITAL #: YRR MR #:

CHART LOC: = BCE:
DICTATING: GEORGE-ELIE FARES, M

FINAT, SIGNED DOCUMENT IN HYLAND ONBASE

t*******'ﬂr****1\':\'*********ttt'ir'A'***ttt******i’*tt**1\-*******************t******t**:\-t

DATE OF CONSULTATION: 01/28/2013

HISTORY OF PRESENT ILLNESS: I was asked to assist in the management of
this 9l-year-0ld patient who haz a histery of chronic kidney diseage
stage 4, well known to me, who is being treated for community-acquired
pneumonia and ig noted to have mild elevation of serum creatinine. The
patient was admitted initially with prneumenia. Was started on
Zithromax and ceftriaxone and apparently had MRSA in his sputum and was
gubsequently switched to Tygacil. Ye has been complaining of nausea.
According to him, he lost some weight due to decreased oral intake over
the laszt few weeks and month. He denies any chegt pain. There iz no
report of vomiting oy diarrhea, but has bheen complaining of nausea.

The patient known to have a history of left nephrectomy with a single
functional kidney. Recent blood culture was ggsentially negative. He
had a chest x-ray a few days ago that was improved.

PAST MEDICAL HISTORY: Notakle for chronie kidney diseaze stage 4,
hypertension, COPD, recurrent urinary tract infection, histery of
pacemaker malfunction, spinal stenosis, peripheral neuropathy, gout,
sick sinus syndrome, atrial fibrillatiem, blindness due to a macular
degeneration, hypothyroidism, history of DVT.

FAST SURGICAL HISTORY: Notable for pacemaker, nephrectomy, cataract
surgery.

MEDICATIONS: As in inpatient were reviewed and include furosemide and
potassium chloride.

ALLERGTES: IODINE, MORPHINE, IV CONTRAST.
SCCIATL, HISTORY: Does not smoke or drink aleoheol,
FAMILY HISTORY: Negative for kidney disease.

REVIEW OF SYSTEMS: A 12-point review of gystems negative except as
mentioned in History of Present Illness.

PHYSYICAL EXAMINATTION: Blood pressure 136/72. Heart rate iz 60.
Respiratory rate i= 16. Temperature 97.5. Constitutionally, he looks
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NAME : DOB:
HOSE#: MR ;
CHART LO{C;: BCP;

CONSULTATION CONTIMUED:

his stated age. He iz sitting out of bed. Not in acute digtress.
Neurologic, he ig alert, awake. Head, atraumatic, normecephalic.
Eyes, no seleral icterus. Neck supple. Lungs, decreased breath
sound=s., Cardiovascular, 81, 82. No rub. Abdomen saft, obhese,
nontender, present bowel sounds. Extremitie=z with trace peripheral
edemsa,

LARQRATORY AND OTHER STUDIES: White count 11.7. Hemoglebin iz 13.2.
Flatelet count 102. Sodium 143. Porasaium 4.3, Chloride 107. @02 is
27. Caleium 7.5. BUN 104. Creatinine 2.7.

IMPRESSTION:

1. Acute kidney injury.

2. Chronic kidney disease stage 4.
3. Single functional kidney.

FLAN: I suspect that his kidney function is slightly worse in the
setting of intravascular depletion resulting in renal hypoperfusicon.

On physical examination, he does not appear to be volume overloaded and
I will therefore suggest to hold his loop diuretics for the time kbeing.
I will also hold potassium supplement for as long as hig furosemide is
on hold., We will contimne to follew closely his kidney function and
electrolytes. There is no indication to obtain a renal imaging study
uless his kidney function does not improve with Supportive management
described previously. I will continue to follow clogely his kidney
function and electrolytes.

Thank you for allowing me to participate in the care of your patient,

8B8 T:=cb DD:20130128 TD:0653 DT:20130128 TT:1125 JOB:12-00684058

FARG /STE GEORGE-ELIE FARES, MD

D: 01/28/1%
T: 0l/28/13

cc: ANTHONY ACQUISTA, MD

NOT FOR REDISCLOSURE WITHOUT FATIENT'S INFORMED CONSENT
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CONSULTATTON
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DICTATING: GEORGE-ELIE FARES, MD
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**t****t*********tt**********w****t******w************ttt*ii********i**t******
DATE OF CONSULTATION: 0a/23/2012

HISTORY OF PRESENT ILLNESS: I was asked to assist in the management of
this é7-year-old patient who hasz a higtory of chronic Kidney diseage,
stage 3, followed by Dr. Slater, who Presented to the hospital with
diarrhea and was noted to have an elevated serum creatinine. The
patient recently underwent a right carotid endarterectomy at UMass: hag
been complaining of diarrhea for at least three days. She has been
complaining of nausea and mild abdeminal Pain. Bhe tells me that she
atarted having diarrhea after ghe took colchicine hecause of an episode
of gout. The patient denies any chest pain or shortness of breath.

She denies being started on any new medication recently. &ghe

denies the use of non-steroidal anti-inflammatory drugs.

PAST MEDICAL HISTORY: Notable for chronic kidney disease, stage 3;
diabetes mellitus; bhypertension; dyslipidemia: peripheral vageoular
digease,

PAST SURGICAL HISTORY: Notable for earotid endarterectomy, tubal
ligation, carpal tunmel surgery.

MEDICATIONS: Current medications as an cutpatient were reviewed,
ALLERGIES: She is allergic ta IV DYE.

SOCIAL HISTORY: Does not smoke or drink alechol.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: As mentioned in history of present illness.
PHYSICAL EXAMINATION: The blood pressure is 152/55, heart rate 68,
respiratory rate 14, temperature 97.5. Constitutional, the patient
looks her stated age. She is in no acute distress. Neurolegically,
she is alert and oriented to time, place and pergon. Head atraumatic,
normocephalic. Neck supple. Lungs clear to auscultation.

Cardiovascular, 851, $2, regular rate and rhythm. Abdomen soft,
nontender, positive bowel sounds. Extremity with neo peripheral edema.
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CHART LOC: PALMER FCF: EDWARD RYTER, MD

CONJULTATION CONTINUED:

LABORATORY AND OTHER STUDIES: White count 13.3, hemeoglebin 10.2,
Platelet count 282. Sodium 137, potassium 4, ehleride 110, CO2 at 12,
BUN 96, creatinine 2.63.

IMERESSION AND PLAN: A 67-year-old patient with aecute kidney injury
superimposed on chrenmic kidney disease, stage 3. The e¢linical history
is consistent with volume depletion, resulting in renal hypoperfusion
and prerenal state. She has a non-anion gap metabelic acidesis dus te
gastrointestinal losses of bicarbonate. Her baseline creatinine is in
the range of 1.5-1.7 mg/dL. My suggestion would be to proceed with
vigorous hydration. I would add bicarbonate to her intravenous fluid,
as she has a low bicarbonate level. I would obtain spot urine
electrolytes. I would hold off renal imaging study unless her kidney
function dees not impreve with volume expansion. I would hold her
angictensin-converting enzyme inmhibitowr and diuretics for the time
being.

Thank you for allowing me to participate in the care af your patient.

888 T:trp DD:20120423 TD:1705 DT:20120424 TT:1207 JOB:12-00594126

FARG /STE GEQORGE-ELIE FARES, MD
D: 04/23/12
T: Q4/24/12

cc: EDWARD RYTER, MD

NOT FOR REDISCLOSURE WITHOUT PATIENT’S INFORMED CONSENT
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CONSULTATION
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DICTATING: GEORGE-ELIE FAREES, MD

FPINAI, STGNED DOCUMENT TN HYLAND ONEASE

*******t*****t***i**********************t*****t****tt****t******w**************
DATE OF CONSULTATION: May 23, 2022

HISTORY OF PRESENT ILINESE: T was asked to assist in the management of
this 92-year-old patient whe bresented to the hospital after a
mechanical fall and who was noted to have an alevation of caleium on
arrival and currently heing evaluated for a finding of bilateral
hydroureters. The patient was noted to have lytic bone lesions ag well
on a CAT scan, whickh iz coneerning for metastatic digease of unknown
primary. she is currently being evaluated also be cncology. She
denies any nausea or vomiting, diarrhea. Her appetite seemsz to be
preserved. She denieg any weight loss. There is no history or report
of chest pain or shortness of breath. She did have an ultragound of
the abdomen, which showed, yesterday, a right hydromephrosis.
Preliminary workup showed a normal intact PTH and negative serum
immmofixation and a slightly low vitamin D-25 level,

PAST MEDICAL HISTORY: Notable for diabetes mellitus, hypertension,
history of CVA, hypothyroidism, impaired wvision.

CURRENT MEDICATIONS: As an outpatient were reviewed and inelude g
calcium supplement.

