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IDENTIFYING DATA: The patient is a 51-year-old Caucasian male. The date of birth is April 3, 1961. The address is Law Den Nursing Home.
REASON FOR EVALUATION: Annual evaluation and OBRA evaluation.

HISTORY OF PRESENTING COMPLAINT: This 51-year-old male was placed at Law Den Nursing Home from Receiving Hospital. The patient was admitted to Receiving Hospital due to confusion, suicidal thoughts, being argumentative, agitated, irritable, hallucinating and delusional. The patient was felt to require nursing home placement and was therefore admitted to Law Den Nursing Home.

The patient has not been exhibiting any significant behavior problem. He continues to be isolative. His socializing with peers is poor. The patient before the admission to Receiving Hospital had been thinking that the neighbors had shot of his family and was calling the police. The patient was also allegedly having “violent thoughts”. The patient had seen picture of Jesus, blinking his eyes and was bleeding.
The patient since his admission to Law Den Nursing Home has not been exhibiting such behavior. When he was first admitted to the hospital he was somewhat confused especially while he was at Receiving Hospital.

PAST PSYCHIATRIC HISTORY: The patient has a past history of psychiatric hospitalization at Receiving Hospital. He allegedly had no other psychiatric admissions.

FAMILY, SOCIAL AND LEGAL HISTORY: He was born in Wayne, Michigan. He has an 11th grade education. He had worked as a maintenance technician for 27 years. The patient was allegedly fired because of alcohol abuse. The patient had not worked since 2002. He claims that he was divorced. He has a 21-year-old daughter and he has no contact with her. The daughter allegedly moved with the mother to Italy. He has no family history of mental problems. He is a Catholic faith. The patient was living with her mother until she died.
LEGAL PROBLEMS: None.
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MEDICAL HISTORY: Includes degenerative joint disease, and seizure disorder.

The patient’s medications are the following namely, Risperdal 1 mg in the morning, vitamin B1 100 mg half tablet daily, K-Dur 10 mEq. daily, Risperdal 2 mg at bedtime, Ultram 50 mg two times daily, Keppra 750 mg two times daily, Mag-Ox, and lactulose.

The patient has been medication complaint. He denies having any side effects to the current medications.

SUBSTANCE ABUSE HISTORY: He has a past history of alcohol abuse. He denied any other substance abuse.
LABORATORY DATA: The investigations done on 05/22/12 showed the following. Bilirubin was increased to 2.0. Serum albumin was low at 2.9, magnesium was 1.5 and the potassium was 3.4. All other indices and the chemistry profile was unremarkable. CBC done on 07/17/12 shows WBC of 2.5, RBC of 3.73, hemoglobin of 12.0, hematocrit of 34.3, neutrophil was 1.0 and eosinophil was 9. All other indices were unremarkable.

The patient’s weight done on 01/13/2013 was 171 pounds. The blood pressure was done on 12/10/12 was 130/78. Pulse was 80. Respiration was 18. The patient’s gait is steady.
The system review is unremarkable.
MENTAL STATUS EXAMINATION: The patient is a 51-year-old Caucasian male. He was interviewed in his room. He was lying on the bed. He was cooperative. The patient maintained good eye contact. The patient states that they are planning to move him from the nursing home to AFC Home and allegedly finances is holding him up. The patient’s mood was euthymic. He did not appear to be apprehensive or anxious. He is alert and oriented x 3. His recent memory is intact. General information is adequate. Insight and judgment is marginal. The patient is not hallucinating or delusional.

DIAGNOSIS:

AXIS I: 

1. Psychosis NOS.
2. History of alcohol dependence.

AXIS II:

None.

AXIS III:
Anemia, and hepatomegaly.

AXIS IV:
Moderate. The patient is at a nursing home.
AXIS V:
GAF score is 45-50.

PATIENT’S STRENGTHS:

1. Supportive sister.
2. Supportive staff.
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PATIENT’S WEAKNESS:

1. Long history of alcohol abuse.
2. Past history of hallucinations and delusions.
TREATMENT RECOMMENDATION-PLANS:

1. We will continue the current medications. I will the lower the Risperdal to 2 mg at bedtime.

2. AIMS testing done.

3. Medical followup.

4. Close observation.

5. Social work followup.

PROGNOSIS: For discharge is good.
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