CONSULTATION NOTE

TYLER MEOAK
Date of Birth: 02/21/1983
Date: 06/09/2024

St. John Oakland Hospital

IDENTIFYING DATA: This is a young white male who was brought in from ICU. The patient has used opioids and cocaine and drug screens were positive. The patient was not doing well and disorganized. He was so confused when he was brought in that he could not give any details. The patient is feeling restless and irritable.

This 40-year-old used to abuse a significant amount of opioids and significant amount of alcohol. The patient states that he was feeling very depressed. He had tried to commit overdose with suicide ideation when he was brought in. The patient was started on medication. The patient was in ICU.

The patient was dehydrated when he was brought in. He had severe diarrhea. He had tried to take overdose. The patient has a past history of polysubstance use and past history of alcohol abuse.

At this time, his labs are improving. The patient denies suicide thoughts. Today, the patient’s girlfriend Tammy is there. She works for a restaurant. The patient has a possibility of going back and working there. The patient was explained about substance abuse program. The patient is going to think about it.
PAST PSYCH HISTORY: Outpatient history and inpatient history.

PAST MEDICAL HISTORY: History of weight loss, abnormal labs, and he had severe diarrhea before and GI had seen him. The patient feels restless at this time.
PSYCHOSOCIAL HISTORY: The patient was born and brought up in Michigan in an intact family. He completed high school. The patient was dabbling in drugs and alcohol. The patient was married. He has one daughter. He has gone through the divorce. The patient believes that alcohol played a role into the divorce. Presently he has a girlfriend Tammy, very steady. The patient’s girlfriend states that she wants him to be helped and she wants to continue with him. The patient has fallen down and had a facial injury also. The patient agreed that he needs help.
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MENTAL STATUS EXAMINATION: This is a white male, gave fair eye contact. Speech is slow and goal-directed. Reaction time is normal. Verbal productivity is normal. No halting or blocking noted. No flights of ideas noted. Stated mood is normal. Affect is normal, full in range. Appropriate though content. The patient denied suicidal or homicidal ideation. Oriented x 3. 
DIAGNOSES:

Axis I:
Mood disorder secondary to polysubstance use disorder. Rule out major depression recurrent.
Axis II:
Deferred.

Axis III:
History of polysubstance use, facial injury, history of falls, history of opioids, alcohol abuse 
Axis IV:
Severe.

Axis V:
20
PLAN: At this time, we will continue his medication. We will discontinue his suicide sitter. We will change it to safety. We will follow.
Sudhir V. Lingnurkar, M.D.