ALLERGIES: ASPIRIN and PENICTLLIN.
SOCTAL HISTORY: There iz no higtery of alcohal or smoking.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: As mentioned in History of Present Tllmess. The
remainder of the review of gystems in eszentially negative,

PHYSTICAL EXAMINATION: The blood pregsure is 160/7%, heart rare is 83,
respiratory rate 20, temperature 9€.9. Constitutional, she loocks her
stated age. She is in no acute distresa. Neurologic, she moved all

four extremitiezs. Head atraumatic, normocephalic. Ryes, pupils ecual,
conjunctivae anicreric. Throat clear. Ear, no discharge. Septum

midline. Neck no JVD. Lungs clear to auscultation. Cardievasoular,

51, 52, regular rate. BAbdomen soft, obese, nontender, bowel scunds Fresent.
Extremity with trace peripheral edema.
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CONSULTATION CONTINUED:

DOB:
MRit:
BCE:

T-028 P.0T1/108 F-BRR

W

ANTONE CRUZ, MD

LARORATORY AND OTHER STUDIES- Showed a urine protein of 13.7, a urine

creatinine of 22, sodium 133, potassium 4.1,

ig 25, creatinine 0.29, ealeium 16.32, albumin 3.2.

IMPRESSION AND PLAN:

1. Right hydronephrozis with quesctionable underl

chleride 104, o2 28, BUN

ying metastatic cancer

of unknown primary. The patient will likely need a dedicated study to
evaluate obstructive uropathy. The ultrasound of the abdemen did not
visualize the left kidney, which needs to he also assessed,

2. Hypercalcemia, in the setting of her metagtatie digease aggravated
by calcium supplements. Her calcium level has actually returned to

normal.
3. Hypertension.

FLAN:
1. Await a PTHrp.

2. I would hold ACE inhibitor if serum creatinine worsened.
3. I would ordexr a €T gcan of the abdomen to assess both kidneys.

Thank you for allowing me to participate in the care of your patient,

888 T:cah DD:20120523 TD:0826 DT:20120523 TT:1003 JOB:12-00611704

FAR® /STE
D: 08/23/12
T: 05/23/12

cc: ANTONE CRUZ, MD

GEORGE-ELIE FARES, MD

NOT FOR REDISCLOSURE WITHOLT PATIENT'S INFORMED CONSENT
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DICTATING: GEORGE-ELTE FARESZ, MD
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DATE OF CONSULTATION: 06/20/12

REASON FOR CONSULTATION: I was acked to assist in the management of this
80-year-old patient with no prior history of hyponatremia who presented to the
hogpital with shortness of breath and was noted to have a low gerum sodium.

HISTORY OF PRESENT ILLNESS: In summary, the patient was treated in the
outpatient setting for a bronchitis with antibiotics, He reports worsening
shortness of breath which prompted hig pregentation to the hospital for further
evaluation. He did have a chest CT which showed extensive mediastinal and
hilar adenopathy with prominent hilar congolidation and nodules consistent with
malignancy, in addition to a swall right pleural affusion aad suspicious lytic
bone lesions and liver masses. The patient denies any mausea, vomiting or
diarrhea prior te presentatien. He tells me that he lost more than 20 pounds
in the course of the last few months. He did have some reduction in his
appetite. He has been told recently to increase his fluid intake and he has
been drinking more than usual water, No chest pain, pleuritic type. Of nete,
he had been on Dilantin because of underlying seizure discrder.

PAST MEDICAL HISTORY: Notable for seizure dizsorder,

PAST SURGICAL HISTORY: Notable for hermia repair and prostate surgery.
MEDICATIONS: Dilantin, aspirin.

ALLERGIES: No known drug allergies.

S0CTIAL HISTORY: He has a higtery of smcoking, does nor drink alcohol.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: As mentioned im the HPI, the remainder egsentially
negative.

PHYSICAL EXAMINATION: The bleod pressure is 126/62, hearr rate 80, respiratory
rate 18, temperature 98.4. Constitutional: He locks Mis stated age. He is in
no acute distress. Neurologic: He is alert, oriented to time, place and
person. Head NCAT. Pink conjunctivae, anicteric sclerae. Throat c¢leay.
External ears no digcharge. Septum midline. Neck no JVD. Lungs, gqood air
entry bilaterally. Cardievascular: 81, %2, regular. Abdomen =soft, nontender,
present bowel sounds. Extremitiez with nae peripheral edema. Musculoskelatal,

ADDITIONAL CORY Page 1 of 2



-029 P.073/108 F-BRA
FEB-27-2013 04:14AM  FROM- T

— -

NAME H DQB *
HOSD#: MR# -
CHART LOC: FOP:

CONSULTATION CONTINUED:

grossly normal range of motion.

LABORATORY DATA: Labs showed a urine godium of 53, urine osmolality 240. Labs
on admigsion showed a gerum scodium of 120, BUN 26, creatinine 0.92, potassium
5.2, chloride %0, Co2 25, urine osmolality 267, TEH 1.97.

IMPRESSTON: In summary, this is an B80-year-old patient with hyponatremis which
appears to be hypotoniec in a setiing of probably metastatiec cancer with
significant lung invelvement. The hyponatremia is multifactorial in bart due
to excessive free water intake which, in combination with underlying SIADH
which could be prenecplastic, could have compounded his hyponatremiz. In
addition to that, he i= on Dilantin, which can contribute as well to
hyponatremia. There is a history of weight loss, and there is a component alsao
of hypevolemia, although the urine sodium was 53 this morning. He does have an
elevated serum potassium on admission and although he is not hypotensive, it
would be reasenable to rule out hypeadrenalism. There is no evidence for
hypothyroidism.

DLAN:

1. Restrict free water intake.

2. 2 sodium chloride rablet for a ratal of four doses.
3. I agree with a random cortisol leve].

4, Follow sodium.

Thank you for allewing me to participate in the care of Your patient,

FARG /PNG GECRGE-ELTE FARES, MD
D: 0&8/20/12
T: 0&6/20/12

cc: STEPHEN HOLUEK, MD

NOT FOR REDISCLOSURE WITHOUT DATIENT'S INFORMED CONSENT
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CONSULTATION
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HOSPITAL #: aaiasIiime MR #: B
CHART LOC: PALMER FCP:

DICTATING: BALAJI ATHREYA, MD

EINAT,_SIGNED DOCOMENT IN HYLAND ONBASE

DATE OF CONSULTATION: 02/05/13

REASON FOR CONSULTATION: T was called to see this patient by the hospitalist
Lo agsist in the wanagement of patient’s dialysis requirements.

HISTORY QF PRESENT ILLNESH: To summarize, June is a 77-year-old woman with a
higtory of ESRD on hemodialysig. She had dialysis yesterday. She comes in
with shortness of breath and foday she is found to have fluid overload and
hence this consultatien.

Recently she was treated with azithromyecin for bronehitis during diglysis.
During dialysis she has been getting Midodrine 5 mg before and during dialysig
for low blood pressure. 8he was on metoprolol succinate which has beep changed
Lo metoprolol tartrate g.p.m. for control of AFih,

PAST MEDTCAL HISTORY: Other medical problems ineclude history of ESRD, obesity,
gout, chrenic kidney digease, chronic atrial tibrillation, ovarian cancer.

PAST SURGICAL HISTORY: Bilateral hip replacements, hysterectomy and partial
colectomy.

SOCIAL HISTORY: No smoking or alcohol abuse. She ia divorced.
FAMILY HISTORY: Not significant for any kidney disease.
ALLERGIES: BACTRIM, EZESTRIL, NOVOCAINE.

REVIEW OF SYSTEMS: Positive for shortnezs of hreath. No chast Pain, naus=ea,
vomiting. No abdominal pain.

PHYSICAT, EXAMTNATION: On examination, the patient iz an elderly woman. She is
obage. She ic comfortable, arcusable. Blaood Pressure 110/50, pulse 30,
temperature 98.6. Neck supple, no JVD. Lungs with hilateysal crackles. Heart
81, 82, regular, no gallop or rub. Abdomen soft, nontender, obege.

Neurologic: She is arousable. No agrerixis. Nenfocal. Extremities: No rash,
no <lubbking. Neo jeint swelling or deformities,

All of the medications were reviewed.

LABORATORY DATA: Potassium 5, calcium 5.1, sodium 138, hemoglobin 10.8.
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NAME: Lodsaeeenemiiasiihinme. DOE;

ROSP#:  ayiiiifiee MR#

i
CHART LOC: PALMER FCE: oo ., 0,

CONSULTATION CONTINUED:

IMPRESSION: 77-year-old woman with ESRD and chronic atrial fibrillation comes
in with mild fluid overload.

