SUZANNE L. TUZEL, M.D.

222 MIDDLE COUNTRY RD.

SUITE 210

SMITHTOWN, NEW YORK 11787

Telephone (631) 265-6868

Fax (631) 265-6890

PSYCHIATRIC EVALUATION

PATIENT NAME: Mary Mee

DATE OF BIRTH: 12/09/1953

DATE OF EVALUATION: 04/04/2023
The patient is a 69-year-old female, married for the past 45 years, mother of three children; two sons age 50 and 40 years old and a 45-year-old daughter, residing with her husband, on medical disability for the past 10 years due to rheumatoid arthritis, having worked odd jobs in the past, referred for ongoing medication evaluation and management for anxiety symptoms.
The patient states she has been in treatment with Rose Peterson at Clinical Care Solutions which had closed down with no forwarding address. Therefore, she is seeking treatment with a new provider. She stated that her last appointment was in February 2023, but when she went there, there was no one there as the office had closed and she was told and said to follow up with her primary care physician. The patient reports being prescribed on Zoloft 50 mg q.a.m. and Xanax 0.5 mg t.i.d. She reports taking one tablet every morning and two tablets at bedtime. The patient describes having middle insomnia, therefore periodically napping during the day. She described that her husband is her biggest support. He is employed as a sanitation industrial truck driver. The patient describes her physical pain exacerbates her anxiety and dysphoric tendencies. She reports becoming anxious when driving. She states Zoloft has enabled her to minimize panic attacks.

PAST PSYCHIATRIC HISTORY: No reported history of psychiatric hospitalizations. No reported history of suicide attempts. No reported history of aggressive tendencies. The patient stated she first saw a psychiatrist a couple of years ago, prompted by her physical pain issues.
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She reports drinking alcohol on a frequent basis, socially only. She denies any illicit substance usage though she did state that she had tried marijuana in the past and found it somewhat beneficial as it “mellowed her out”. She denies ever having been in therapy. She reports being religious which gives her support as well.

MEDICAL / SURGICAL HISTORY: Her primary care physician is Lawrence Goldman, M.D. Rheumatologist is Dr. Tan. Orthopedic surgeon is Dr. Sethi. The patient is 5’3” and weighing 234 pounds. She has a history of insulin-dependent diabetes mellitus, controlled on Humalog. History of hypercholesterolemia, prescribed on simvastatin. History of hypothyroidism, prescribed on levothyroxine. History of vertigo. History of HPV. History of asthma, prescribed on albuterol inhaler p.r.n. History of rheumatoid arthritis diagnosed over 10 years ago for which she receives monthly IV infusions. History of lichen sclerosus, prescribed on Clobetasol. History of left hearing impairment – wearing a hearing aid. Status post pacemaker in 2005 and 2015. Status post lower spine surgery. Status post hernia repair surgery with laminectomy x 2. Status post hysterectomy. Status post bowel resection surgery in 2005 for diverticulosis. The patient reports going into surgery next week for repair of a deformed hernia growth at the Long Island Community Hospital. The patient does not present in any acute physical distress.

ALLERGIES: The patient is allergic to SULFA causing swelling of the throat as well as well as AUGMENTIN with similar swelling of the throat.

FAMILY / SOCIAL HISTORY: The patient is the youngest of three girls. She has an older sister, five years older than herself. She stated one of her sisters died in 2007 from cancer at the age of 64. The patient states that her eldest son had a history of substance abuse, but he is now clean. She described her children as living close by. She stated that her mother had a history of anxiety. She reported that her cousin’s son had committed suicide. The patient denied any history of physical, sexual or emotional abuse issues.
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MENTAL STATUS EXAMINATION: Exam at the time of evaluation reveals a 69-year-old female who walked into the office limping due to complaints of back pain. She is neatly groomed, in casual attire, pleasant and cooperative on interview, maintaining good eye contact. Speech spontaneous, normoproductive and goal directed. Mood euthymic, describing depressive tendencies due to ongoing pain issues and limited mobility. Affect is appropriate. No evidence of any acute overt delusional beliefs though she does express somatic preoccupation. No evidence of any acute disordered thought processes. The patient denies any suicidal or homicidal ideation. She is awake, alert, and oriented x 4 with no evidence of any gross cognitive deficits. Insight and judgment intact.

DIAGNOSES:

F41.1 generalized anxiety disorder.
History of F41.0 panic disorder.
Rule out F34.1 dysthymic disorder related to chronic medical conditions and pain issues.

RECOMMENDATIONS: For now, the patient will continue on Zoloft 50 mg q.a.m. We will also continue Xanax 0.5 mg t.i.d. p.r.n. The patient was given information on GeneSight psychotropic pharmacogenomic testing. She was given individual therapy referrals. We will obtain consent to receive past medical records from previous treating psychiatrist’s office. The patient is to have ongoing medical followup and routine labs with most recent labs to be forwarded to this office for review. The patient is to return to this office in two to three weeks.
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