


INITIAL EVALUATION
RE: Leroy Morrow
DOB: 04/15/1948
DOS: 12/19/2025
Windsor Hills
CC: New patient.
HPI: A 77-year-old gentleman who I am seeing for the first time, he was sitting up in his wheelchair, he was quiet, I introduced myself and it took a little time, but he eventually came around and was interactive with me and allowed exam. The patient was able to give basic information, his eye contact was limited.
PAST MEDICAL HISTORY: ASCVD, HTN, HLD, depression, dysphagia, chronic pain syndrome, BPH, GERD and senile dementia of the brain without BPSD.
PAST SURGICAL HISTORY: Left upper extremity surgery; he cannot tell me, what it looks like a tendon repair.
MEDICATIONS: Metoprolol 25 mg b.i.d., Flomax one capsule q.d., MVI q.d., Colace one capsule b.i.d., Senna two tablets q.d., Prozac 20 mg q.d., Lipitor 10 mg h.s,, Aricept 10 mg h.s.
ALLERGIES: NKDA.
DIET: Regular mechanical soft with thin liquid.

CODE STATUS: Full code.
SOCIAL HISTORY: The patient was admitted here after hospitalization. He is not married, but has two children. His sister Ruby is his POA. The patient worked as a mechanic. He has a 40-pack year smoking history. Social ETOH use, none since admission here.
REVIEW OF SYSTEMS: The patient wears glasses. He is edentulous. Denies difficulty chewing or swallowing. The patient gets around in a manual wheelchair that he can propel, he self-transfers. His last fall was prior to coming here and he has mixed continence of bowel and bladder.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, cooperative to being seen.
VITAL SIGNS: Blood pressure 136/79, pulse 80, temperature 97.8, respiratory rate 20, O2 sat 98% and weight 159.4 pounds.
HEENT: He has full-thickness hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. He is edentulous.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: He was lying in bed and able to move his arms and legs. No lower extremity edema, Intact radial pulses. He has good grip strength bilateral. He self-transfers; I saw him go from bed to chair for meal and he can propel his manual wheelchair without difficulty.
NEURO: CN II through XII grossly intact. He is alert. He is oriented to person and place. He knows it is near Christmas, but did not know the date or day. Affect is slightly blunted. He did make eye contact and was cooperative, understood given directions or questions asked.

SKIN: Warm, dry, and intact. He does have a well-healed scar on his upper left extremity from a surgery that he states they made a mistake, but he did know what was being done. Otherwise, skin is warm, dry and intact.
ASSESSMENT & PLAN:

1. Screening A1c was done 09/11/2025, and result is 6.2. The patient was not started on medication and I will do a quarterly check to ascertain whether or not hyperglycemia is an issue for the patient. Slight elevation of A1c at 6.2. We will do a quarterly check from the last time it was checked and see where this value lies and decision as to whether the patient needs treatment for borderline DM II.
2. Iron-deficiency anemia. H&H are 10.3 and 33.5 with a microcytic MCV and MCH indicating iron deficiency, but no iron was started in review of his medications. Feosol one tablet p.o. q.d. with meal to be started and we will recheck a CBC in 90 days.
3. Hypoalbuminemia. Albumin is 3.3 with T-protein well within normal at 7.1. Remainder of CMP was WNL.
4. Hypothyroid. A baseline TSH is ordered as one has not been done.

5. A lipid profile will be checked.
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