COMPREHENSIVE COUNSELING CENTERS PC

PROGRESS NOTES


INITIAL EVALUATION 
Name: Hannah Gomoll

DOB:  12/26/1997
Date/Time: 05/01/2023

Telephone#: 248-906-5335
The patient was seen via Doxy.me. The patient has consented for Telehealth appointment.

IDENTIFICATION DATA: Hannah is a 25-year-old single Caucasian female living with her friend Teresa in an apartment. The patient was discharged from Ascension Oakland Hospital on last Monday. She was having history of depression, anxiety with panic attack, and having suicidal ideation. However, the patient stayed in the hospital for about two weeks and has made a significant improvement in her mood behavior and functioning. She described that since she is discharged from the hospital, she has been feeling better. She is almost a different person. Her motivation has improved. She is more productive at work and she is on top of the work on a daily basis. She has been involved in daily activities and does not have any problem with the medication. She has been eating and sleeping good. She is having no suicidal or homicidal ideation. During hospital her therapy with me and also on the unit has made tremendous changes. She liked me to talk to her roommate Teresa to get more confirmation and Teresa described her attitude has changed. She is more motivated. She is not lying in bed all the time. She is more productive and more interactive and she has been feeling much better and she is happy with the progress. She has been eating and sleeping all right. No fatigue or tiredness.

PAST PSYCHIATRIC HISTORY: This is first psychiatric admission.

PAST MEDICAL HISTORY: Positive for seizure for which she has been seeing neurologist.

SOCIAL HISTORY: She was smoking marijuana, but promised not to do that any more. 

ALLERGIES: No allergies.

PERSONAL HISTORY: She was born in Michigan completed 11th grade education. She is living with girlfriend who is 38-year-old. She is working in a donut shop. Her parents are alive. She has two sisters. Another sister who is 31-year-old also has history of seizures. She has a brother who is 40-year-old. She has no communication with her family. 

PHYSICAL EXAMINATION: Essentially normal. 
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She was seen for abnormal EKG due to nonspecific ST-wave changes. No recommendation was made. Her EKG shows normal sinus rhythm and short PR interval. Her CBC and differential profile was normal. Her Depakote level was 82 mcg/mL. Lipid profile shows cholesterol was 222. LDL was 149. Liver enzyme was normal. Thyroid profile was normal. 

MENTAL STATUS EXAMINATION: Today, she presented as a slim and tall Caucasian female about 5’3” height and 124 pounds in weight. She was pleasant and cooperative in good self-care having good eye contact. She was communicating appropriately and having appropriate interaction. Her speech was clear. Thought process organized. She denies any vegetative or neurovegetative symptoms at the present. She describes since she came to the hospital she does not have any anxiety or panic attack. She denies any auditory or visual hallucinations or any persecutory feeling. Her thought process is coherent and logical. Immediate memory was intact. Recall was fair. She can name objects and follow commands. She is of average intelligence. Her abstraction ability was fair. Her judgment and insight is good. She denies any intention to hurt herself. She has been taking all her medication. She describes her medications were Zoloft 100 mg daily, Risperdal 3 mg at bedtime, trazodone 50 mg daily, Vistaril 25 mg b.i.d. p.r.n., propranolol 80 mg daily for POT syndrome, Depakote 500 mg b.i.d and 125 mg b.i.d. Depakote level was normal. Her Keppra 500 mg b.i.d was given for seizure disorder.

DIAGNOSES:

Axis I: Major depressive disorder stable. No psychosis. No depression. No suicidal ideation.

Axis II: Deferred.

Axis III: Seizure disorder, POT syndrome.

Axis IV: Living with her friends. Improve self-esteem. Desire to improve social interaction. Other psychosocial factors the patient has been positive about everything.

Axis V: 55

PROGNOSIS: Guarded.

RECOMMENDATION: The patient described that she has all the medications. She does not need any medication. She has an appointment with the neurologist next few days. She also is to see a primary care physician and cardiologist. She continued taking vitamin D3. Her Klonopin was discontinued. All other medications she described having been doing fairly well. I encouraged to follow with her medical neurologist and may be a therapist, but she indicates that she needs a therapist at nearby her home. I explained if she has a therapist, I have no problems. She can continue seeing them. I further discussed still her unstable situation. I would like to see every two weeks to which she agreed and followup appointment was given in two weeks.

Santosh Rastogi, M.D.

Transcribed by: AAAMT (www.aaamt.com)

