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Patient Name: Robert Hudson

Date of Service: 01/25/2013

Date of Birth: 01/06/1983

Case Number:  01333554

Identification Information: This is a 30-year-old African-American male. The patient is his own guardian. He was accompained to the appointment by his mother Virginia Hudson, and the Department Supervisor Ms. Rotesa Baker was also in the appointment.

The patient reports the reason for the evaluation was to determine his need for medication. The patient is also in the process of applying for Medicaid. According to the patient’s mother, the patient received social security benefits prior to a two-year incarceration. He was released three years ago and was not rewarded benefits.

Presently, the patient is not taking any medications. He reports symptoms as mood swings, raising thoughts, anger, verbal and physical aggression, depression, periods of going days without sleeping, periods of increased energy, and periodic auditory hallucinations. The patient reports that he is not taking medications since childhood. During his childhood, the patient reports taking questionably Thorazine and/or Ritalin. The mother and patient reports that they could not recall the specific names and the names of the medications not familiar. He was prescribed medication due to difficulty sleeping, acting out in class, and hyperness________2:45_______. The patient reports being involved in multiple fights and he was required to repeat grades and was expelled from school on several times. The patient reports that his highest level of education is the 8th or 9th and he was unfamiliar with the specific grades.

Psychiatric History: The patient denies inpatient psychiatric hospitalization. Suicide history, the patient denies any history of suicide attempts.

Family/Mental Health and Substance Abuse History: Depression is significant for paternal uncles. Substance abuse is significant for paternal uncles and cousins.

Medical History: Admits to history of asthma.

Allergies: No known drug allergies.
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Surgeries: He denies any surgeries.

Current Medications: None.

Substance Abuse History:  The patient reports that he smokes approximately two packs of cigarettes a day. He does admit to alcohol use; last use however was one year ago. He does not recall the specifics when he initially started use of alcohol. The patient denies use of cannabis, cocaine, heroin or abuse of prescription medication.

Social History: This is a 30-year -old African-American male, single, never married. The patient denies any children. He currently resides with his mother. He is his own guardian.

Education: Eighth or ninth grade.

Legal History:  The patient is his own guardian. He was released from prison approximately three years ago, charged at that time ______4:54_______ fell on the firearms, where he spent two years in prison. The patient denies being on parole. The patient also reports a history of several jail incarcerations for possession of drugs and assault cases. The patient denies being on probation presently.

Employment: The patient is presently unemployed.

Mental Status Exam: This is a 30-year-old African-American male, who presents his stated age. The patient is of medium height and medium built. His hygiene and grooming are appropriate. He is casually dressed. He is subdued, but cooperative throughout the course of the interview. He answers questions with minimal answers.  The patient’s affect was constricted. His mood as stated previously is subdued. The patient's speech is 
goal-directed. The patient denies any active suicidal, homicidal or paranoid ideations. The patient denies any active auditory or visual hallucinations. The patient does admit to a history of auditory hallucinations however. He reports people talking to him, saying things. Per history, the patient’s judgment and insight were both limited. The patient presents today, however with the intent of obtaining help and obtaining resources with respect to social security benefits and insurance.
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Diagnoses:
Axis I:
Suspect bipolar disorder, nicotine dependence, history of alcohol abuse (remission per the patient’s self report)

Axis II:
Mental retardation (the writer does not have the written documentation with respect to the specific determination of the severity).

Axis III:
Asthma.

Axis IV:
No medical insurance, no financial resources, history of incarcerations, family ______8:15______ treated the patient due to mental illness and substance abuse.

Axis V:
47.

Recommendations:
1. The patient was referred to followup at the clinic, Advantage Health Center. Ms. Baker contacted the agency. The patient can present as a walk-in or call. A list of the necessary items was shared with the patient and his mother both, and they were in agreement.

2. Laboratory tests were ordered. Labs will be either drawn at the Advantage Clinic per the writer’s order or the doctor may order labs at the Advantage Clinic, according to the information that was provided.

3. The patient is to return in four weeks. At that time, the laboratory tests will be available. It is recommended for the patient to reapply for social security and Medicaid.

4. It was discussed with the patient that he may benefit from medications. At the present time, the patient cannot afford to pay for minimal medications. Options are being reviewed in an attempt to secure medications for the patient. PAP______10:20______ would not be a choice at this time due to the patient not prior being on medications. Alternatives and options with respect to resources were discussed with the patient and his mother.

______________________________

Lisa Haston-Fuller, D.O.
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