


INITIAL EVALUATION
RE: Edwin Skala
DOB: 11/23/1935
DOS: 12/05/2025
Windsor Hills
CC: New patient.
HPI: A 90-year-old gentleman seen in his room, he is lying in bed, he is awake, in good spirits and cooperative to exam. The patient has frontal lobe dementia; while he is verbal and interactive, not able to give information and it is unclear that he understands what is stated or asked of him. Staff report that he is generally very cooperative.
PAST MEDICAL HISTORY: Frontotemporal dementia, hypertension, BPH, GERD, morbid obesity, senile debility, hyperlipidemia, chronic ischemic heart disease, type II diabetes mellitus, hypothyroid, and vitamin D deficiency.
MEDICATIONS: Atenolol 25 mg one tablet q.d., nystatin powder to peri-area t.i.d., Zocor 40 mg h.s., Miralax q.d., MVI q.d., Eliquis 2.5 mg q.d., ASA 81 mg q.d., Drisdol capsule 1.25 mg (50,000 IU), D3 one capsule q. Thursday, cinnamon tablet 500 mg two tablets b.i.d., Namenda 10 mg q.d., Claritin-D one tablet q.d., Omega-3 one capsule q.d., CranCap one tablet q.d., Flomax q.d., Pepcid 20 mg q.d., metformin 500 mg one tablet b.i.d. a.c., and levothyroxine 25 mcg q.d.

ALLERGIES: NKDA.
CODE STATUS: Full code.
DIET: Liberalized diabetic diet, regular liquid.
PHYSICAL EXAMINATION:

GENERAL: Obese older gentleman who was awake, lying in bed, made eye contact, but did not speak.
VITAL SIGNS: Blood pressure 99/50, pulse 65, temperature 98.4, respiratory rate 18, O2 sat 95% and weight 294.4 pounds, which is stable for the patient over the past couple of weeks, but at the beginning of the month he had actually weighed 9 pounds less.
HEENT: Full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.
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CARDIOVASCULAR: He has an occasional irregular rhythm at a regular rate without murmur, rub, or gallop.

RESPIRATORY: He does not take deep inspiration, so decreased bibasilar breath sounds. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Obese. Nontender. Unable to palpate for HSM. Hypoactive bowel sounds.
MUSCULOSKELETAL: He is robust. He repositions himself without difficulty, moves his arms. The patient requires assist for transfers.
NEURO: He is alert, oriented x 1, occasionally x 2. He recognizes his wife’s voice when she calls and speaks to him by speakerphone. His affect can fluctuate depending the situation. He is generally pleasant.
SKIN: Warm, dry, and intact with fair turgor.
ASSESSMENT & PLAN:
1. Frontotemporal dementia advanced. Today, no evidence of BPSD and I think it is just in the approach and actually the time that the patient is addressed.
2. Diabetes mellitus type II. A1c is 7.2, which for the patient’s age is well within target, no change in his current medication.

3. Hypothyroid. Recent thyroid profile shows a normal TSH and free T4, so we will continue with Synthroid at its current dose.

4. Hyperlipidemia. The patient is on a statin and his profile values are roughly within normal. Triglycerides are a bit elevated at 256 and HDL just shy of the 40 or greater at 37. No changes in his statin; in fact, at some point, we can stop it.

5. Polycythemia. H&H are 18.3 and 57.0 with a normal MCV and MCH. We will look to see if there are comparison values, but for now nothing to be done.

6. Thrombocytopenia. Platelet count is 91. We will look at medications, which may contribute to that.
CPT ________
Linda Lucio, M.D.
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