
CLINICAL ASSESSMENT
CLIENT NAME: Sharon Gamble

DATE: 01/23/2013

DOB: 08/13/1960
AGE: 50

SEX: Female
RACE: Caucasian

MARITAL STATUS: Divorced

TIME: 4:30-5:15

Vital Signs: Height 5’4”. Weight 155 pounds. Pulse 80.

HISTORY OF PRESENT ILLNESS: This is a 50-year-old divorced Caucasian female has history of depression. She saw Dr. Zabalacki and saw Dr. Mark Silverman. The patient did not do things and was on Zoloft and it made her anxious, difficulty focussing and concentrating. The patient works three part time jobs in severe stress. She has lot of problems at work and problem with focussing and memory. The patient has __________ test and mind racing, day dreaming, start projects do not complete it, forgetful, misplaces things, hard time reading books and misplace, and conversation. The patient is divorced and married for 22 years. Her husband was physically abusive and she took physical hits to the head.

PAST PSYCHIATRIC HISTORY: She had symptoms for sometime.

HOSPITALIZATIONS:
No: ( Yes:
SUICIDAL ATTEMPTS: No.

FAMILY HISTORY: Mother had aneurysm. Father is deceased.

MEDICAL HISTORY: None.

PAST MEDICATIONS: None.

CURRENT MEDICATIONS: Wellbutrin SR 150 mg.

PAST SURGICAL HISTORY: Eye surgery and C-section.
SUBSTANCE ABUSE HISTORY: Smoking, none.

MEDICATION ALLERGIES: Vicodin.

SOCIAL HISTORY:
BORN: Mount Pleasant.
BROTHERS:
SISTERS: Three.
EDUCATION: B.A. degree.
PLACE OF EMPLOYMENT: Works for Farmington Public Schools.
NO. OF MARRIAGES: Once.
CURRENTLY MARRIED: Divorced.

DATE: 01/23/2013
CLIENT NAME: Sharon Gamble
DOB: 08/13/1960
NO. OF CHILDREN: One.
LIVES WITH: Alone.
DEVELOPMENTAL HISTORY: Normal.

MENTAL STATUS EXAMINATION: Adult female.

Attire:
Appropriate.

Facial Expressions:
Sad.

Posture:
Unremarkable.

Gait:
Normal.

Motor Activity:
Retarded.

ORIENTATION AND SENSORIUM:
Consciousness:


Orientation:


Memory:
Impaired.

General Knowledge:
Fund of general knowledge is adequate. Intelligence seems to be average.

STREAM OF THOUGHT:
Productivity:
Nonspontaneous.

Progression:
Normal.

Languages:
Normal.

MENTAL TREND/THOUGHT CONTENT:
Perceptions: Normal.

Insight: Good.

Judgment: Good.

Impulse control: Adequate.

EMOTIONAL TREND AND REACTION:

Mood:



Affect:


DATE: 01/23/2013
CLIENT NAME: Sharon Gamble
DOB: 08/13/1960
SUICIDAL IDEATIONS: 
DENIES: (
Has Thoughts: 

Has Plans:

HOMICIDAL IDEATION:
Denies: (
Has Thoughts: 
Has Plans:

COMMENTS: 

DIAGNOSES:
AXIS I:
Major depression.
AXIS II:
None.

AXIS III:
Deferred.

AXIS IV:
Moderate.

AXIS V:
45.

DYNAMIC FORMULATIONS:

OBJECTIVE:
PLAN OF CARE: Suggest increasing Wellbutrin to 300 mg a day.

DISCUSSED RISKS, BENEFITS, SIDE EFFECT OF MEDICATION: 
PATIENT HAS UNDERSTANDING OF TREATMENT PLAN:



RETURN TO FOLLOW-UP: Reevaluate her in one month.

 “dictated but not read”

__________________________________________________________________________

Chalakudy V. Ramakrishna, M.D.

DATE: 01/23/2013
