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11:15 a.m. to 12:15 p.m.

HISTORY OF PRESENT ILLNESS: The patient is a 75-year-old widowed mother of three children. She has had depression and anxiety for more than 20 years. She gets tension in her chest, wants to stay home, and lives with a disabled son and a granddaughter. She is stressed by losses, and her disabled son’s difficulties. She had a good marriage, but her husband died 15 years ago. She was always a homemaker. She denied any history of suicidal ideation or suicide attempts. However, she took too many Tylenol PM capsules in an incident 25 years ago. She stated she was trying to fall asleep and denies that this was a suicide attempt, but she was admitted to the psychiatric unit at Brookhaven Hospital in East Patchogue, New York. She denied any history of mania or hypomania. She suffers from initial and middle insomnia. Her weight is stable. Her energy is low. She is able to do her housework with her son’s help. She was treated by psychiatrist Dr. Gidwani for 19 years on a combination of Topamax 100 mg b.i.d., Effexor 150 mg b.i.d., and Klonopin 0.5 mg q.i.d. until three years ago when he retired. The patient was subsequently followed by her primary care provider Dr. Sharma who prescribed half of these doses.
MEDICAL HISTORY: Remarkable only for an episode of kidney stones and deep venous thrombosis.

SURGICAL HISTORY: Two operations for varicose veins in her legs and three cesareans.
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ALLERGIES: She denied any known drug allergies.

MEDICATIONS: Medications in addition to the above included vitamin D and aspirin.

FAMILY HISTORY: Denied.

SOCIAL HISTORY: The patient states that she never smoked.
MENTAL STATUS EXAMINATION: Elderly white female. Pleasant and cooperative. Adequately groomed. The patient was quiet and lacks spontaneity. She was able to answer all questions. Mood was depressed and anxious. Affect was subdued. There was no thought disorder. There were no visual or auditory hallucinations. She is alert and oriented x 4. Fund of information was adequate. Gait was normal. There were no involuntary movements noted.

DIAGNOSTIC IMPRESSION:
1. Major depressive disorder, non-psychotic, not suicidal.

2. Generalized anxiety disorder.

RECOMMENDATIONS: The patient to follow up with Lauren Tableman, NP. The patient is to continue Topamax 100 mg daily, Klonopin 0.5 mg b.i.d. p.r.n. anxiety, Effexor XR 150 mg q.a.m., and start Abilify 2 mg h.s. daily to augment the Effexor.
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