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: Akis Kaya
DATE OF BIRTH: 05/27/1996

DATE OF EVALUATION: 01/10/2023
The patient is a 26-year-old single male residing with his parents working as a manager at a family-owned gas station, referred by his brother, Abdul for anxiety and depressive symptomatology.

The patient describes being sensitive in manner. He reported over the past year feeling more stressed, having worked a lot and being unable to go to school not knowing what kind of work he wants to go into or studies. He describes having a lot of family stressors. He stated that his grandparents in Turkey died one and half years ago from COVID. The patient describes waking up from sleep at times with acute anxiety stating “my mind is very cloudy”, but he describes still being able to function at work. He reports sleeping from 12:30 am to 6:30 a.m. He describes having racing thoughts. He reports his appetite as being stable. The patient describes having periods of anger/verbal aggression. He describes having periods of dizziness for which he had followed up with his primary care physician and had been prescribed on meclizine. He states that his dizziness causes panic attacks and vice versa. He describes getting panic attacks a few times a week. The patient reported over the past year starting to work out to minimize some of his stress. The patient states his main desire is to minimize feelings of cloudiness and racing thoughts as well as obsessing over certain things. The patient stated that his friends graduated from college which causes him to feel down at times because he is not sure what direction he wants his career to take. The patient describes having a good relationship with his family whom he reports as being supportive and caring.
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MEDICAL HISTORY: The patient’s primary care physician is Turkhan Ozcan, M.D. The patient is 5’8” weighing 190 pounds. He has a history of vertigo and tinnitus, prescribed on meclizine with neurological referral having been given by his primary care physician. The patient is status post Achilles tendon tear following a soccer injury, having had two surgeries, back in May 2021 and May 2022. The patient reports his most recent lab workup within the past year has with all results having been within normal limits. The patient currently denies any acute somatic complaints and does not present in any acute physical distress.

PSYCHIATRIC HISTORY: No reported history of psychiatric hospitalizations. No reported history of suicide attempts. No reported history of physical aggression. The patient reported having previously been given a trial on Effexor XR by his primary care physician, but he stated this had made his anxiety worse.

FAMILY/SOCIAL HISTORY: The patient came to the United States at the age of 8. He has since gone back to Turkey for visits having last gone just recently. He reported having finished community college after two years he then went on to Baruch College for two years, but had stopped when the COVID pandemic started. The patient states his father and uncle own a gas station for which he has been employed as the manager. The patient is the second youngest of four children. His youngest brother is 14 years old. He states his mother had been prescribed on Effexor 75 mg a day for years. Otherwise, he denies any history of psychiatric illness in the family other than his other brother who has a history of anxiety and dysthymic tendencies. The patient denies any history of suicide in the family. No reported history of substance abuse issues in the family. The patient reports drinking alcohol on a social basis only. He states when he had smoked weed it has a tendency to make him feel more anxious so he does not use marijuana or any other illicit substances. The patient does report smoking hookah “tobacco” on a social basis.
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MENTAL STATUS EXAMINATION: At the time of evaluation revealed a 26-year-old male neatly groomed, in casual attire, pleasant and cooperative on interview, maintaining good eye contact. Psychomotor activity level within normal limits. Speech is spontaneous, normal productive, and goal-directed. Mood anxious and dysphoric. Affect appropriate. No signs and symptoms of mania. No evidence of any acute over delusional beliefs. No evidence of any acute disordered thought processes. The patient denies any suicidal or homicidal ideation. He is awake, alert, oriented x4 with no evidence of any gross cognitive deficits. Insight and judgment intact.

DIAGNOSES: F41.0, panic disorder. F34.1 dysthymic disorder.

RECOMMENDATIONS: The patient to be initiated on a trial of Trintellix 5 mg daily with samples given. He was given an individual therapy referral. 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 four weeks for further evaluation and responsiveness to Trintellix prescribed.
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