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	Patient Name: 
	Bolton, Donna

	Date of Service: 
	01/25/2013

	Case Number: 
	129776

	Provider ID: 
	

	Reporting Unit: 
	

	Code: 
	

	Location: 
	


Recent Behavior and Presentation: The patient was seen for medication review. Staff is not reporting any new behavioral problems. No recent reports of increase agitation or distress. No recent reports of paranoia or psychosis. No reports of increase depression or anxiety. No reports of lethargy. No reports of eating problems or sleeping problems. She does occasionally come out of her room. No reports of noncompliance.

Review of Systems: Eyes is negative. Ears, nose, mouth and throat positive for some dysphagia. Cardiovascular positive for hyperlipdiemia. Gastrointestinal positive for irritable bowel syndrome, constipation, and GERD. Respiratory is negative. Genitourinary positive for urinary tract infection. Integumentary negative. Musculoskeletal positive for muscle weakness and status post knee joint replacement. Neurological is positive for history of neuroleptic malignant syndrome and insomnia. Endocrine is negative. Allergies/Immune is negative.

Observation: The patient was lying in bed. She is awake. She is alert. She is oriented to herself and her room. Her weight is 155 pounds, her height is 68”, respiratory rate was 16. Her hygiene and grooming are good. Muscle strength and tone appeared adequate. She had some irregular mouth movements. Her speech was somewhat spontaneous and goal directed. Thought process seemed normal. No loose associations. No delusions or paranoia. She did not express any suicidal or homicidal ideations. She does not appear to be responding to internal stimuli. Insight seems marginal. Judgment is marginal. She is oriented to herself and her room. Her attention and concentration seem minimal. Fund of knowledge was adequate. Recent and remote memory showing impairment. Mood was depressed. Affect was constricted. She had no complaints except for dry mouth.

Current Medications: She is currently taking Xanax 1 mg three times a day as needed, Paxil 40 mg daily, quetiapine 25 mg daily, and Remeron 15 mg daily.
Laboratory Data: On 12/19/12, glucose 88, estimated GFR 82, AST 10, and ALT 7.
Assessment: Bipolar disorder. Currently, mood and behavior overall the same manageable. No increase in depression or agitation. No weight loss. Appetite appears to be intact.
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Plan: Continue Xanax 1 mg three times a day as needed for anxiety. Continue the Paxil 40 mg daily along with Remeron 15 mg at bedtime for depression. Continue both medications to maximize the antidepressant effects while minimizing side effects. Continue quetiapine 25 mg daily for psychosis and mood stabilizer. Primary care physician is to follow up medically. Benefits of the medications outweigh the risks. More than 17 minutes of the patient time and floor time was spent providing coordination of care with staff. 
Elizabeth Eldon, M.D.
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