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	Patient Name: 
	Paez, Felicia

	Date of Service: 
	01/22/2013

	Case Number
	206008

	Date of Birth: 
	07/16/1985


Identifying Data: The patient is a 28-year-old Cuban Heritage female, diagnosed with depressive disorder NOS, PTSD, anxiety disorder NOS, rule out ADHD, and rule out panic disorder, was brought in by her father’s ex-girlfriend and therapist for medication review appointment. They said they missed one appointment because father’s ex-girlfriend had flu and she could not bring her. She ran out of medications for few weeks and started feeling more depressed, acted out, and was very irritable and one day had an episode where she was getting more aggressive. Denied suicidal or homicidal thoughts. Denied auditory hallucinations, but sees her father next to her bed and next to the footrest. She also dreams about the father and she had tears in eyes while talking about her father. She is sleeping well and eating well. Compliant with medications. Denied side effects. Reports the increased dose of medication was helping her feel better. She was taken to the hospital two weeks ago when she had that episode and they discharged her without changing any medications. They did not admit her at all.

Mental Status Examination: The patient is an alert, oriented, well-developed and well‑nourished Cuban Heritage female. Good eye contact, cooperative, looks dysthymic, restricted affect, and had crying spells.

Vital Signs: Blood pressure 129/88, pulse 82 per minute, weight 202.8 pounds, waist size 40”, and height 5’2”.
Plan: Continue Celexa 20 mg p.o. per day and trazodone 50 mg h.s. Follow up in one month. Encouraged the patient to talk about father’s death with the therapist. Talked about importance of compliance with medications and appointments. Also talked about getting her in integration of services with cooking classes and art therapy. Follow up in one month.

Lubna Izzathullah, M.D.
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