Seniors Wellness Group of Michigan  

Psychiatric/Psychological Evaluation (90791/2)

221 S. Main St., Suite 201

(2013)
Royal Oak, MI  48067
Tel: (248) 398-6459  Fax: (248) 398-4770


Patient: Barnett, Lillie	Date: 01/24/13


Date of Birth: 06/23/1929	Examiner: H. Singh, M.D.


Referred by: Dr. Clark





Chief Complaint (reason for encounter): Psychiatric evaluation requested for management of dementia and increased depression.





History of Present Illness (medical & psychiatric): I reviewed the patient’s chart. This is a new referral to me. The patient has been a resident of this facility since 08/02/11. She has been evaluated by nurse practitioner and Dr. Khan from our service. Last visit was on 10/06/12. The patient’s mood was reported to be stable. Staff reports significant increase in the patient’s depression. I spoke to the patient’s daughter, Jodie who also reports that her mother has been eating poorly, not very talkative, very quiet, and withdrawn. The patient gets resistant to come out of room when daughter tries to move around in her wheelchair. The patient gets irritable when I started asking questions regarding her history. Daughter suspects that mother might have been depressed previously once post father’s death and would not answer phones. The patient, however, has been reported to be a loner most of her life.


Past Medical Hx: History of diabetes, hypertension, osteoporosis, dementia, peripheral vascular disease, neuropathy, anemia, history of bilateral cataract removal appendectomy, hysterectomy, hemorrhoidectomy, and history of polypectomy. The patient was recently treated for UTI with Macrobid and daughter reports some improvement in mood yesterday when daughter came to see her.


Psychiatric Hx: Dementia and depression.


Drug/Alcohol Hx: Not known.


Family/Social Hx: The patient is widowed. She has a daughter and a son. Daughter is supportive and visits the patient on regular basis and brings food. However, the patient continues to complain of “not liking the food here.” The patient got somewhat irritable when I asked her about her son and did not want to share any information about her family.


Current Medications: Lantus insulin, glargine, mirtazapine 7.5 mg q.h.s., ferrous sulfate, multivitamin, vitamin D3, amlodipine, aspirin, benazepril, clopidogrel, losartan, Namenda 5 mg q.d., calcium with vitamin D, metformin, senna, tramadol, Aranesp, and hydrochlorothiazide.


Allergies: The patient is allergic to silk tape, Persantine, thalidomide, dipyridamole, and adenosine per chart.





Mental Status Examination:


Physical Appearance: Appropriately dressed.


Motor Movements: Within normal.


Demeanor: Somewhat resistant and gets irritable.


Level of Consciousness/Attention: Alert.


Orientation: To self and could not tell me today’s day, date, month, or season.


Speech/Language: Clear.


Thought Process: Confused.


Affect/Mood: Somewhat dysphoric and irritable.


Thought Content: 
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