COMPREHENSIVE COUNSELING CENTERS PC

PROGRESS NOTES


INITIAL PSYCHIATRIC EVALUATION

Name: Marybeth Glynn

DOB: 03/20/1955
Date/Time: 04/17/2023

The patient was seen via Doxy. The patient has consented for Telehealth appointment.

IDENTIFICATION DATA: Mary is a 68-year-old single Caucasian female who was discharged on 04/03/23. She was diagnosed having major depressive disorder single episode, history of hypothyroidism, angina pectoris, irritable bowel syndrome and asthma. The patient was discharged on Zoloft 100 mg daily, Norvasc 10 mg daily, Synthroid 112 mcg tablet per day and Synthroid 25 mcg per day, Desyrel 50 mg at bedtime. Since she was discharged she described she is feeling better. She is not as anxious. She has been compliant with the milieu and started working. She denies any conflict with her sister. Her niece also is a conservator. She described she is not spending her money uselessly and tried to work on situation. She denies any hallucinations, mood swings or any problems. This was the first psychiatric admission and she was discharged on Zoloft 100 mg daily, Desyrel 50 mg daily.

MEDICAL HISTORY: Positive for hypothyroidism, obesity, hypertension, irritable bowel syndrome, and asthma. Her CBC differential profile was normal. B12 and folate was normal. Pregnancy test was negative. Lipid profile shows triglyceride was 179, which was high. Her alcohol level was less than 10. UDS was negative for any substance abuse. TSH receptor antibody was more than 1.10 unit. Syphilis test is nonreactive. She was COVID reactive. She was also given an EKG that shows normal sinus rhythm. Her medical history also as per medical record she was diagnosed with hypothyroidism, essential hypertension, hyperlipidemia, history of migraine headache, chronic neck pain, and mildly elevated liver enzyme. Her review of system was normal.

FAMILY HISTORY: Positive for hypothyroidism. She is single. She does not have any children.

Physical examination was essentially normal.

MENTAL STATUS EXAMINATION: Since discharge Mary has been doing fairly well. She has been taking all her medications. She denies any suicidal or homicidal ideation. She describes she does have little bit memory problem, but she does not want to give her guardianship to anyone. She presented as a tall Caucasian female 5’7’ height and 180 pounds in weight. She was alert, oriented to date, month and year. Her mood was euthymic. Affect was restricted. Speech was clear. Motor activity was normal. She describes she is not feeling depressed or sad. She denies any suicidal or homicidal ideation. Denies any auditory or visual hallucinations or any persecutory feeling. She can repeat 6, 9, 1, 2, 3 forward and backward.
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She can spell World forward and backward. Recall was limited. There was no aphasia, apraxia or agnosia. She described her positive vegetative symptoms of depression has improved. She was appropriate and logical to multiplication, subtraction. Abstraction ability was fair. Judgment and insight seem to be fair. Her intellectual activity was average.
DIAGNOSTIC IMPRESSION:
Axis I:
Major depressive disorder single episode with no suicide ideation.

Axis II:
Deferred.

Axis III:
Obesity, hypertension, hypothyroidism, hyperlipidemia, history of migraine headache, and chronic neck pain.

Axis IV:
Living alone. She is working and has relationship with her sister.

Axis V:
55.

PROGNOSIS: Fair to guarded.

RECOMMENDATIONS: She described she wants less doses of Zoloft so doses of Zoloft were decreased to 50 mg daily. Continue on trazodone 50 mg daily. I further discussed that she should follow her medical doctors for her hypertension and hypothyroidism, migraine headache and back pain to which she agreed. I sent a prescription for 30 days and will adjust the doses of the medication according to clinical exam. A followup appointment was given in 30 days.

Santosh Rastogi, M.D.
Transcribed by: AAAMT (www.aaamt.com)