T will proceed with _ ultrafiltration to try to remove fluid as
tolerated. In the meantime, we will use Midodrine 10 mg before and ig mg
during dialysis. T will dialize her again today, and we will try to lower her
dry weight by 1-2 kilos over the next couple of days. I have discussed with
with Dr. Laliberte and Dr. Todd. We will be happy to follow with the team.

PADE /PNG BALAJI ATHREYA, MD
D: 02/05/13
T: 02/06/13

cc: RICHARD SHUMAN, MD

NOT FOR REDTSCLOSURE WITHOUT DATIENT'S INFORMED CONSENT
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
Palmer, Massachusetts

CONSULTATION
NAME: GubNSasmmgmpe® DOB:  afeieuie:
HOSPITAL #: ‘eomigiee MR #: ol
CHAR'T LOC: PCP:

DICTATING: BALAJI ATHREVA, MD

FINAL SIGNED DOCTMENT IN HYLAND QNBASE

DATE OF CONSULTATION: 02/07/12

REASON FOR CONSULTATION: I was called to see this patient by the ER physician
lagt night because of acure kidney injury.

HISTORY OF PRESENT TLLNESS: Irerns i= a Nursing home resident. She wag brought
in because of altered mentation. Ac the time of admisgion, in the ER, szshe was
found te have a low blood pressure with rhe systolic in the B0=s. However, she
was able to answer guestions and she was awaks when the ER physician examined
her. Lab work was dene and she was feund to have a2 BUN of 57, creatinine 1z2.4,
and Dr. Hanson ¢alled me to discuss the case. We agreed to procead with the
usual workup and started her on IV fluids and inserted a Foley catheter and a
sonogram was ordered. Subsequently, I spoke to Dr. Tangban and the BN and
creatinine were already slowly decreasing but she was having significant
acidosis; therefore, we changed IV fluids te D5W with 3 gm of sodium
bicarhonate.

I had the opportunity to see this patient this morning in the ICU. cChart was
reviewed .

PAST MEDICAL HISTORY: Ongoing medical preblems inelude history of
hypertension. Ne known renal issues in the past and has not seen any
nephrologist in the past. History of anxiety, GERD, and UTI.

PAST SURGICAL HISTORY: No significant past surgical higtory.

S0CIAL HISTORY: HNo smoking or druyg abuse.

FAMILY HISTORY: There is no family history significant for renal disease.

REVIEW OF BYSTEMS: Patient was unable ra give a good review of systems. They
were obtained from the chart.

FEYBICAL EXAMINATION: On examination, the patient s an elderly woman who is
awake. She is comfortable, not in any distress. Muesss is= dry. Neck supple.
No JgvD. ILungs equal to percussion. No significant rales. Heart 21, normo-
tensive, no rub. Abdomen soft, nontender, howel sounds heard. Neura: Alert
and awake, able to anawer simple ¢uestions. She had ne edema, no
ragh, no clubbing, no jeint swelling or deformities.

CURRENT MEDICATIONS: All the current medicaticns wers reviewad.
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NAME: i DoR:
HOSE#: - ME# :

CHART Loc: PCPE;

CONSULTATION CONTINUED-

LABORATORY DATA: RBUN 30, ecreatinine 10.25, sedium 136, potassium 4.4, Cp2 2.5,
calecium 7, phosphorus 7.8. Hemoglobhin was 13.2, WBC eount 11.7, platelets 113,
Urinalysis showed specific gravity more than 1.030 with a large amount of blood
and protein; however, the gross appearance is normal.

IMPRESSION: B89-year-old weman with acute kidney injury mest likely due to
dehydration. She admits that she might have sustained acute tubular necrogis,
Further clinical course will determine this. wWe will certainly rule out
glomerulonephritis in this elderly lady, especially since she had some blood
and protein in the urine.

She has severe acidoszis again due te remal failure.
Hypotension, most likely due to volume depletion.

RECOMMENDATION: Continue with aggressive IV hydration. We will continue Dow
and bicarbonate to replace the bicarb. We will wateh the potassium and rhe
sodium ag well, We will wateh intake and ocurput closely, keeping the input
mere thap the output, and maintaining the systolic blood Pressure at more thap
100 mmHg to maintain adequate renal perfusion,

I ordered a urine for protein-creatinine ratic as well. I will be happy to
follow as needed.

PADE /DPNG BALAJI ATHREYA, MD
D: 02/07/13
T: 02/07/13

ac:

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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WING MEMORIAL HOSPITAL & MERTCAL CENTERS
Palmer, Massachusetts

CONSULTATION
nave : - DOB:  entmiiniaii
HOSPITAL #: nmumumeme: MR §:

CHART LOC: PALMER FCP:

DICTATING: BRALAJI ATHREYA, MD

FINAL SIGNED DOCTMENT TN HYLAND ONBASE

DATE OF CONSULTATION: 02/05/13

REABON FOR CONSULTATION: I was called te see thias patient by the hogpitalist
te assist in the management of patient’sg dialysis reguirements.

HISTORY OF PRESENT ILLNESS: To summarize, June iz a 77-year-old woman with a
history of ESRD on hemodialysis. She had dialysis yesterday. She comes in
with ghortness of breath and today she iz found to have fluid overload and
hence this consultation.

Recently she was treared with azithvemyein for brenchitis during dialysis.
During dialysis she has been getting Midodrine 5 mg bkefore and during dialysis
for low blood pressure. She was on metoprolel succinate which has been changed
to metoprolol tartrate g.p.m. for control of AFib.

PAST MEDICAL HISTORY; Other medical problems include history of ESRD, chesity,
gout, chronic kidney disease, chronic atrial fibrillation, ovarian cancer.

PAST SURGICAL HISTQRY: BRBilateral hip replacements, hygsterectomy and partial
colectamy.

SOCIAL HISTORY: No smoking or alcchol abuse. She ig divorced.
FAMILY HISTORY: Not gignificant for any kidney disease.
ALLERGIES: BACTRIM, ZESTRIL, NOVOCAINE.

REVIEW OF SYSTEMS: Positive for shortness of breath. No chest pain, nausea,
vomiting. No abdeminal pain.

PHYSICAL EXAMTNATION: On examination, the patient is an elderly woman. She is
cbese. Bhe is comfortable, arcusable. Blood pressure 110/50, pulse 50,
temperature 88.8. Neck supple, no JVD, Lungs with bilateral crackles., Heart
51, 52, regular, no gallop or rub. Abdomen soft, noentender, obese.

Neurclegic: She is arcusable. No asterixis. Nonfocal. Extremities: No rash,
ne clubbing. No joint swelling or deformities.

All of the medications were reviewed.

LABORATORY DATA: Potassium 5, caleium 9.1, sodium 138, hemoglobhin 10.8.
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NAME: et DOR: "l
JER

HOSP#: MR ;
CHART LOC: EATMER PCP;

CONSULTATION CONTINUED:

IMPRESSION: 77-year-old woman with ESRD and chronic atrial fibrillation Comes
in with mild f£luid overload.

I will proceed with ultrafiltration te try to remove fluid ag
tolerated., In the meantime, we will use Midodrime 10 mg before and 10 mg
during dialysis. I will dialize her again today, and we will try to lower her
dry weight by 1-2 kilos over the next couple of days. I have discussed with
with Dr. Laliberte and Dr. Tedd. wWe will be happy to follow with the team,

PADE /PNG BALAJI ATHREYA, MD
D: 02/05/13
T: 02/06/13

cc: RICHARD SHUMAN, MD

NOT FOR REDISCLOSURE WITHOUT FATTENT'S INFORMED CONSENT
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
Palmer, Massachuzetts
CONSULTATION
NAME ; S DOB: i
ITAL #: S ;Mg
gflgT LOC? MMC Lﬂ;cg i - TR

DICTATING: BALAJ A,

FINAL STGNED DOCUMENT IN HYLAND ONBASE

'.lr*'k‘k*****'k***1\-************************t*"r******tt******ttt'ﬂ'******tt******tt***

DATE OF CONSULTATION: 0%/02/12

REASON FOR CONSULTATION: I was called to see this patient by bDr. Hope
for assessment of acute kidney diseaze and acidosiz,

HISTORY OF PRESENT ILINESS: The patient is well known to me. He sees
my partner, Dr, Slater, in the outpatient setting. He is a 74-year-old
man with a histery of stage 2 chronic kidney disease with a baseline
¢reatinine nermal at 1.4 mg/dL. He had a foot infection, and he was
started on Bactrim one tablet twice a day on August 8. He took that
for 10 days and subsequently developed diarrhea and he had diarrhea tor
almost two weeks, which was watery, and he lost about 10-15 pounds. He
came inte the hospital yesterday with a ereatinine of 3.58 with a
bicark of 10 and he was given IV fluide. Subsequently, creatinine has
decreased to around 2.5 and kicarb is around 13 and hence this
consultation. His ongoing medical preoblems include history of
longstanding hypertensien, anemia, recently started on Procrit; history
of gout, chronic kidney disease stage 2 with a baseline creatinine 1.3
mg/dL, GERD, anxiety.

