


INITIAL EVALUATION
RE: Dwight Cobray
DOB: 05/17/1957
DOS: 03/04/2026
Tuscany Village
CC: New admit.

HPI: A 68-year-old male admitted to the facility on 02/27/25. I saw him at the beginning of the week for the first time. I had been contacted about the patient on his admit; concerns were his hypertension and addressing appropriate medication. He was seen in his room, was cooperative to interview. His female friend – not sure the extent of the relationship except that he states that he has been living at her place sleeping on the couch for some time and they have known each other for about 20 years – was present until she continued to answer questions for him despite my asking her to let him speak for himself and I just asked her to leave the room which she did not like, but she did and later expressed understanding why he needs to speak for himself. The patient would answer questions. He would be evasive or minimize things; when I asked if he was living on the street, he stated that no, he would be sleeping on somebody’s couch, then he will be back on the streets and etc.
PAST MEDICAL HISTORY: HTN, muscle wasting with atrophy, unspecified history of heart failure, homelessness, drug dependence to include methamphetamine, marijuana in its different forms and alcohol, CHF, history of CVA, polysubstance abuse, tobacco abuse.
PAST SURGICAL HISTORY: Amputation of toes #1, #2, #3, #4, and #5 right foot and repair of a patent foramen ovale that has been recent.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., clonidine 0.1 mg per parameters, Plavix q.d., docusate one capsule b.i.d., guaifenesin 600 mg one tablet b.i.d., and lisinopril 20 mg q.d.
ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Full code.
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SOCIAL HISTORY: He has lived on and off the streets for years. Rebecca, the female present, who essentially takes care of him financially though he does receive money through Medicare and Social Security. He has a long history of illicit drug abuse from smoking, taking p.o. or injecting different drugs; amphetamine is his drug of choice. The patient stated that he believes he had a stroke in 2020 and not able to give information thereafter regarding the event. The patient is a cigarette smoker; smokes three to four cigarettes a day and that is to replace marijuana smoking. His cigarette smoking is also dependent on his financial status at the time. He denies any current alcohol use. Drug use is primarily marijuana and amphetamine. Denies being sexually active.
FAMILY HISTORY: His mother had hyperlipidemia.
The patient was admitted to INTEGRIS on 02/24/26 for hypertensive emergency and ischemic stroke. The patient has a history of hypertension, CHF, hyperlipidemia all which he had been prescribed medications for, but he was not taking. ER findings were an abnormal CT angiogram. He was found to be COVID positive with no acute respiratory symptoms and he shared his history of drug abuse. He had a tox screen performed that was positive for amphetamine and THC.
PHYSICAL EXAMINATION:

GENERAL: The patient was fully clothed, seated, appeared to be comfortable, made eye contact and seemed willing to engage.

VITAL SIGNS: Blood pressure 156/84, pulse 63, temperature 97.7, respirations 18, O2 sat 99%, and weight is pending.

HEENT: He has full-thickness hair with braids. EOMI. PERLA. Nares patent. Dry oral mucosa. Poor dentition. Teeth missing.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: He had normal effort. Lung fields relatively clear. No cough. Symmetric excursion and no wheezing, rales or rhonchi noted.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Soft and flat. Nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. He had no lower extremity edema. He had his shoes on and did not remove them and did not observe weightbearing or ambulation.

SKIN: Dry and generally intact.
NEUROLOGIC: CN II through XII grossly intact. The patient makes eye contact, will give brief answers to basic questions, does not volunteer information. His affect is initially coy; he will smile, but be evasive and then he agreed with me that Rebecca not answer for him. She did willingly leave the room and he did become a bit more verbal sharing that living on the street is something that he has done for many years. He takes breaks by living with other people for a while and motivation to change his lifestyle does not appear present. He understands given information and when he did not give much information, he stated he just did not remember and acknowledges that there were periods of time that he was in a blackout.
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CT of the head showed no acute changes, but there are chronic infarcts both on the right internal capsule and left corona and asymmetric atrophy of the left cerebral peduncle secondary to wall area and degeneration. CT of the neck showed internal carotid artery with 75% narrowing on the left and 90% narrowing on the right and chronic occlusion of a segment of the right vertebral artery. Echocardiogram shows an LVEF of 50 to 55% and neurology recommends dual antiplatelet therapy.
ASSESSMENT & PLAN:
1. Hypertensive stroke. Head CT has ruled out any acute change, but evidence of history of CVA as well as multiple microinfarcts. We will continue with ASA and Plavix, the dual antiplatelet activity as recommended by neuro.

2. Hyperlipidemia. He is on a statin that he is receiving here. Diet is regular diet.

3. History of drug dependence/illicit drug use. I talked to the patient about multiple facilities for rehab that were listed in his discharge attachment from INTEGRIS. He agreed that it would be a good thing for him to get clean. He understands the reasoning for that. I told him I would give him the list of places that are recommended and talked to him about the ones that I am familiar with.
4. Homelessness. The female present stated that the patient wants from here to go to the Glade which I am not familiar with, but she states it is an assisted living, he can live there and that somehow living there will make him drug-free. The patient being street smart, I told him he knows that that by itself is not going to get him clean and he smiled sheepishly.
5. Hypertension. He has his BP checked twice daily. He is on a current regimen with clonidine p.r.n. with parameters of when to dose.
6. General care. We will get labs later in the week, monitor his weights. PT and OT are engaged to help with the patient’s gait stability. He does not use any assistive device, but acknowledges that he walks somewhat off as he called it.
7. Social. I did talk with Rebecca, his friend, who is not his POA and he states not his girlfriend and hopes that she understands requests to let him answer are for his benefit not to be rude to her and she stated she understood.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
