ADMISSION PSYCH EVALUATION
KEVIN CIBULSHI

MRN: 918128834142
Date of Admission: 05/23/2024
Attending Physician: Dr. Lingnurkar
St. John Macomb Hospital
IDENTIFYING DATA: This is a young white male who was brought in to the hospital. The patient wants to commit suicide. He wants to cut his wrist. He is homeless. He is feeling frustrated. He feels that nothing is working. The patient has a long history of questionable bipolar illness. The patient was addicted to Vicodin. He was taking excessive amount of pain medication. The patient is restless and irritable, at times agitated.

PAST PSYCH HISTORY: Outpatient history and inpatient history.

PAST MEDICAL HISTORY: History of hypertension and history of hypercholesterolemia. The patient was addicted to Vicodin which is mentioned above.
PSYCHOSOCIAL HISTORY: The patient was born and brought up in Michigan. The patient was very close to father and mother. Father died recently. Mother died. The patient used to work for Kroger. He was a stock buyer for 14 years, then he stopped working. He got into the drugs. The patient was hoping that he will get Social Security now because he cannot function.

The patient is homeless at this time, going from friend to friend or sleeping in the bus stops. Sometimes he is sleeping in the park. He feels that it is very difficult to continue.

The patient never married, but has a fiancée. Fiancée has a son. She is on Social Security and she is also “hopping” with the friends because they have no stability. The patient states he does not have any bills at this time. He is becoming disturbed.

MENTAL STATUS EXAMINATION: This is a white male, disheveled, sad, hopeless and helpless. He gave fair eye contact. Speech is slow and goal-directed. Reaction time increased. Verbal productivity is reduced. No halting or blocking noted. No flights of ideas noted. The patient talked about suicidal ideation. Oriented x 3. He could not participate in a formal mental status examination. Insight is limited. Judgment is poor. 
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Columbia Rating Scale is utilized. The patient is low risk at this time. We will discontinue his sitter. The patient is made aware that he can come to the nurses’ station. He is also aware that every 15 minutes he will be watched. He is aware that he is in a lock unit. He feels comfortable. He promises me he is not going to act up. We will discontinue sitter at this time.
The patient has no family support at this time. 
DIAGNOSES:

Axis I:
Bipolar disorder depressed. Rule out major depression recurrent with questionable suicide ideation.
Axis II:
Deferred.

Axis III:
History of opioid abuse, history of weight loss, history of hypertension, and hyperlipidemia.

Axis IV:
Severe.

Axis V:
20

ASSESSMENT / PLAN: At this time, his intelligence is average; he does not have family support. The patient is willing to sign voluntary form so it is a voluntary admission. We will start him on medication and stabilize him quickly and send him outpatient.
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