FAST BURGICATL HISTORY: Significant for right knee arthroscopy surgery
and tonsillectomy.

S0CIAL, HISTORY: No smoking or alechol abuse is present.
FAMILY HISTORY: Noncontributory.

MEDICATIONS ON ADMYSSION: Include Allegra, allopurinol, asplirin,
Ativan, doxazesin 4 mg, iron sulfate, hydrochlorothiazide 12.5 mg,
ibuprofen 200 mg gq. day, omeprazele, Procrit 10,000 units once a
month, Toprel XL, vitamin B12, vitamin Bg, vitamin D, metoprolal 50
twice a day.

REVIEW OF SYSTEMS: Positive for diarrhea and abdominal pain. No
melena. No cough. No shortness of breath. No chest pain. No fever,
No rash. No jeint gwelling or deformity. No hematuriz. No other
urinary symptoms. All other systems reviewed and negative.

PHYSICAL EXAMINATION: The patient is a pleasant 74-year-old man who is
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NAME: ‘Sl DOB: gy

HOSEH#; MR#:
CHART LOC: MMC PCP: ESARVALAKSHMT KURELLA, MD

CONSULTATION CONTINUED:

comfortable at rest. Neck supple. No JVD. He has mild pallor. The
fucosa is meist. Lungs, air entry goed, no rales. Heart sounds are
normal. No gallep or ruk. Abhdeman distended, soft, nontender, bowel
sounds heard. Neuro, he is alert and awake. No asterixiz. Neo foecal
motor deficits are presenc. Extremities, no dependent edema, no ragh,
no clubbing. No joint swelling or deformity. No palpable
lymphadencpathy. The blood pressure today was 136/53, pulse 82,
temperature 97.

LABORATORY AND OTHER STUDIES: All the labs were reviewed. Back in
May, iron stores were adeguate. As of 05/02, BUN 68, creatinine 2,74,
Co2 13, calcium was 11.6, magnesium 1.6, albumin 3.6 on admission.
Hemoglobin was 7.9, WBC &.5, platelets 133, Urinalysis in the past
showed no gsignificant protein or blesd.

IMPRESSION AND PLAN: A 74-year-old man with acute kidney dizeasze
superimposed on chronie kidney disease with severe metabolic acidogis.
1. Acute kidney disease due to hypoperfusion from g combination of
dehydration and the continued use of non-steroidal anti-inflammatories.
With IV hydration, the renal funcrion is improving and I expect the
renal function to return to baselinme with adequate hydration and
optimizing the remal perfusion. We will watch intake and outputr and
maintain systolic blood pressure at more than 100 mmHg and T will hold the
hydrochlorothiazide and discontinue the NSAIDs.

2. Severe metabolic acidosis, He has hyperchloremic metabolic
acidogis. We will check the urinary anion gap to differentiate RTA
from @Y loss of bhicarbomate. He most likely has bicarbonate losses in
the stools due to diarrhea. I will change the IV fluids to DSW with 2
amps sodium bicarbhonate at 100 ce/hour %2 L and then switch him back to
half normal saline.

3. The diarrhea was probably related to the use of Bactrim for 10
days. C. diff has been ordered and the results are pending. The
diarrhea seems to be subsiding at the present time.

4. BSevere anemia. His iron stores, vitamin Blz, folate were all
adeguate. He is currently on Procrit injections for the last few
months. He will need a bleod transfusicn if hemoglobin continues to
decrease, and I agree with continuing with the Procrit for the time
being.

I will be happy to follow him as needed. Thank you for the
opportunity.

ADDITTONAT, COFPY Page 2 of 3
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NAME: g DOH;:

HOSP#: e, MR#:
CHART LOC: MMC PCFP: SARVALAKSHMI KURELLA, MD

CONSULTATION CONTINUED:

6898 T:dea DD:20120802 TD:1145 DT:20120904 TT:094% JOB:08-03109103

PADB /STE BATLAJI ATHREYA, MD
D: 08/02/12

T: 09/04/12

cc: SARVALAKSHMI KURELLA, MD

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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WING MEMORTIAT, HOSPITAT & MEDICATL CENTERS
Palmer, Massachusetts

CONSULTATION
NAME : RN, DOB:
HOSPITAL #: SHmymmmy MR #:
CHART LOC: PALMER  P2-05 PCP:
DICTATING:

FINAL STGMNED DOCUMENT TN HYLAND ONBASE

t***********t********i****w************************tﬂ**1\-****tt#w********tw*****

DATE QOF CONSULTATICON: July &, 2012

HISTORY OF PRESENT ILINESH: I was called to =ee this patient by Dr,
Cheryl Geoffrion for assessment of the patient’s polycystic kidney
disease. The patient is a 40-year-old man with a history of polycystic
kidney disease. He was seen by Dr. Poppel about three or four vears
age and subsequently the patient decided not to go back for followup.
He ig a patient of Dr. Booth and he is supposed to see my partner, Dr.
Slater, in the outpatient setting. In the meantime, he came to the
hospital because of flank pain, which started two days ago, on the left
gide, which was radiating to his groin. Since admission, he has been
getting some narcotics and the pain is under control and he has
undergene imaging studies and results are pending. His baseline
creatinines have been arcund 1.3-1.4 mg/dL, but at the time of
admisgion creatinine was 1.75 which has inereased to 2,01 and hence
this compultation.

PAST MEDICAL HISTORY: Other medical problems include histery of
polycystic kidney diseage, hypertension, migraines, history of retimal
tear, status post repair. In the past he has had a right bundle-branch
block cn EKG, Histery of seascnal allergies.

ALLEEGIES: No known drug allergiesz,

MEDICATIONS AT HOME: Include Proscar % mg one-half rablet a day,
Cozaar a small dose, although he does not remember the exact dose. He
ig alszo on vitamin D, Piotim and thiamine.

EEVIEW QF SYSTEMS: Positive for left flank pain with radiation with
nausea and vomiting., No diarrhea or constipation. No gross hematuria.
No fever. He did have gome sweating at heme. No chest pain, cough
expectoration. No headache. All other systems reviewed are negative.

PHYSICAL EXAMINATION: Blood pressure is 138/70, pulse is 78 per
minute. The patient is a pleasant, middle-aged man who appears
comfortable at rest. Neck sumple, no JVD. Mucosa is dry. Pupils are
equal. Lungs, air entry equal, no rales. Heart $1, 52 normal, no
gallop or rub. Abdomen soft, nontender, bowel sounds heard. Neuro, he
is alert and awake, no focal motor deficits. Extremities, no edema, no
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HAME el DOB: /iengmmn
HOSEH# : «unN— ME#

CHART LOC: ol s ver s ene. ECE: GARY BOOTH, MD

CONSULTATION CONTINUEL:

rash, no clubbing. No jeoint swelling or deformity. No palpable
lymphadenopathy. The back was examined, no midline tenderness. There
was mild tendermess alonyg the leftr flank. No CVA tenderness.

LABORATORY AND OTHER STUDIES: BRUN 20, creatinime 2.1, serum lipase
normal, hemoglobin 30.7, WBC of 8.5. Urinalysis showed trace blood, no
serum protein. The CAT scan done yesterday was reviewed. The Ridney
measured about 17 cm with multiple cysts, along with hepatic cysts. HNo
mention akout hydronephrosis. Ultrasound of the Kidney hazs been
ordered,

IMPRESSION: A 40-year-old man with polyeystic kidney disease with left
flank pain.

FLAN: The pain may be related to the polycystic kidney disease.
However, a urinary tract infection should be ruled out. Bleeding into
the cysts is a posgibility as well. I will review the ultrasound
results,.

In the meantime, we will hydrate him, keep intake, monitor output and
he need=s adecuate pain control. We will cobrain for socdium,
ereatinine and protein., Further workup will be determined by the
cutcome cn the base invegtigations.

6958 T:cah DD:20120709 TD:1229 DT:20120710 TT:0854¢ JOE: 08-03042848

FADR /8TE BALAJT ATHREYA, MD
D: 07/0%/12

T: 07/10/12

¢t GARY BOQTH, MD

NOT FOR REDISCLOSURE WITHOUT FATIENT’S INFORMED CONSENT
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS

CHART LOC:

e —
HOSPITAL #:

Palmeyx, Massachusetts

CONSULTATTICON

DOB:

MR #:

FCP;:
DICTATING:

——

b
VNN —

BATAJI ATHREYA, MD

FINAT, STGNED DOCOMENT IN HYLAND ONEASE

**'ﬂ'***************ttttttt*********************t*ﬂ********ii****t***************

NEPHROLOGY CONSULTATION

DATE OF CONSULTATION:

REASON FOR CONSULTATION:

March 21,

I was called to see this patient by Dr.

