












 Finalization
LISA KOREN: SOAP Note for 01/22/2013	 Usman Qayyum Practice 


Age on DOS:  46 yrs, DOB: 	 185 West Avenue, Suite 104, Ludlow, MA 01056


 413-583-6750





Height	Weight	BMI	Pulse	Blood Pressure


			





Problem 1: Recurrent depression.


Problem 2: Rule out generalized anxiety disorder versus bipolar affective disorder mixed type.





Diagnosis:


Axis I: 296.32





seen by: Usman Qayyum


seen on: Tuesday, 22 January 2013








HPI: The patient represents with a long-standing history of chronic mood disorder and possible anxiety going back to 1987. She describes the onset of the symptoms around that time. Since that time she has been seen as an outpatient at the Griswold Center in Wing Memorial Hospital and in addition she has had two inpatient hospitalizations, one in 1987 and one more recently in December. Over the period of years, she has been maintained on a number of antidepressants as well as other medications the name of which she does not remember. Currently, she has been maintained on Cymbalta 60 mg and Lamictal which she felt were not working. Her nurse practitioner, Nancy Granger, advised her to be hospitalized and at that time her medication was changed to a different medication, which she did not bring to her  appointment nor does she remember the name.


Past Psych History: As mentioned two prior hospitalizations as well as she has been in treatment at Griswold Center over a long period of time.


Family/Social History: The patient describes some financial stressors and currently is unemployed.


ETOH/Substance Abuse History: Denies use of alcohol or drugs.





Appearance: The patient appears to be well groomed and appropriate.


Mental Status Exam: Reveals a cooperative individual who was oriented to time, place and person. Speech was somewhat hesitant, but relevant, coherent and goal directed with no evidence of any formal thought disorder. Mood at the present time seemed to be normothymic. Affect was somewhat anxious, but appropriate. No evidence of any perceptual disorders and no delusional thought content.  The patient denies suicidal ideation, intent or plan. No gross cognitive impairment. 


Gait and Station: Gait and station were normal.


Neurological System: No history of headaches. No history of any neurological symptoms, however does describe a history of enlarged ventricles in her brain, which will pick on an MRI.


Other Systems: Not examined.


Medical History: The patient’s primary care is Dr. Safi.She does have history of fibroids. 


Allergies: No known allergies.


Current Medications:  Birth control pills and possible antidepressant with the name of  which she does not remember. 








Identification information: The patient is a 46-year-old single white female who is currently unemployed. She is resident of Monson, Massachusetts and was self referred.





1.	At this point I am somewhat limited as the patient does not have the name of the medication nor which she bring it in for the current evaluation. She has been asked to call with name, what that prescription.


2.	The patient also was uncomfortable about *____3:57_____ release once as well as the information required for her continuing treatment here. At this point, I have advised the patient her to continue treatment. She will need to either sign the forms or consider transferring her care to another facility.
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“I want another opinion on my medication”
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