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IDENTIFYING DATA: The patient is a 62-year-old Caucasian female. The date of birth is March 23, 1950. The address is St. Joseph Manor
REASON FOR EVALUATION: Annual evaluation.

HISTORY OF PRESENTING COMPLAINT: This 62-year-old female was recently admitted to St. John’s Hospital due to grossly psychotic thinking and inability to attend to her basic needs. The patient was discharged from the hospital on the following medications namely, Zyprexa Zydis 10 mg at bedtime, Lac-Hytrin cream, Benadryl 25 mg at bedtime, Depakote 1250 mg at bedtime, Prolixin 5 mg at bedtime, Prolixin Decanoate injection every four weeks, insulin on a sliding scale, Lopressor, ProAmatine, Asmanex, Singulair, and Naprosyn. The patient has been medication complaint. She denies having any side effects to the current medications.
The patient per staff has not been a management problem. She has not been aggressive or agitated, angry or hostile. The patient states that she never wants to leave this facility.
PAST PSYCHIATRIC HISTORY: The patient has extensive previous psychiatric history. She has been hospitalized multiple times in the past. She has been at Wayne County General Hospital, Northville State Hospital, and St. John’s Hospital. The last admission was at St. John’s Hospital.

The patient is being followed by NSO Older Adult services.

FAMILY, SOCIAL AND LEGAL HISTORY: She was born in Dearborn. She has a brother with whom she has no contact. The patient was in special Ed. She has 3rd grade education. Her work history is minimal. She has no children. She allegedly had worked in a sheltered workshop in the past. She has no family history of mental problems.
LEGAL PROBLEMS: None, she has a guardian.

MEDICAL HISTORY: Includes hypertension, diabetes mellitus, COPD, and degenerative joint disease.
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The patient’s medications are as listed previously.

SUBSTANCE ABUSE HISTORY: None.

The blood pressure was done on 01/21/13 was 113/62. Pulse 74. Respiration was 18. Temperature was 98.3.
The system review is unremarkable.
LABORATORY DATA: The investigations done on 11/29/12 show the following. Depakote level was 81. Urine analysis done on 01/09/13 was unremarkable.
MENTAL STATUS EXAMINATION: The patient is a 62-year-old Caucasian female. She was interviewed in her room. She was pleasant. She was comfortable. The patient denied any hallucinations or delusions. Her speech is goal directed, coherent and relevant. Her affect is appropriate. Mood is euthymic. She denies any suicidal or homicidal intent. She is alert and aware of her surroundings. Her recent memory is intact. Insight and judgment is marginal.

DIAGNOSIS:

AXIS I:
Schizophrenia chronic in remission.
AXIS II:
Developmental disability.
AXIS III:
Hypertension, obesity, COPD, degenerative joint disease, and diabetes mellitus.

AXIS IV:
Moderate.
AXIS V:
GAF score is 45-50.

PATIENT’S STRENGTHS:

1. She has a guardian.
2. Supportive staff.

PATIENT’S WEAKNESS:

1. Long psychiatric history.
2. Developmentally disabled.

3. Past history of delusions.

4. Minimal insight.

TREATMENT RECOMMENDATION-PLANS:

1. I will continue the current medication.

2. We will obtain consent for medication from the guardian.

3. Medical follow up.

4. Current placement is appropriate.

5. AIMS testing done.

6. Social work followup.
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PROGNOSIS: Guarded.
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