2012

Charyl

Geoffrion for assessment of arure renal failure.

HISTORY OF PRESENT ILLNESS:

of chronic kidney diseage and
She has been admitted bhecause
out. Priecr to the gdmission,

she had some nausea and poor p.o. intake.

The patient ig a 74-year-old woman with a history
she is being followed by my partner, Dr. Slater,
of low blood pregsure and an episode of passing
she was not feeling well for a couple of days and
At the time of admission, she

was hypotensive and she required pressors and she is currently being

managed per sepsis protocol.

Her bageline creatinine iz usually

around 1.1 and 1.2 mg/dL which haz increased to 2.47 con admission.
The LFTs are alse elevated. At present, the hlood pressure is
acceptable and there hag been a mild improvement in the serum
creatinine., The urine cutput has improved.

PAST MEDICAL HISTORY: Her ongoing medical problems include a history
of chronig kidney disease, morbid cbesity, hypertension, diaheteg
mellitus, history of peripheral neuropathy, urine inceontinence,
ostecarthritis, lower extremity stasis ulcers.

ALLERGIES: She ig allergic to ZESTRTIL, which causes cough,

MEDICATIONS ON ADMISSION: Lasix 40. It was just increaged to

40 b.i.d., but she did not take it twice a day. Spironolactons 50 mg,
doxazosin 4 mg, Starlix one tablet r.i.d., which has been held for the
last week or so; Detrol LA, calecium, metoprolel 150 b.i.d., metformin 1
g b.i.d., lovastatin 20 mg, aspirin, Diovan 160 b.i.d., Osteo Bi-Flex
P.z.mo.

FAMILY HIBTORY: Noncontributery to thiz admissicon.

SOCTIAL HISTORY: She 1s married, lives with her hushand. Has a son. No

history of smoking or aleohel abuse.

intake.
No rash.

REVIEW OF SYSTEMS:
No urine symptoms.

Poor p.o.

No fever. All other aystems reviewed and
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NAME: ssomanpiniaiiiine Don:'iii!iiil
HOSP#: Wi MR¥#:
CHART LOC: styies PCP; VICTORIA NOELE, MD

CONSULTATION CONTINUED:

negative.

FHYSICAT, EXAMINATION: The patient iz a pleasant woman who is
comfortable. She is chese. Necok supple, no JVD. Iungs, air entry
equal, no significant rales. Heart 81, $2, normal. There is no gallop
or rub. Abdomen iz obese, soft, nontender. Extremities, no
significant dependent edema, no rash, no clubbing. All the blood
pressure readings were reviewed.

LABORATORY AND OTEER STUDIES: BUN 43, creatinine 2.32, sodium 133,
potagsium 4.2, CO2 22.5. Hemoglohin 11, WaC 10.3, which wag 13.1
on admission.

ASSESSMENT AND PLAN: A 74-year-old woman with acute kidney dicease
superimposed on chronie kidney disease.

Acute kidney digease due to hypoperfusicn frem low bloed pressure.
Volume depletion might be Playing a role as well.

she has underlying chronic kidwmey disease with a bageline creatinine
1.2 mg/dL due to hypertensive digbetic kidney disease.

My recommendation, at this point, is to hold the diureties and the
Diovan. We will avoid hypotension and maintain the systolic blood
pregssure at more than 100 mmHg. She is nonoliguric at present. The
renal function should improve with IV hydration. I will be happy to
follow as needed.

o¢: Victoria Noble, M.D.

6998 T:cah DD:20120331 TD:1414 DT:20120402 TT-1131 JOR:1.0-02702050

PADE /STE BATLAJI ATHREYAR, MD
b: 03/31/12
T: 04/02/12

co: VICTORIA NOBLE, MD

NOT FOR REDISCLOSURE WITHOUT FATIENT'S INFORMED CONSENT
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WING MEMORIAT, HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01065

MEDICAL CENTER REPORT

MR #:
CHART LOC:
k‘- N -

DATE OF SERVICE: *RENNE: 005 #: wliCasNs

LOCATION: 2MC PCP: W
PHYSICIAN/PROVIDER: SIVAKUMAR PADMANARHAN, MD

DICTATING: SIVAKUMAR PADMANABHAN, MD

NAME :
DOE:

FRIMARY CARE PHYSICIAN: Jeremy Golding, M.D.
ONCOLOGY: Ahmad Daniyal Siddicui, M.D.

SUBJECTIVE: The patient was seen in Wing Memordial ICU during November
2012 hospitalization. At that time, he had acute hypoxXic respiratory
failure. He was reguiring nonrebreathser magk for a few days and then
his oxygenation was ¢guite poor. I was called in to give further
evaluation and recommendations at that time. He had bilateral ground
glags infiltration on CAT scan. There was acute pneumonitis on a
background of chronic lung disease patrern. He was a nonsmoker. He
had pancytopenia. He had history of CML. Since he was
immunocompromised, he underwent flexible fibercptic bronchoscopy with
transbronchial lung kbiopsy and the breonchial cultures were negative,
bronchial washings were negative for Pneumccystis organisms. He was
given broad-spactrum antibiotics. Echocardicgram showed a normal LV
function. Bronchoscopy revealed normal endeobronchial tree. No mucus
Plugs or legiong. Transbronchial bilopsy showed organizing pneumonia.
There was no growth of AFB or fungus. The patlient wag given a
protracted course of =steroids for organizing pneumenitis. Since
starting the steroids, he made a significant recovery with improvement
in his oxygenation. Subsequently, he was discharged as an outpatient.
He hag not been on oxygen. Steroids have been tapered off currently.
He does not report any chest symptoms.

CURRENT MEDICATIONS: Have hean reviewsed. Allopurinel, Simvastatin,
multivitaming, acyclovir, Protonix, Lasix, and currently MAR is showing
prednisone 20 mg by mouth daily but for the pneumcnitis part, it was
told that he can be weaned off the stercids.

SOCTAT, HTSTORY: The patient got pneumonia vaccine in the last five
vears and flu vacecine in October 2012. The patient does not smoke.

CLINTCAL EXAM: The patient is not ill. Temperature 28 Fahrenheit,
pulse rate ©f BD and respirations of 18, bleod pressure 120/52, BMI 23,
height 5 feet 7 inches. On examination, the patient is not acutely
ill. He locks pale in the conjunctiva. Oral mucosa is clear. Heart
sounds are mormal. Breath scunds are equal and ¢lear. Ahdomen is
soft, neontender. No adema.

Additiconal copy Page 1 of 2
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DOB:
MR =
PCP:  EnmmanrRCA:
DICTATING: SIVAKUMAR PADMANARHAN, MD

TR ST N bt

OFFICE VIESIT CONTINUED:

DIAGNOSTIC STUDIES: The recent CBC shows severe pancytopenia, under
the care of hematelogy/oncelogy, Dr. Siddigqui. Recent chest X-rays
December &, 2012, post hospitalization shows significant improvement in
organizing pneumonitis and there are some residual chronic changes.
mediport is in place.

ASSESSMENT AND PLAN: A 73-year-old male with history of CML,
pancytopenia, recent acute and chronic lung disease, severe hypoxemisz
and respiratory failure from organizing pneuncnitis. Clinically and
radiographically, the patient has significantly improved. The plan is
to taper off the steroids, obgerve, and watch for any recurrence of
infection or inflammation. If there are any new pulmonary problems, I
will be glad to follow up. At this time, I will follow up in the
gffice asz needed.

d/w Dr Siddicui--steroids can be tapered off over 1-2 week pericd.
co:  Ahmad Daniyal Siddigui, M.D.

Jeremy Gelding, M.D.

278 Lincoln Street

Hahnemann Family Health Center

Worcester, MA (01605

9973 T:dtm DD:20130118 TD:1129 DT:20130122 TT:0000 JOR:08-03254225

PADS /STE

D: 01/18/13 SIVAKUMAR PADMANABHAN, MD

T: 01/22/13 Report ESigmed in PCI
Date:01/22/13 Time:1225

COPY SENT TO DATE

NOT FOR REDISCLOSORE WITHOUT PATIENT'S INFORMED CONSENT
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S

WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright sStreet, Palmer, MA 01069

MEDICAL CENTER REPORT

NAME - ) MR §: o

DOB: vl CHART LOC: i

DATE OF SERVICE: entiiespiy_: - cos #: iR
LOCATION: FMC pCP: BART SOAR, MD

PHYSICTIAN/PROVIDER: SIVAKUMAR PADMANAEHAN, MD
DICTATING: SIVAKUMAR LADMANABHAN, MD

SUBJECTIVE: The patient feels better compared to two months ago. At
that time, when he was in Florida, he had lot of symptoms of
exacerbation with shortness of breath and wheezing. Now, his shortness
of breath and wheezing are improved. He has a dry cough. No faver.
His sleep is mostly disturbed because of ¢ough. He is compliant to
Probir and Advair Diskus. Advair Diskus is 250/50 meg b.i.d. He also
takes Flonase nasal spray. He has quit smeking many years age. He is
up to date with the vaccines for prneumcnia and flu.

