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IDENTIFYING DATA: The patient is a 70-year-old Caucasian female. The date of birth is August 23, 1942. The address is St. Joseph Manor.
REASON FOR EVALUATION: Annual evaluation.

HISTORY OF PRESENTING COMPLAINT: This 70-year-old female was readmitted to St. Joseph Manor from nursing home. The patient was hospitalized medically and subsequently transferred for rehabilitation. The patient was returned to the assisted living on the following medications namely, Fosamax, Penlac nail, Catapres, vitamin B12 injection, Cymbalta 20 mg q. daily, ferrous sulfate, Neurontin 300 mg at bedtime, Lopressor, Remeron 45 mg at bedtime, Prilosec, potassium chloride, Seroquel 50 mg at bedtime, ReQuip, Zocor, Advair Diskus, Lac-Hydrin cream, Lidoderm patch, Lovaza, pilocarpine, Seroquel 25 mg daily, Fosamax 50 mg two times daily, artificial tears, Urecholine, Atrovent inhaler, Ventolin inhaler, and vitamin D. The patient upon arriving at the assisted living was asking the staff to give her Xanax. The patient has a history of seeking out drugs. The Xanax was not prescribed and the patient was not very pleased about it.

I attempted to interview the patient in a room. She was lying on the bed. She reported that she did not need any help. The patient appears to be angry about the fact that Xanax was not prescribed for her.

The staff reports no significant management problem. She tends to spend her time on the bed. She has not been angry or hostile towards the staff.
PAST PSYCHIATRIC HISTORY: She has a past history of psychiatric hospitalization at St. John’s Hospital and Heritage Hospital. The patient has a past history of having taking an overdose of Vicodin.
FAMILY, SOCIAL AND LEGAL HISTORY: She was born in Detroit. She has 12th grade education. She worked in a factory in the past. She is widowed. She was married for 10 years. She has two daughters and one daughter is deceased. The patient’s mother was alcoholic and was depressed. The patient is a catholic faith. She also has a brother.

LEGAL PROBLEMS: None.
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MEDICAL HISTORY: Includes COPD, osteoporosis, degenerative joint disease, history of general debility, anemia, and osteoporosis.

The patient’s medications are as listed previously.

SUBSTANCE ABUSE HISTORY: None.

The system review is unremarkable.
MENTAL STATUS EXAMINATION: The patient is a 70-year-old Caucasian female. She was lying in the bed. The patient reported that she was doing well and that she has no complaints. Her speech was goal directed. Her mood was euthymic. She is not hallucinating or delusional at this time. Her recent memory is intact. General information is adequate. Insight and judgment is marginal.
DIAGNOSIS:

AXIS I:
Bipolar disorder mixed in remission.
AXIS II:
None, rule out personality disorder NOS.
AXIS III:
COPD, osteoporosis, history of fracture, degenerative joint disease, and general debility.

AXIS IV:
Moderate.
AXIS V:
GAF score is 40-45.

PATIENT’S STRENGTHS:

1. Stable income.
2. Supportive staff.

PATIENT’S WEAKNESS:

1. Multiple medical problems.

2. Drug seeking behavior.

3. Minimal insight.

TREATMENT RECOMMENDATION-PLANS:

1. Continue the current medication.
2. We will obtain consent for medication.

3. AIMS testing done.

4. Medical follow up.

5. Close observation and fall precaution.

6. Social work followup.

PROGNOSIS: Guarded.
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