COMPREHENSIVE COUNSELING CENTERS PC

PROGRESS NOTES


INITIAL PSYCHIATRIC EVALUATION
Name: Brian Scarfone

DOB: 02/26/1994

Date/Time: 08/26/2024

Telephone #: 313-316-5362
IDENTIFICATION DATA: Brian is a 30-year-old single Caucasian male living with his girlfriend and going to be soon engaged. He is working as a financial advisor in an equitable firm.
REASON FOR EVALUATION: Depression and anxiety.

HISTORY OF PRESENT ILLNESS: Brian described that he was following outpatient treatment with Dr. Barb Beebe and was getting venlafaxine 150 mg daily, trazodone 50 mg daily, and Ativan 0.5 mg daily for his depression and anxiety, which has been going on for last seven years. However, he started treatment with psychiatrist four years ago. Brian indicates that he has been having anxiety all his life, but his depression has been getting bad since he was in college. He described that medication has been helping him. He sometimes feels sad and depressed. The reason for the first depressive episode is because when he was a senior in college his girlfriend was moving out, recently during COVID time his father deceased with the myocardial attack, but his funeral was done only for a month a month ago. He has been constantly anxious, worried, and thinking about his father who he was very close to. He does not pinpoint the reason for his anxiety, but it has been going on off and on making him nervous; whenever he makes some plan, thinking about it, he gets overwhelmed and anxious, but right now he had problem with the concentration, sometimes feels tired, but he has been doing exercise, mingles with his family members, plays video game, goes for a walk and he started feeling better. Although he is still having difficulty to focus, sometimes his mind wanders and gets distracted, but he can organize his activities. He denies any suicidal or homicidal behavior. Denies any auditory or visual hallucinations or any persecutory feeling. In the past, he has been having panic attacks, but currently denies any panic attacks since he has been taking medication. He has been smoking marijuana at least two times a week. In the past, he was drinking alcohol, but he has not drunk for many years.

PAST MEDICAL HISTORY: Unremarkable.

SOCIAL HISTORY: Positive for marijuana abuse and past history of alcohol use.

PERSONAL HISTORY: He completed bachelor’s degree from the State of Michigan and had master degree. He is working for this agency for four years and has been having relationship with the girlfriend and he is planning to get married.

FAMILY HISTORY: His mother is a 67-year-old. Father is deceased. He has five brothers and one sister. He is second youngest in the family. His family history is unremarkable for anxiety and depression, but his two brothers have been diagnosed bipolar and everyone in the family has anxiety.
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MENTAL STATUS EXAMINATION: Brian presented as a tall Caucasian male, 5 feet 9.5 inches in height and 240 pounds in weight. He was alert and oriented x3. He has good eye contact. Motor activities were normal. His mood was euthymic. Affect was appropriate. His speech was clear. Currently, he has been sleeping better without any medications since he is doing exercise, going for a walk, and making himself active. His thought process coherent and logical. He denies any auditory or visual hallucinations or any persecutory feeling. His thought process coherent and logical. He was cooperative, attentive, with good eye contact. At times, he has difficulty to focus, but he can complete assignment and organize his activity. Denies any suicidal or homicidal thoughts, plan, or any attempt. Calculation ability was fair. Abstraction ability was fair. Judgment and insight seems to be good. He is of average intelligence.

DIAGNOSTIC IMPRESSION:
Axis I:
Generalized anxiety disorder, rule out persistent depressive disorder, marijuana abuse, and past history of alcohol abuse.
Axis II:
Deferred.

Axis III:
Deferred.

Axis IV:
Poor self-esteem, constantly worried about anxiety, family history of anxiety, other psychosocial stress, and recent death of his father.

Axis V:
65.

PROGNOSIS: Fair to guarded.

RECOMMENDATIONS: I discussed about the medication and we will continue venlafaxine 150 mg daily since it has been helping him. For sleep, he described that he has been _______ off and on, sometimes he does not take because since he is doing exercise and making himself active. Also, he is taking Ativan 0.5 mg daily on a p.r.n. basis. I further discussed that I would rather take him off from the Ativan as it is a good medication, but it causes emotional/physical dependence and develops tolerance after some time. I encouraged gradual reduction by decreasing 0.25 mg as he is taking right now, may consider BuSpar 5 mg twice a day. Risks, benefits, and side effects were explained. The patient was also given idea about improving his self-esteem, work on his psychosocial stress and sleep pattern by cognitive behavioral therapy. He agreed to see a therapist to work on his anxiety. The patient has no history of sexual, physical, emotional abuse. He does have some mild features of ADD, I will monitor and consider a trial of low dosage of Ritalin. However, at this time, since I am seeing him first time, I will not make any changes. I further discussed to get a complete physical and blood workup. He has sufficient supply of the other medication. I will give him prescription for BuSpar 5 mg twice a day #30 tablets and would like to see him in two weeks. A followup appointment was given in two weeks.

PROGNOSIS: Fair to guarded.

Santosh Rastogi, M.D.

Transcribed by: AAAMT (www.aaamt.com)