OBJECTIVE: The patient does nmot appear ill. He is afebrila. Fulse
rate of 61 and regular. Blood pressure 144/76 mmHy. OXygen saturation
97%. Pupils are equal. Oral cavity, no thrush. No JvD. Tracheostomy
scar in place. Heart sounds normal intensity. No muzmur. Breath
sounds are egual, distant, clear. Abdomen soft and nontender. No calf
tenderness.

Chest x-ray had bheen in 2008. It was reportedly clear. His PFTs are
fram 2008 as well. He has evidence of chstructive alrway disease and
lung volumes have been elevated. The DLCO was also low.

ASSESSMENT, PLAN AND RECOMMENDATIONS : History of asthmatic
bhronchitis, history of trachecostomy 18 years ago for traumatic injury
to the chest. At this time, he does have trouble swallewing, which has
heen evaluated with swallow study in the past. He has a modified diet
in place. Cliniecally, asthma appears to be stable. My recommendations
will be to continue Advair 250/50 meg b.i.d. and use Prodir 2-3 times a
day. We will get an updated chest x-ray. We also update pulmonary
function test. The patient was counseled. We will follow up in two
months with all those studies.

co:  Bart Spar, M.D.

Additional copy Page 1 of 2
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CHART LOC: PUP:

DICTATING: SIVAKUMAR PADMANABHAN, MD
CFFICE VISIT CONTINUED:

9079 T:rijk DD:20120523 TD:1456 DT:20120525 TT:0622 JOB:10-02769455

PADS /STE

D: 05/23/12 SIVAXKIMAR PADMANARHAN, MD

T: 05/25/12 Report ESigned in BCI
Date:05/25/12 Time:1200
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WING MEMORIAL HOSPITAL & MEDICATL CENTERS
40 Wright Street, Palmer, MA 01065

MEDICAL CENTER REPORT

NAME: Syl ME #: N

DOE:  iseiEpmpees CHART LOC: Wi

DATE OF SERVICE: il RS oos #: VemlRal

LOCATION: FWR PCP: SARVALAKSHMI KURELLA, MD

PHYSICIAN/PROVIDER: SIVAKUMAR PADMANABHAN, MD
DICTATING: SIVAKUMAR PADMANABHAN, MD

SUBJIECTIVE: Patient ig doing fairly well. I think she has a history
of bronchial asthma well controlled with Flovent 220 mcg 2 puffs twice
a day, Ventolin inhaler g.6h. and Singulair 10 mg once a day. She
thinks that her asthma iz fairly well controlled. No recent
eyxacerhating symptoms in her chest. Neo cough, sputum, wheezing, pain
or shortness of breath. She is up to date with her pneumondia and flu
vaccines. She has not had any recent chest x-ray although in the past
she has= had twe PFTs that had shown normal spirometyy, normal lung
volumes and normal DLCO. She had normal BFTs in 2010 and she had a
normal spirometry in April 2011,

OBIECTIVE: Datient is clinically deoing well, afebrile, pulse rate of
£2, reqular bhlood pressure 118/62, saturation 96%. Pupils are equal.
¥No oral thrush. Heart sounds are normal. Breath sounds are equal and
clear. Abdomen is soft and nontender. No calf swelling. No calf
tenderness.

DIAGNOSTIC STUDIES: Chest x-ray in the past has been clear.
ASSESSMENT, FLAN AND RECOMMENDATIONS: History of bronchial asthma,
hypertension, gastroesophageal reflux disease. She can continue
Singulair, Flovent as well as albuterol. We will get updated chest x-
ray as well as full pulmonary function testing. We will follow up in
two months.

ce:  Sgrvalaskbmi Kurella, M.D.

dditional copy Page 1 of 2
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ROSP#: W Mr#: M
CHART LOC: * PCP: SARVALAKSHMI KURELLA, MD

DICTATING: SIVAKUMAR FPADMANAEHAN, MD
OFFICE VISIT CONTINUED:
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PADE /STE

D: 05/23/12 SIVAKUMAR PADMANABHAN, MD

T: 05/25/12 Report ESigned in PCI
Date:06/13/12 Time:1742

COPY SENT TO DATE
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WING MEMORTAL HOSPITAL & MEDICAL CENTERS
Palmer, Massachusetts

OPERATIVE REPORT

NAME : SRR DOB:

EosPITAL #: Wil MR #:
CHART LOC: BMC BP-01 POP:
DICTATING:

PINAL SIGNED DOCUMENT IN HYLAND OMNBASE

**1\-1\-1\-***************'A"Jf**tt********'lr'kt'x*i**********t**************t*************

DATE OF PROCEDURE: 01/28/201%2

DIAGNOSIS: PFevers, left lower leobe pneumonia. The patient is on a
ventilator to leck for endebronchial mucus plugging.

DESCRIPTTON OF PROCEDURE: Informed consent ohtained from the patient’s
wife. The patient was placed on 100% FIO2 on ventilator. Flexible
fiberoptic video bronchescope was passed via the endotracheal tube.
gSubcutaneous mucosa was anesthetized with 1% lidecaine. The patient was
on fentanyl and Versed drip. The brenchoscope was passed, and the full
trachecbronchial tree was inspected. Tip of the endotracheal tube was
above the carina. Carina was sharp. The trachecbronchial tree
appeared inflamed. There was no gross mucus plugging. There was mild
inflammation, mild mucosal bleeding seen in the lingula and the right
middle lohe entrance. All the bronchial openings were patent in the
left upper lobe lingula, left lower lobe, right upper lobe, right
middle lobe and right lower lobe. Bronchial washings were collected to
send for cultures. Bronchealveolar lavage was done in the lingula that
is also being sent for cultures. Scope was removed. The patient
tolerated the procedure well. No complications.

9979 T:typ DD:20130128 TD:1626 DT:2013012% TT:1036 JOB:10-0303291561

BPADS /STE
D: 01/28/13
T: 01/28/13

Date: Time:

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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WING MEMORIAL HOSPITAL & MEDICAL COENTERS
Falmer, Massachusetts

CONSULTATION

NAME: DOB:

HOSPITAL i#: 3 MR #:
CHART LOC: PCP : whiciiitissacsmmiPRamsiee o
e TR
DICTATING: SIVAKUMAR PADMANARHAL MD

ETHAL SIGNED DOCUMENT IN HYLAND ONBASE
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*********i'*********ttt*'ﬂ*****************‘A"A’*********tt************t*********t**

DATE OF CONSULTATION: January 29, 2013

FPRIMARY CARE PHYSICIAN: Shabnam Cherylath, MD
HOSPITALIST: Dr. Jill Levin

REASON FOR CONSULTATION: Left lower lobe pneumcnia.

CHIEF COMPLAINT: The patient was admitted with cough and congastion
and found to have pneumconia, left lower lobe, five days ago.

HISTORY OF FRESENT ILLNESS: An 8l-yvear-old male with history af
Parkinson diseage, hyperlipidemia, dementia. He ig admitted for the
past five days. He was found to have a left lower lobe pneumonic
infiltrate on the initial chegt x-ray. He is being treated with
vancomycin as well as Zosyn. He geems to be improving. He ig
coughing, =canty sputum, it is clear. No history of hemoptysis. No
chest pain on breathing. No shortness of breath normally. He is ot
on oxygen at home.

REVIEW OF SYSTEMS: No upper respiratory symptoms. No abdominal pain,
vomiting or diarrhea. No lag pain or swelling. He has no trouble
swallowing. He is retired. Ha has been having Parkinson’s for over
two years.

PAST MEDTCAT HISTORY: Hyperlipidemia and Parkinson digease.
ALLERGTES: DNo known drug allergies.

MEDICATIONS: Reviewed. Currently he is on DVT prophylaxis with
heparin and other medications were alse reviewed. He iz on Levaquin

750 mg IV daily and wvancomycin 1 gram IV g.12.

SOCIAL HISTORY: He used to work for business. He has no
history of alechol or tcbacco uge. No birds, ne pets, no travel.

FAMILY HISTORY: Noncontributeory for Parkinson disease.

