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	Patient Name: 
	Warren, Lester

	Date of Service: 
	01/23/2013

	Case Number: 
	147355

	Provider ID: 
	

	Reporting Unit: 
	

	Code:  
	

	Location: 
	


Recent Behavior and Presentation: Staff is not reporting any new behavioral problems. No recent reports of aggression or combativeness. No hostility. No reports of eating or sleeping problems. No reports of noncompliance. No reports of lethargy. No reports of delusions or paranoia. No reports of psychosis, depression or anxiety.

Review of Systems: Eyes is negative. Ears, nose, mouth and throat are negative. Cardiovascular is positive for CHF, hypertension and atrial fibrillation. Respiratory is positive for COPD and asthma. Gastrointestinal is positive for GERD. Genitourinary is positive for history of urinary tract infection. Muscular is negative. Integumentary is positive for eczema. Neurologic is positive for old thalamic CVA, frequent falls and diabetic neuropathy. Endocrine is positive for diabetes mellitus. Hematologic/Lymphatic is negative. Allergies and Immune is negative.

Observation: The patient was lying on his bed. Later on, sitting up in a chair. He is awake and alert. Hygiene and grooming are good. He is quiet, calm and cooperative. His height is 6’, weight is 190 pounds and respiratory rate was 18. His muscle tone and strength appeared normal. No irregular movements were seen. His speech was not spontaneous, but he is verbally responsive, and is coherent. His thought process showed some confusion. No loose associations. No delusions or paranoia expressed. He did not appear to be responding to internal stimuli. He did not express suicidal ideations. He did not express any homicidal ideations. Insight and judgment show impairment. He is oriented to himself and in his room. His recent and remote memory shows impairment. His attention span is not very good. His fund of knowledge seems inadequate. His mood did seem euthymic. Affect was constricted. No complaints of side effects. No lethargy. No tremor seen.

Medications: Quetiapine 50 mg at bedtime.

Laboratory Data: On 09/24/2012, glucose was 146, GFR was 36, hemoglobin A1c was 6.8, and TSH was 1.13.

Assessment: Dementia with behavioral disturbances. Currently, mood and behavior are stable. It appears his medications are effective in treating his symptoms.
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Plan: At this time, continue the Seroquel 50 mg at bedtime for psychosis, paranoia, aggression and poor impulse control, and has a mood stabilizer. Primary care physician is to follow up medically. AIMS testing done today. The benefits of the medications outweigh the risks. If he is stable, no dosage increase is necessary but gradual in dosage reduction will be contraindicated at this time. AIMS testing done today.

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