ROBERT S. CASTROLL, M.D.

NORTH SHORE PSYCHIATRIC CONSULTANTS

222 MIDDLE COUNTRY ROAD

SUITE 210

SMITHTOWN, NY 11787

Telephone (631) 265-6868

Fax (631) 265-6890


PSYCHIATRIC EVALUATION

June 25, 2024
RE:
Frank Dima
DOB: 06/27/1963
CHIEF COMPLAINT: Anxiety for 15 years.

HISTORY OF PRESENT ILLNESS: A 60-year-old divorced father of three grown children, a daughter age 37 with anxiety, a son age 35 without any psychiatric issues, and a son age 34 with anxiety. The patient denies any history of panic attacks or of severe depressions. Major stressors include a recent divorce and the obligation to care for his elderly mother who has a long history of severe mental illness with multiple suicide attempts and psychiatric hospitalizations. She is very oppositional and is difficult to take care of. He is only involved with his mother out of respect for his late father. He is most recently followed by Sue Phelan, on Klonopin 1 mg in the morning and 2 mg at bedtime. His anxiety consists of episodes that can last an hour where he becomes flushed and gets an uncomfortable feeling of excessive warmth. He denied any history of drug or alcohol abuse, mania or hypomania, or suicide attempts. He is a retired police officer. He has a normal amount of energy, goes to a gym frequently and plays pickleball. He had an unhappy childhood because of his mother’s mental illness and personality disorder. He had a close relationship with his father. The Klonopin helps him to fall asleep, but he has middle insomnia. He is 6’2” tall and weighs 280 pounds. He has no interest in losing any significant amount of weight.

PAST MEDICAL HISTORY: Remarkable for atrial fibrillation and mild hypertension, but negative for asthma, diabetes mellitus, seizures, or thyroid disease.
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PAST SURGICAL HISTORY: Remarkable only for recent herniorrhaphy. 

CURRENT MEDICATIONS: As above, plus aspirin 325 mg per day.
ALLERGIES: He denied allergies. 

SOCIAL HISTORY: The patient does not smoke.

FAMILY HISTORY: The patient’s mother had many psychiatric hospitalizations with multiple suicide attempts. She had only lows and no noticeable highs. She had anergic depressions with a good response to ECT. The patient’s brother suffers from panic attacks.

MENTAL STATUS EXAMINATION: Middle-aged tall stocky white male. Pleasant and cooperative. Adequately groomed. Speech is normal in rate and rhythm. Mood was mildly anxious. Affect was full range and mood was appropriate to affect. There was no thought disorder. There were no hallucinations. Immediate, recent and remote memories were intact. He was alert and oriented x 4. There were no involuntary movements noted.
DIAGNOSTIC IMPRESSION: Generalized anxiety disorder, now stable, without any drug or alcohol abuse.
TREATMENT & PLAN: RTC in three months. Klonopin 1 mg t.i.d. #90. The patient is to call in one month for a renewal. 
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