COMPREHENSIVE COUNSELING CENTERS PC

PROGRESS NOTES


INITIAL PSYCHIATRIC EVALUATION
Name: Ann Mari Franks

DOB: 10/15/1974

Date/Time: 02/24/2025

Telephone #:313–910–5053

2002 East Park Drive

Algonac, MI 48001

Place: Comprehensive Counseling
IDENTIFICATION DATA: Ann is a 50-year-old married Caucasian female living with her husband. Does not have any children. Currently unemployed and was married in 2022 but she knows her husband for last 20 years. The patient makes an appointment for psychiatric evaluation as she was not happy with outpatient care in different facility.

CHIEF COMPLAINT: Increase depression, anxiety, feeling of hopelessness, helplessness, and medication is not working.

HISTORY OF PRESENT ILLNESS: Ann Mari described that she has been undergoing lot of depression for last many years. She was seeing Dr. Beebe at Macomb Hospital psychiatrist who was retired. She went to follow up outside from different facility. She was not feeling happy with the treatment. Therefore, she wants to change her psychiatrist. She described that she has been feeling depressed, sad, hopeless, or helpless. Sleeping too much but denies any problem of appetite. Constantly feeling tired and fatigue. She does not enjoy any hobbies. Mostly stay at home or sometimes go out with husband often having problem with the concentration, lack of energy, feeling of hopelessness, and tiredness. She described she was seeing Dr. Barb Beebe and she was in treatment for last 10 years. She described she was on Wellbutrin XL 300 mg daily, Cymbalta 60 mg b.i.d., and also on Xanax off and on. She was doing good since doctor has left. She was seeing different outpatient psychiatrist and they did not provide all her medication except giving Rexulti and buspirone, which does not help and she still feeling tired. She described often having mood changes but mostly feeling of anxiety sometime panic in feeling  but denies any suicidal or homicidal behavior. Denies any manic episodes. She never attempted suicide. She believes in religion. She denies any auditory or visual hallucinations or any persecutory delusion or any delusion that somebody is out to get her. Never had any mood changes and never had nightmares flashbacks. Denies any history of trauma except she described that she has relationship with a man for 13 years who was physically emotional abuse although since she got married with the current husband she is feeling happy and her relationship is going on fairly well.

PSYCHIATRIC HISTORY: She described she has never been in mental hospital except she was following outpatient treatment with Dr. Barb Beebe, M.D. and with another psychiatrist recently. She describes she has several medications, which she has been taking.
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PAST MEDICAL HISTORY: Positive for fibromyalgia, chronic pain in her back, obesity, sleeve surgery for obesity, and diagnosed autoimmune disorder.

MEDICAL MEDICATION: Including gabapentin 600 mg twice a day, methotrexate 80 mg per week, Plaquenil 200 mg twice a day, Motrin 800 mg four times a day on p.r.n. basis, oxycodone 10/325 mg four times a day, Prevacid one capsule every day, baclofen 10 mg t.i.d. on a p.r.n. basis, morphine 50 mg b.i.d. for pain off and on, Xanax 1 mg three times a day on p.r.n. basis, Wellbutrin XL 300 mg daily, Ritalin 5 mg daily, and buspirone 10 mg three times a day.
SOCIAL HISTORY: Denies any use of drugs but rarely drink alcohol but never get intoxicated. She has limited relationship. Her three friends two friends living out of the state so she communicate on phone only one friend living here with whom she used to talk. Her hobbies are going to fishing with her husband otherwise mostly stay at home sometime look at TV.

PERSONAL HISTORY: She was born in Michigan. Completed 12-grade education. Having some college. Worked in a factory and later on discharged from the work. Mother died in September 2024. 10 years ago, she was in a nursing home and became bedridden. Her father died in 1998. Her sister died two years ago. She has got two brothers died 13 years ago within a span of one week. She has one-half sister with whom she has some relationship.

PAST SURGICAL HISTORY: She described she was operated for obesity and undergone sleeve surgery. She received pain injection in her both knee by pain doctor treated for right shoulder rotator cuff injury, right wrist, and right hand, which is work related and her both knees are better. Her primary care doctor is Dr. Tucker at the Henry Ford Center. She also indicates there is a strong history of bipolar mood disorder to her father’s side of the family.

MENTAL STATUS EXAMINATION: She described herself. She is 5’4” height and 296 pounds in weight. Her mood was euthymic. Affect was appropriate. She was in good self-care, proper attire. Having good eye contact. Her speech was clear. Able to focus, attentive. She knows date, month, and year. Named the President. Her attention span was fair. Although she has difficulty in concentration like when I asked to repeat 69123, she has hard time to repeat it backward and she says 32916. Her immediate memory was fair. Recall was fair. Motor activity was normal. No agitation or aggression. Having good eye contact. Her mood was euthymic. Affect was appropriate. She was preoccupied with her medications helping her depression, anxiety, and fibromyalgia, but denies any auditory or visual hallucinations or any persecutory feeling. She can name objects and follow commands. She can do simple addition and multiplication. Her obstruction ability was fair. Executive function was fair. Appears to be of average intelligence.
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DIAGNOSTIC IMPRESSION:
Axis I:
Major depressive disorder recurrent, episode severe 296.33, generalized anxiety disorder 300.02, and posttraumatic stress disorder 309.81.

Axis II:
Deferred.

Axis III:
Rheumatoid arthritis, autoimmune disease, morbid obesity, chronic back pain, chronic pain syndrome, long COVID, history of rotator cuff injury in her right shoulder, right knee, and also on right hand.

Axis IV:
Multiple medical issues, poor self-esteem, lack of support, several deaths in the family, family history of mental illness, and other psychosocial factors unemployed.

Axis V:
50.

RECOMMENDATIONS: I recommended to get a complete physical and blood workup since she has her primary care doctor Dr. Tucker. I explained her that I need all the record including EKG to make sure that she has no QT changes also old record from my review. I am considering risk and benefit. She wanted to continue on Wellbutrin XL 300 mg daily and she does not have this medication. Therefore, I explained that I will give her for 30 days and we will monitor. BuSpar 10 mg b.i.d. and Cymbalta 60 mg twice a day. I explained the role of medication, drug interaction, risk and benefit, and discouraged that I am not planning to give her Xanax as she has been taking several opioid -related medication, which can cause interaction and may affect her vital sign. The patient agreed with the plan and consent was obtained. I further discouraged that she is taking too many medications, which interfere with her cognitive functioning including baclofen, Percocet, morphine, methotrexate, and gabapentin. I explained risk benefit of gabapentin also. The patient denies any suicidal ideation, any plan, any past attempt, or any desire. She described having a supportive husband and she feels comfortable and happy with her. I also encouraged outdoor activities, work on her diet, exercise, and also consult with endocrinologist to identify a reason for her obesity. I further explained that I would like to see her in two weeks for further assessment and evaluation and response of the medication to which she agreed.

Santosh Rastogi, M.D.

Transcribed by: AAAMT (www.aaamt.com)

