Seniors Wellness Group of Michigan  

Psychiatric/Psychological Evaluation (90791/2)

221 S. Main St., Suite 201

(2013)
Royal Oak, MI  48067
Tel: (248) 398-6459  Fax: (248) 398-4770


Patient: Rose, Marguerite	Date: 01/22/13


Date of Birth: 07/16/1951	Examiner: H. Singh, M.D.


Referred by: Dr. Usher





Chief Complaint (reason for encounter): Psychiatric evaluation requested for management of depression, medication review, the patient’s poor motivation, and medication-seeking behaviors.





History of Present Illness (medical & psychiatric): I reviewed the patient’s chart. This is a new referral to me. The patient has been a resident of this facility since 12/06/12. She has been evaluated by PA from our service. The patient was admitted here on Abilify, Prozac, trazodone, Xanax, and perphenazine. Her Abilify dose was decreased to 5 mg q.d. by PA on 01/18/13 and perphenazine was reduced by attending physician from 8 mg to 4 mg q.h.s. The patient’s chart indicates the patient’s history of being on numerous narcotic analgesic medications and going to different physicians. During my evaluation, the patient continued to complain of weakness and pain in the knees and shoulder, but claims that she has been going to therapy. The patient reports that her mood is stable on current medications. The patient denied suicidal ideation. She denied any paranoia, delusions, or hallucinations.


Past Medical Hx: The patient’s chart indicates history of gastric ulcer, asthma, arthritis, chronic back pain, hypothyroidism, adrenal insufficiency, chronic UTI, urinary incontinence, history of spinal stenosis, lumbar radiculopathy, and cauda equina syndrome.


Psychiatric Hx: The patient reports onset of her psychiatric problems 10 years ago when she was going through divorce. The patient was admitted to St. Joseph Oakland Hospital years ago. She reports that she was going to community network services for outpatient psychiatric treatment and was seeing Dr. McAllister and also saw Dr. Zee for medications reviews.


Drug/Alcohol Hx: The patient reports that she quit drinking years ago and has been going to AA for 10 years or so.


Family/Social Hx: The patient is divorced. She has two sons and a daughter. She reports that her daughter does not believe in her “depression.” She reports that youngest son is struggling, but the middle son is doing very well and is married to a meteorologist from channel 2. The patient worked as an LPN and retired in 2005.


Current Medications: Abilify 5 mg q.d., Trilafon 4 mg q.h.s., Xanax 0.25 mg h.s., fluoxetine 20 mg q.d., trazodone 300 mg h.s., levothyroxine, Norco, and heparin.





Mental Status Examination:


Physical Appearance: Appropriate.


Motor Movements: Uses wheelchair to ambulate.


Demeanor: Cooperative.


Level of Consciousness/Attention: Alert.


Orientation: X3.


Speech/Language: Clear.


Thought Process: Intact.


Affect/Mood: Mildly dysphoric.


Thought Content: Preoccupied with multiple physical limitations.
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