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	Patient Name: 
	Brown, __________

	Date of Service: 
	10/17/2012

	Case Number: 
	133593


Recent Behavior and Presentation: The staff reports that this patient has had no recent increase of mood or behavior problems. The patient indicates she is “all right.” She offers no spontaneous psychiatric complaints. She denies any significant disturbance of her sleep, appetite, or mood. She denies any medication side effects.

Observations: This is an adult black female seated in a wheelchair with bilateral BKAs. She is pleasant, polite, and superficially receptive to my supportive interventions. Her speech is soft and slightly dysarthric. Her answers are fairly goal directed. She does not appear to be responding to internal stimuli. She is casually dressed with fair hygiene and grooming. Her affect is mobile. Underlying mood is variable. She has fair attention and concentration. She has fair eye contact.

Current Medications: Remeron 15 mg h.s. She is on Neurontin likely more for peripheral neuropathy.

Recent Labs: On 01/28/11, TSH, fasting blood sugar, and liver function tests unremarkable.

Impression:

1. Mood disorder secondary to MS.

2. Alcohol and cocaine abuse dependence.

3. Cognitive deficits.

This patient appears psychiatrically stable. She has 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. I will see her for followup in coming months. Continue supportive interventions of outreach therapist and nursing home staff.

Richard Marcolini, M.D.
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