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	Patient Name: 
	Blitz, James

	Date of Service: 
	01/23/2013

	Case Number: 
	142259

	Provider ID: 
	

	Reporting Unit: 
	

	Code:  
	

	Location:  
	


Recent Behavior and Presentation: Staff is not reporting any new behavioral problems. He is out of his room daily. No recent reports of paranoia or psychosis. No recent reports of depression or anxiety. No recent reports of delusions or paranoia. No reports of eating or sleeping problems. No reports of noncompliance.

Review of Systems: Constitutional is negative. Eyes are negative. Cardiovascular is positive for hypertension. Respiratory is positive for COPD. Gastrointestinal is positive for history of peptic ulcer disease. Genitourinary is positive for chronic renal insufficiency, possible obstructive uropathy. Muscular is negative. Integumentary is negative. Neurological is positive for syncope. The patient complains of headaches. Endocrine is negative. Hematologic/Lymphatic is negative. Allergies and Immune are positive for allergies to Terramycin, codeine, histamines, and penicillin.

Observation: The patient’s height is 5’3” tall, weight 140 pounds, and respiratory rate was 16. He is up in his room and then his hygiene and grooming are good. His gait was steady. His muscle tone and strength appears within normal limits. No irregular movements were seen. Speech was spontaneous, coherent and goal-directed. Thought process appeared within normal limits. No loose associations. No delusions or paranoia expressed. He did not appear to be responding to internal stimuli. He did not express suicidal or homicidal ideations. Insight is marginal and judgment is marginal. Both show some impairment. He is oriented to himself and in his room. Recent and remote memory shows some impairment. His concentration appeared within normal limits. Fund of knowledge seemed adequate. Mood seemed euthymic. Affect was constricted. He had no lethargy or tremor seen. His headaches are getting better, but some response with medications.

Current Medications: He is taking Risperdal 0.25 mg at bedtime and Ativan gel 0.5 mg every 12 hours as needed for increased agitation.

Laboratory Data: On 12/19/12, TSH was 5.16, AST 17, ALT 15, glucose 76, GFR 1.47, cholesterol 146, and triglycerides 91.
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Assessment:
1. Paranoia.
2. Cognitive impairment - NOS, rule out dementia. Currently, mood and behavior are manageable. No recent reports of increased paranoia or psychosis. Medications appear effective in treating his symptoms.

Plan: Continue the risperidone 0.25 mg at bedtime for psychosis and paranoia. Continue the Ativan gel 0.5 mg every 12 hours as needed for any increased anxiety. Primary care physician is to follow up medically. The benefits of the medications outweigh the risks. AIMS testing done today.

Elizabeth Eldon, M.D.
Transcribed by: www.aaamt.com
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