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	Patient Name: 
	Jones, __________

	Date of Service: 
	12/17/2012

	Case Number: 
	146420


Recent Behavior and Presentation: The staff reports that this patient is easily agitated and irritable, but is less problematic in terms of taking other peoples food. The patient reports he is “pretty good” and offers no spontaneous psychiatric complaints. He denies any problems with his sleep, appetite, mood, or overt psychotic symptoms. He denies any medication side effects.

Observations: This is an older adult black male who is calm, pleasant, and receptive to my supportive interventions. He has poor hygiene and is disheveled. His shoes are on the wrong feet. His speech is fairly clear. His answers to structured questions can be fairly goal directed. His thought process appears slow with some confusion. He has limited attention and concentration. He is alert and oriented x3. He can add three coins accurately. He states that his memory “comes and goes.” No EPS evident. AIMS = 0.

Medications: Seroquel 25 mg a.m. and 100 mg h.s.

Recent Labs: Pending.

Impression:

1. Psychotic disorder secondary to diabetic stroke.

2. Organic affective psychosis secondary to diabetic stroke.

3. Cognitive deficits likely vascular dementia.

4. Past history of substance abuse, currently in remission.

This patient appears psychiatrically stable with no apparent medication side effects. The benefits of the medications outweigh the risks. Gradual dose reduction is clinically contraindicated.

Plan: Continue current medication, the patient agrees. Continue supportive interventions of nursing home staff and outreach therapist. I will see him again for followup in coming months.

Richard Marcolini, M.D.
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