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	Patient Name: 
	Hightower, Morris

	Date of Service: 
	01/25/2013

	Case Number: 
	

	Provider ID: 
	

	Reporting Unit: 
	

	Code:  
	

	Location:  
	


Recent Behavior and Presentation: I was asked to see the patient again he has made some statements last week. He was giving up *1.11______*. The patient was sent out to the hospital for psychiatric evaluation. He was sent back to the facility and again that there was concern that he was giving up again he was sent back to the hospital right back. Now staff reports that his mood seems better. He denies any suicidal thoughts, plans, or intentions. On 01/24/13, the patient was out to the Annapolis Hospital for depression and suicidal tendencies, but he came back same day. At that time he was reported in a pleasant mood and put on q. 15 minutes check. Since then staff reports he has made no statements to hurt himself. Denied any suicidal thoughts, plans, or intentions. He has agreed to have wound care therapy to look at his wound. They report that he has been much improvement in his ulcers and wounds and no other behavioral issues have been reported. Today, Staff is not reporting any depression or distress.

Review of Systems: Ears, nose, throat and mouth is negative. Cardiovascular is negative. Respiratory is negative. Gastrointestinal is negative. Genitourinary negative. Musculoskeletal negative. Integumentary pressure ulcers of the buttocks. Neurologic is positive for hemiplegia. Allergies and Immune is negative. Endocrine is positive for diabetes mellitus.
Observation: The patient was up in his bed. He is awake and alert. He is oriented x 3. Hygiene and grooming are fair. He is quiet, calm and cooperative. His mood seemed euthymic. He denies feeling depressed or anxious. Affect was constricted. His muscle tone and strength appeared within normal limits. Speech is spontaneous and goal directed. Thought content was normal. No loose associations. No delusions or paranoia. No suicidal thoughts, plans or intentions. No homicidal or violent ideations. Insight is marginal. Judgment is fair. The patient tends to minimize his thoughts and going to the hospital. He claims it was only because he did not like his roommate. Staff was not listening and once he get into the room he feels much better. He is oriented x 3. Recent and remote memory is intact. Fund of knowledge appears adequate. Language is adequate. Mood at this time denies depression or anxiety. Affect was constricted. No irregular movements were seen. He had no complaints of side effects. No lethargy. No tremor seen.

Current Medications: He gets Ativan 10 mg at bedtime and Zoloft 50 mg daily. The patient is requesting something to help with sleep. 
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Assessment: Major depression recurrent, rule out bipolar disorder. Currently, the patient has been expressing some depression and thoughts of giving up. He has been sent out twice because of concerns of suicidal ideations. Today, staff is not reporting any problems with behavior. His mood has been positive. He denies any suicidal thoughts, plans, or intentions.

Plan: At this time, we will increase the Zoloft to 75 mg daily for depression and anxiety. Continue the Ativan 10 mg at bedtime, but the patient is already getting Ativan at bedtime, but he reports at home he was sometimes taking 4 mg at bedtime to help with sleep. We will start Ambien 5 mg p.r.n. as needed for insomnia at that time. We will monitor primary care physician is to follow up medically. The benefits of the medications outweigh the risks. More than 16 minutes of the patient time and floor time was spent providing coordination of care with staff.

Elizabeth Eldon, M.D.
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