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	Patient Name: 
	Sharp, Kenneth

	Date of Service: 
	01/25/2013

	Case Number: 
	144668

	Provider ID: 
	

	Reporting Unit: 
	

	Code: 
	

	Location: 
	


Recent Behavior and Presentation: I was asked to see the patient because he was having some sustained negative feelings over the past two weeks. The patient expressing a wish to go home, not expressing any overt suicidal or plans. No reports that he has been paranoid or psychotic. No reports of agitation or combativeness or behavioral problems. No reports of lethargy. No reports of noncompliance except he does refuse the Norvasc and that was discontinued by his primary care physician. He has lost five pounds since 12/20/12.

Review of Systems: Eyes are positive for glaucoma. Ears, nose, mouth and throat is negative. Cardiovascular is positive for history of hypertension. Respiratory is negative. Gastrointestinal is negative. Genitourinary is negative. Musculoskeletal is negative. Integumentary is negative. Neurological is positive for dementia and metabolic encephalopathy. Endocrine is negative. Hematologic/Lymphatic is negative. Allergies and Immune is negative.

Observation: The patient’s weight is 180 pounds, his height is 66”, respiratory rate is 16. He was up in his bed. His hygiene and grooming are good. His muscle, tone and strength appeared normal. No irregular movements were seen. His speech was spontaneous, goal directed. Thought process shows confusion. No loose associations were expressed. He did not express any suicidal ideations, plans or intensions. No delusions or paranoia expressed. He did not appear to be responding to internal stimuli. His insight and judgment seem marginal. He is oriented to himself. His recent and remote memory are showing impairment. Concentration seemed poor. Fund of knowledge showed seems fairly adequate. His mood seemed little down, but he denied feeling depressed and he had no complaints at this time. His affect was constricted. No tremor seen. No complaints of side effects.

Current Medications: He is getting donepezil 10 mg in the evening.

Laboratory Data: On 10/31/12, glucose 78, estimated GFR 86, AST 10, ALT 11, and hemoglobin A1c 5.5.
Assessment:
1. Dementia with behavioral disturbances. Currently, mood and behavior appears fairly stable, but the patient has been having episodes of feeling down, expressing some negative feelings, wanting to go.

2. History of psychotic disorder NOS. No recent reports of psychosis.
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Plan: At this time, continue the donepezil 10 mg in the evening for dementia. The patient’s weight is down 5 pounds and he is expressing some negative feelings. We will monitor for now if he continues to show poor appetite and continues to lose weight or continues to have negative mood. Then we will consider antidepressant medication possibly Remeron and have staff continue to provide supportive therapy. Primary care physician is to follow up medically. This is the greater than 16 minutes of patient time and floor time was spent providing coordination of care with staff.

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