CONSULTATION NOTE

PATIENT NAME: Young, Ruth Ven
DATE OF BIRTH: 12/20/1963
DATE OF SERVICE: 12/08/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

Second opinion for mental competency requested by Dr. Ahmed. Consultation for mental competency certification of mental status exam.

Reason for seeing the patient requested with the nursing staff and Dr. Ahmed for second opinion regarding the patient mental status.
HISTORY OF PRESENT ILLNESS: This is a 59-year-old male with known history of alcohol use, hypertension, change in mental status, encephalopathy, previous history of scrotal abscess and underwent surgery in the past. He was treated with antibiotic. Today, when I saw the patient, he is lying on the bed. He denies any headache, dizziness, or cough. No congestion. No fever. No chills. No nausea. No vomiting. The patient also has a history of gastric ulcer and GI bleed with a clipping injection of gastric ulcer for stabilization, history of anemia status post blood transfusion, history of inguinal hernia.

PAST MEDICAL HISTORY:

1. Alcohol abuse.

2. Hypertension.

3. Encephalopathy.

4. Abscess.

5. History of scrotal abscess and history of drainage of the scrotal abscess.

6. History of lactic acidosis.

7. History of pneumonia treated.

8. Chronic alcoholism.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope. The patient is forgetful and disoriented.

Endocrine: No polyuria or polydipsia.
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PHYSICAL EXAMINATION:

General: The patient is awake. He is lying in the bed.

Vital Signs: Blood pressure is 128/74, pulse 76, temperature 97.8, respiration 18, and pulse ox 96%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: The patient is awake, forgetful, and disoriented. His memory is impaired.

LABS: Reviewed. WBC 9.5, hemoglobin 10, hematocrit 4.2, BUN 18, calcium 8.9, AST 62, ALT 35, creatinine 0.6, chloride 95, glucose 96, potassium 4.3, and sodium 133.

ASSESSMENT:

1. The patient does have cognitive impairment.

2. Alcohol abuse.

3. Hypertension.

4. History of inguinal hernia.

5. History of stage II pressure ulcer sacral area.

PLAN: The patient does have multiple medical problems cognitive deficits and memory impairment. The patient also has a history of dysphagia status post PEG placement and history of diabetes mellitus with prior medication. We will continue current medications. Cognitive and mental opacity assessment, the patient has cognitive impairment, forgetfulness, disoriented, and dementia.
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