


INITIAL EVALUATION
RE: David Giles
DOB: 10/07/1963
DOS: 05/20/2023
HarborChase AL

CC: New patient.

HPI: A 60-year-old in residence since 05/09/23 is seen today. The patient shares an apartment with his mother. She was seen first and stated that he moved in with her because she was too *__________* to live alone. When I met the patient, he was energetic, quite verbal and animated. He was pleasant, but very clearly had memory deficits which he acknowledges. When I would ask him questions like I said you are 60 years old and I told him his date of birth and he said “I don’t know”. He goes “you will have to figure that one out”. He was unable to calculate given his birth date to present how old he is, but could not remember his own given birth date to begin with and asking him questions that were some things that he could give information and others where he clearly could not. I told the patient that the days that I am here, I have frequently seen him out on the patio smoking. So I asked him how much he smoked and he said “not very much” and he said that while he could not remember how many smokes, but he did not think it was a pack a day. He states he feels good. He thinks he has a good appetite, but could not tell me how much he eats. When I asked him what he had for dinner, he does not know if he even had dinner. Generally to most questions, he would state “well, that is a hard question to answer.” 
PAST SURGICAL HISTORY: Tonsillectomy and right wrist surgery. He showed me the scar, but does not know what it was for.

MEDICATIONS: None.

ALLERGIES: NKDA.

CODE STATUS: Full code.
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SOCIAL HISTORY: The patient has been married x 1. He has a son named Cody. He has not had recent contact with him, but when I asked if he remembered the last time he could not and was trying to extrapolate how big he appeared the last time he saw him. He states that he is afraid that maybe something has happened to him like maybe he has got in a car accident. The patient states that he had several jobs when asked like his first business was David’s Lawn Care where he mowed the lawns, carwash chain and other small businesses; then he went to work at Cox Communications and retired from there after 20 years. When I asked where he lived prior to coming here, he stated with his mother. She had told me that she lived in her house and he lived in his house independently. The patient stated that he kept in contact with his biological father until his passing and from his biologic father he has two half-brothers who live in Texas, Justin and Jeff, and has a good relationship with his half-sister Andrea who is from his mother’s second marriage. He is a smoker of over 40 years, approximately one pack per day. He does drink alcohol. He tells me that he had just today looked into his refrigerator and saw four beers and did not know how long they had been there, but noticed that it was a 12-pack container and so he does not know what happened to the other beers, but knows that his mother does not drink beer. His POA is his sister Andrea Ogle.

REVIEW OF SYSTEMS

CONSTITUTIONAL: He states the highest that he ever weighed was 138 pounds, but that he has always been skinny.

HEENT: He wears glasses. His hearing is good without hearing aids. He has a full upper plate and a partial lower plate. When I asked how he lost so many teeth at his age, he said he thinks it may have been something like a motorcycle accident or a car accident, but he is not certain.

RESPIRATORY: He denies cough, expectoration or SOB.

CARDIAC: He has no chest pain or palpitations.

GI: No difficulty chewing or swallowing. No abdominal pain and is continent of bowel.

GU: Continent of urine.

NEURO: When asked if he noted that he had some memory problems, he said “well, how would I know because I cannot remember”. He has a good appetite and good sleep pattern and sleeps without problem. 
PHYSICAL EXAMINATION:

GENERAL: Thin petite male, pleasant and cooperative.

VITAL SIGNS: Blood pressure 170/95, pulse 76, temperature 97.9, respirations 18, and weight 124.4 pounds.

HEENT: He has straight comb medium length brown hair. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa.
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NECK: Supple without LAD and clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough.

CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: He ambulates independently, steady and upright. Limbs move in a normal range of motion. No LEE. He is lean, but with good muscle mass and motor strength.

NEURO: CN II through XII grossly intact. He is alert. He is oriented to self and Oklahoma, unable to give much information about his own history, but is pleasant and very amiable. 

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:
1. Early onset Alzheimer’s. I told the patient that I was going to visit with him in the next week or so and we will get more information about his level of memory deficit, i.e., an MMSE and we will go from there. 
2. HTN. Today’s BP is elevated. The patient is unaware if he has ever had a problem with elevated blood pressure. I am going to have BP checked daily for the next two weeks and we will have order for p.r.n. clonidine with parameters for dosing. Likely, he will need to start on a routine medication. 
3. CMP, CBC, HLD and TSH ordered. 
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