He has had his flu vaccine., He got the pneumcnia vaccine during this

ADDITIONAL COPY Page 1 of
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NAME ;
HOSP#:
CHART LOC:

CONSULTATYON CONTINUED:

hospitalization.

PHYSICAL EXAMINATION: An elderly male in ne acute distress.

" Saturation 49% on 2 liters. Pulse rate of 80, respiratory 20, blood
pressure 150/70, temperature 98.5. No pallor, no icterus. ©Oral mucosa
ig moist. No neck vein distenticon. Heart sounds are normal.. Breath
sounds are aqual. A few grackles in the left base. No egophony, no
rhonchi. Abdomen firm, nontender. Bowel sounds heard. No calf swelling.
No calf tenderness. Neurologically there is rigidity, slowness of speech,
and he iz alerr and oriented.

Chest x-ray shows improving left lower lobe atelectasis/consolidation.
Much better than five days age. ECG sinug rhythm, no acute changes.

LABORATORY DATA: Cultures have all bheen negative. Flu test has been
negative. There was no leukocytosis since admission. White count 6,
hemeglakin 11.2, platelet count 235. No eosinoephilia. D-dimer of &24,
probably due to inflammatory process. Glucose 113. BUN 24, creatinine
0.9, sodium 140, potassium 4.4, C02 31, ecaleium 9.4, magnesium 1.9.

ASSESSMENT AND PLAN: An 8l-year-old male with history of Parkinson
disease, hyperlipidemia admitted for left lower lobe bronchopneumonia.
This could have been viral and could have been a component of
atelectasis. Overall the patient is improving. Clinically he does not
appear toxic. There iz no leukocytosis. The left lower loke process
seems to ke resolving radiographically. At this time I do not see any
"indication for bronchoscopy." Will complete a course of antibiotics
for a total of 1¢ days. We can switch the patient to oral Levaguin and
if the cultures remain negative, vancomycin can be stopped.

Frncourage mucolysis, decongestants, as well as incentive spirometry.
Follow-up chest x-ray in 1-2? weeks. A D-dimer could be high due to an
inflammatory process, howevey, since he has been mostly bhedridden in the
hogpital for the last five davs, I would be inclined to check bilateral
venoug leg Doppler. There are no other sign= to suspect pulmonary embolism
at this time.

Thank you for this consultation.

cc: Shabnam Cherxlyath, MD
Jill Levin, M. D.

ADDITIONAL, COFY Fage 2 of 3
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D: 01/29/13
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Date: Time:
c¢: SHABNAM CHERIYATH, MD
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
Falmer, Massachusetts

CONSULTATION
NAME: DOB:
HOSPITAL #: MR #: e
CHART LOC: PCE:
DICTATING: SIVAKUMAR PADMANABHAN, MD

FINAL STCNED DOCUMENT IN HYLAND ONBASE
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DATE OF CONSULTATION: February 7, 2013

PRIMARY CARE PHYSICIAN: Dr. Shaukat Matin
PULMONOLOGIST: Dr. Shamim Najeebi

REASON FOR CONSULTATION: BHosgpitalist, Dr. Jill Levin, called pulmonary
consult because of right lung mass.

CHIEF COMPLAINT: Shortness of breath for two days.

HISTORY OF FRESENT ILLNESS: An elderly 85-year-old male with severe COPD,
emphysema is admitted te the hospital becauvse of COFD exacerbation. For
the last two days he had increasing shortnegs of breath. He had no cough,
gputum, hemoptysis, chest pain.

REVIEW OF SYSTEMS: No upper respiratory symptoms, sick contacts, nausea,
vomiting, diarrhea, sleep problems.

PAST MEDICAL HISTORY: Atrial fibrillation, COFD, emphysema, spot in
the lung. The patient says he was told about a spot in the lung and he
hag had a bronchoscopy in the past, but we are awaiting medical records
from Dr. Najeebi's office. Other past history, chronic kidney disease,
COPD, congestive heart failure, hypothyroidism, hypertension, gouty
arthritis, kladder tumor.

BPAST SURGICAL HISTORY: Include laparotomy, appendectomy, cataradts.
ALLERGIES: MORPHINE.

MEDICATIONS: Home medications reviewed. Currently he is getting steroids,
Loprassoy, Clozaril, Synthreid, vitamin D, Vicedin, Advair Diaskus 500/50 meg
b.i.d., DucNeh one g.6 hours while awake, Solu-Medrol 80 mg IV g.8 hourly.
SOCIAT, HISTORY: He has been in construction and electrician. He has

been a smoker until recently. He has had recent pneumcnia vaccine and

flu vaccine in the past.

FAMILY HISTORY: Negative for lung cancer or emphysema. He is on home oxygen.

ADDITIONAL COPY Page 1 of 2
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NAME: DOEB:
HOSP# - MR -

CHART LOC: PCP:

CONSULTATION CONTINUED:

PHYSICAL EXAMINATION: The patient is an elderly man in no acute distregs.
Temperature 97.%5, pulse rate of &0, respirations of 20, bhleood pressure
183/94, saturation 98%. No pallor, no icterus. Oral cavity is clear.

No JVD. Heart sounds are normal. Irreqular rhythm. Breath sounds are
edqual, symmetrical, diminished. Abdemen soft, nontender. No teaticular
swelling. No pedal edema. No calf tenderness. Neurclogically alert and
oriented. No eclubbing, no edema.

Chest x-ray and CAT scan of the chest revealed there t2 a large 6 om mass in
the right upper lobe that is extending into the endobronchial tree. There is
no mediastinal lymphadenopathy.

LABORATORY DATA: Glucsse 135, BUN 24, creatinine 1.2, sodium 137, potassium
4.6, calcium 2.4, troponin 0.06. White eount 12.7, hemoglobin 15.1, platelet
count 249,

ASSESSMENT AND PLAN: This iz an 85-year-old male with history of CHE,
hypertension, geut, atrial fibrillation, hypothyroidism, severe chronic
ohstructive pulmonary disease, emphliysema on home oxygen known to have a
lung mazg. The right upper lobe mass i= very significant and highly
suspicious for a malignaney, but old records from primary care physician
mentioned about a lung mass. At thics point, I would recommend obtaining
old records from Dr. Najeebi‘s office although I would like to get the old
record from Dr. Najeebi's office if he has had any prior CT chest, PFTs,
bronchoscopy report and the last progress note. When I mentioned ro the
patient about the pogsible bronchogcopy, he gavs that he hag had it in the
Past so until we know the old records in the intermigsion, I will abate and
then plan accordingly and give recommendations. At this time, I have heen
giving him steroids and bronchodilaters. He is DNR.

cc: Martin Shaukat, M.D., 185 West Ave, Ste 201, Ludlow, MA 01056
Shamim Najeebi, M.D., 99 ghaker Rd, BEast Longmeadow, MA 01028

22789 T:dlp DD:201l30207 TD:1824 DT:20130208 TT:0921 JOB:10-03041137

FADS /STE
D: 02/07/13
T: 42/08/13

Date: Time:
cc: SHAUKAT MATIN, MD
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WING MEMORTAL HOSPITAL & MEDICAL CENTERS
Palmeyr, Massachusetts

OFERATIVE REFCGRT

NAME : =i DOE: kil
HOSPTTAL # : exgis i, MR #: ol
CHART LOC: WMC PCP:

PDICTATING: BERMNARD CLIFFORD, ™MD

PINAT, ZIGNED DOCUMENT TN HYLAND ONBASE

DATE OF PROCEDURE: 2-26-13

SURGEON: ERermard Clifferd, MD.

PROCEDURE: Colonoscopy to the terminal ileum with biopay.
INDICATIONS: Colon cancer screening.

MEDICATIONS: Versed 4 mg IV, Demerol 75 mg IV.

DESCRIPTION: A history and physical were performed. The risks and benefits of
the procedure were explained to the patient and informed consent was obtained.
The patient was placed in the left lateral decubitus position. A digital
rectal exam wag performed and was found to be normal. The Pentax pediatrie
video colonoscope was introduced into the rectum and advanced to the ececum with
the agsistance of abdominal wall pressure. The cecum was identified by
trangillumination, palpation and identification of the ileccecal valve.
Examination was performed and the scope was removed., She tolerated the
Procedure well and was returned te the recovery area in stable condition.

FINDINGS: The terminal ileum was examined and appeared normal. The visualized
colonic mucosa was within normal limits. In the cecum was a less thap 5 mm
polyp which was removed with the hiopsy forceps. There was some ligquid stool
which limited the sensitivity of the examination for detection of small pelyps.
Thi=s wag washed and sucticned as best possible. Moderate diverticulosis of the
sigmoid was noted with scattersd diverticula throughout the remainder of the
colon. Retroflexed examination showed some small internal hemorrhoids.

