CARREEN CASTROLL, PMH-NP, BC
222 MIDDLE COUNTRY RD.

SUITE 210

SMITHTOWN, NEW YORK 11787

Telephone (631) 265-6868

Fax (631) 265-6890

PSYCHIATRIC EVALUATION

PATIENT NAME: Frederick Walter
DATE OF BIRTH: 01/12/1950
PROVIDER: Carreen Castroll, PMH-NP, BC

APPOINTMENT START TIME: 01/29/2024, 10:45 a.m.

APPOINTMENT END TIME: 01/29/2024, 11:45 a.m.

APPOINTMENT DURATION: 60 minutes
PRIMARY CODE: 99205
HISTORY OF PRESENT ILLNESS: The patient presents with his wife for treatment of dementia. The patient is unable to provide an accurate history. He gives his wife permission to be present in the session who provided history for the patient. The onset of the patient’s illness was three years ago with worsening in the past seven years. He retired 10 years ago being an executive vice president of a union food and commercial company. The patient has symptoms of short-memory loss mostly for things and objects. He still remembers his family members. At first, he displayed word finding difficulties which is not as apparent during the session. He does exhibit echolalia of mild form. The wife stated that the patient yells, curses, throws things. He tried to hit his wife one day. There was an incident a short time ago where he hit his 4-year-old grandchild in the head. Those children no longer come to the house, but the wife is able to visit them over there. Montreal Cognitive Assessment was administered to the patient with an overall score of 6/30. He demonstrated severe deficits in visual, spatial and executive functioning, naming, memory, attention, language, and delayed recall. As far as orientation, he was unable to state the date, the month, the year, or the day of the week. He was able to state what place he was in and what city he was in. The patient denies current depression. He does not recall hitting his grandson nor does he recall nearly hitting his wife. He does note that he cannot drive and he is very upset about that.
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The patient was put on Seroquel 25 mg half in the morning and 0.5 at bedtime. The wife stated that it is not working. He has no history of depression, no prior hypomania or mania. No psychosis by history. He has never had panic attacks or anxiety. No mention of any psychological trauma. The patient does not have wandering behaviors at this time. He is able to dress and shower himself. He can make a sandwich. He does get up in the middle of the night to go to the bathroom. The wife has to do the finances, make all his phone calls and do his driving. The wife has stage IV cancer. Her chemo medications stopped working after one year. She has cancer of the lung, ribs, abdominal and chest wall secondary to breast cancer 16 years ago. She complains of back pain. It is a burden in the sense that she does have concerns that she will die soon. She does state that the 31-year-old son and his girlfriend live with them and the 31-year-old son will assume care of the patient.

FAMILY HISTORY: The father had emphysema and died at age 64. The mother had adult leukemia and died in her 80s. There is no psychiatric illness by history in the family. There is alcoholic drinking behavior on both sides of his family including his parents, brothers and sisters.

SUBSTANCE ABUSE: The patient no longer drinks. He drank “a lot” according to the wife up until a month ago. He owns a bar. He used to drink one bottle of wine and beers every day. He has never gone to detox. No psychiatric hospitalization. His brother owns the bar now.

MEDICATIONS: The patient is on Eliquis 5 mg p.o. b.i.d., aspirin 81 mg p.o. daily, Lipitor 80 mg p.o. daily, donepezil 10 mg p.o. daily, enalapril 2.5 mg p.o. daily, escitalopram 20 mg p.o. daily, memantine XR 28 mg p.o. daily, metoprolol ER 50 mg p.o. daily, and quetiapine 12.5 mg p.o. b.i.d. 
MEDICAL HISTORY: The patient has a history of coronary artery disease, hypertension, and hypercholesterolemia. He has frequent bowel movements. The patient complains of “crackles” in his head. This has been worked up by neurology without any significant findings. The patient has no prior head trauma.
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The patient’s primary medical doctor is Dr. Louis Greenblatt. His cardiologist is Dr. Gudziak at Suffolk Heart. His neurologist is Dr. Tsekhan. 
SURGICAL HISTORY: The patient had a loop recorder placed. He has had a three-vessel cardiac bypass. He had a cardiac ablation and a valve replacement. The patient had repair of left carpal tunnel. He had appendectomy many years ago.
ALLERGIES: No known allergies.

SOCIAL HISTORY: The patient has been married for 45 years. They have four children: female 41, female 39, female 35, and male 31. He worked as an executive VP in United Food & Commercial Workers Union. He is one of 13 children, being the second oldest. He grew up in North Babylon, New York. He is high school educated. 
DEVELOPMENTAL HISTORY: No problems have been known, but the wife does not know his exact history. She does state that his mother was given “pep pills” when she was pregnant with the patient.
DIAGNOSES: Major neurocognitive disorder due to probable vascular disease, unspecified severity, with other behavioral or psychological disturbance. 
PLAN: Add Risperdal 0.5 mg p.o. b.i.d. Continue donepezil 10 mg p.o. once daily. Continue memantine ER 28 mg p.o. once daily. Follow up in one month.
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