IMPRESSION: Colon polyp.

RECOMMENDATION: Follow wup the biopsy results.

PRIMARY CARE PHYSICIAN Page 1 of 2
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DICTATING: RERNARD CLIFFORD, MD
CPERATIVE REPORT CONTINUED:

c¢: Meme Orgquiola, MD

CLTE /CB BRERNARD CLIFFORD, MD
D: Q2/26/13
T: 02/26/13
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WING MEMORIAL HOSPITAL & MEDICAL CENTERS
40 Wright Street, Palmer, MA 01069
MEDICAL CENTER REPORT
NAME : SRSy ME #: mpiiiks
DOB:  wiliy—— CHART LOC: e
DATE OF SERVICE: i 00s #: elNEEg—
LOCATION: PMC DCP: AMELIA JAWOREK, MD

PHYSICIAN/PROVIDER: ARTURO AGUILLON-BOUCHE, MD
DICTATING: ARTURQ AGUILLON-POUCHE, MD

NAME : MARTIN, EARBARA MR #: 063056

The patient has two lesions on the right cheek avea. There is a small
possibility that these represent basal cell carcinema. If they are basal cell
carcinomas we will have to re-excise. I am going to do minimal margins of
resaction so if they are cancer I may get pogitive margins and have to
re-sxeige. There is alse a little vein in the lower eyelid that will be
cauterized with the Telangitron from the other office.

Electronically signed by Arturo Aguilleonm on 03/21/12 ar 13:45 hrs

ARTURQ AGUILLON-BOUCHE MD
Ar/IMB

DD: 03/08/2012
DT: 03/i0/2012

AGUA /CH
DL: 03/27/12

COpPY EENT TO DATE

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT
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WING MEMORIAT, HOSPITAL & MEDICAIL, CENTERS
40 Wright Street, Palmer, MA 01068

MEDICAL CENTER REPCRT

NAME : MR #: #
DOB: CHART LOC:
DATE OF SERVICE: s oos #: SRRk

LOCATION: FMC PCP: LUIS SANTIAGO-CRUZ, MD
FHYSICIAN/FROVIDER: ARTURC AGUILLCON-BCOUCHE, MD
DICTATING: ARTURO AGUILLON-BOUCHE, MD

NAME: LAGACE, JASCN MR #: 173880

The patient is sent to this office in consultation because of carpal tunnel
syndrame,

The patient has carpal tunnel syndrome and pain in both hands. The symptoms
have been present for two menths. Nerve conduction studies showed moderate
carpal tunnel syndrome on the right, none on the left. He has pain in hoth
handsg and triggering of both rings and right small finger.

I discussed the physicpathelogy of carpal tunnel syndrome and trigger finger.
After discussion we talked about the possibility of observation, injection of
stercids or surgery. The advantages and disadvantages of the different optiong
were given. After this we agreed on injection of steroids. Consent was
cbtained. Injection of left ring finger, right ring finger and right small
finger was performed. After this, the symptomatology completely digappeared.

Follow up in three weeks or p.r.n.

Electronically signed by Arturo Aguillon on 03/21/12 at 13:45 hrs

ARTURQ AGUILLON-BQUCHE MD

An/IME
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WING MEMORIAT, HOSPITAL & MEDICAIL. CENTERS
40 Wright Street, Palmer, MA 01069

MEDICAL CENTER REPORT

name : Jf R MR #: el
DOB: Syl CHART LOC: il il

DATE OF SERVICE STRNag, 003 # : S

LOCATTION: m PCP: VICTORIA NOBLE, MD
FHYSTCTAN/DPROVIDER: ARTURO AGUILLON-BOUCHE, MD
DICTATING: ARTURO AGUILLON-BOUCHE, MD

NAME : COLLINS, KATHRYN MR #: 054428

The patient is sent to this office in consultation today by Dr. Ratner because
of a basal cell carcinoma on the left ala nasi.

The patient has a basal cell carcinoma on the left ala nasi very close to the
ocuter rim. Unfortunately T will have to do & skin graft in this area that will
be very noticeahle. She understands.

Excision of the legion will be performed with full thickness skin graft. She
thought Dr Ratner offered smome sort of local therapy. If indeed this could be
managed with some local therapy; either freezing or cautery that would probably
leave a smaller scar than my full thickness skin graft. She is geoing to think
about it. If she decides to have surgery with uz zhe will call Beth. She will
stop aspirin for ten days prior to the procedure. I will cbtain consent today.

Blectrenically signed by Arture Aguillon on 03/21/12 at 13:45 hre

ARTURO AGUILLON-BOUCHE MD
MM/ TMB

DD: 02/23/2012
DT: 02/27/2012

AGUA /CB
DL: 03/27/12

CORY SENT TO DATE

NOT FOR REDISCLOSURE WITHOQUT PATIENT'S INFORMED CONSENT
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WING MEMORIAT HOSPITAL & MEDICAL CEMNTERS
Palmer, Massachusetts

OFERATIVE REPORT

NAME : DOE:
HOSPITAL #: ME #:
CHART LOC: ypikhiiamy PCP:
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DATE OF SURGERY: 03/21/12
SBURGECON: Arturc Aguillen-Bouche, M.D.
INDICATIONS: The patient is here for multiple lesions.

DESCRIFTION OF PROCEDURE: He has multiple skin tags, four skin tags in both
axillas. Under local anesthesia, lesions were shaved, sent te pathology
department .

There are multiple actiniec keratoses, three in the forearms and one in the left
upper back. The one in the left upper back is the one that I am more concerned
about. Ir is around T4 and 12 cm from the midline. All these lesions were
frozen. I asked the patient to see Dr. Ratner in three months, especially to
check the lesion on the left upper back and the rest of the body because he
alsc has basgal cell carcinoma of the face. All lesions were frozen. The
patient tolerated well.

There is another lesion on the left chesk area, lower eyelid. Lidocaine 1%
with epinephrine was used to infiltrate the area. The lesion plus margins 1.5
cm; the scar 3.5. With 3.5-lcupe magnification, the lesion completely excised,
sent te pathology department. TUndermining of the wound was performed to txy to
avoid scleral show. This was achieved. Some deformity of the lower eyelid

was identified. The wound closed in three layers with 5-0 Viewyl, 5-0 Vicryl,
and 6-0 plain catgut. Adequate closure was chtained.

PLAN: The wound sheet disceussed with the patient. Follow up in two weeks with
me. Follow up in three months with Dr. Ratner.

cg: Bart Scar, M.P.
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DATE OF PROCEDURE: March 8, 2012

INDICATION FOR PROCEDURE: The patient is here for exchange of implants. I had
done an implant and mastopexy a few weeks age and she would like to have largexr
breasts. I have discussed with her in detail that I would prefer to de the
procedure and wait anether one or two wesks, but because of social
circumstances she prefers to do the procedure right now. She understands there
iz a rigk of infection. T had discussed this in my office and T had discussed
with her again at the time. Today, her friend, Heather, was here with her.

DESCRIPTION OF FROCEDURE: The patient was pen marked. Brought to the
operating room, general anesthesia administered. A vertical ineision on the
previous scar wag performed. Disgsection carried down until the implante were
found and removed.

S8light mastopexy was performed on the left side to even the nipples and
capsulotomy inferolateral was performed bilateral to try to drop the implants
as much as possible. I was very concerned to continue the capsulotomy
inferiorly, for concern that I will decrease the level of the implants
significamntly, and significant dissection medially inferior was performed until
what I thought was adeguate position of the implants.

The previous implants were removed and 500 c¢ round, smooth surface Mentor
implants were performed. Unfortunately, they do not have the records of the
implants at this point, so I do not know the serial number of the implants
placed, but they were 500 cc round, smooth surface, Mentor gel implants.

The wound closed in three layers. Adeduate closure was obtained.

The patient was concermed about doing another mastopexy and tightening the
lower pole, but if ¥ would do this it would push the implants granially and I
was concerned doing that; therefore, I decided not to do this part of the
procedure. S8terile dressings were applied. The patient was awake and
rrancferred to the recovery room in good conditieon.

Additional copy Page 1 of 2



FEB-27-2013 04:18AM  FROM- T-028 P.108/108 F-BRR

— —— - . —

nNanvE: MR DOE:
HOSP#: wiiila MR
CHART LOC: ey BOP:

DICTATING: ARTURO AGUILLON-BOUCHE "
OFPERATIVE REFORT COMTINUED:

243 T:cah DD:20120321 TD:1112 DT:20120321 TT:1B848 JOB:08-02925424

AGUA /5TE
D: 03/21/12
T: 03/21./12

Date: Time:

NOT FOR REDISCLOSURE WITHOUT PATIENT'S INFORMED CONSENT

Page 2 of 2
Additional copy =)



