DATE OF ADMISSION:
12/29/2012

DATE OF DISCHARGE:
01/09/2013

ATTENDING PHYSICIAN:
Someswara N Navuluri, MD

REASON FOR ADMISSION:  The patient was hospitalized via emergency room on a petition filed by the family because of her bizarre behavior, paranoia, hearing voices, mood swings, not sleeping, not eating, and also getting violent.  She was depressed.  She was hearing voices.  Because of all these problems, she was hospitalized.  For more information regarding admission, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  Patient is a 58-year-old black female, disheveled, unkempt, depressed, anxious, labile, argumentative, and hyper.  Sensorium clear.  Judgment was marginal.

PHYSICAL EXAM:  Normal.

LAB WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicidal precautions, which were later discontinued.  The patient received reality orientation, individual therapy, supportive therapy, group therapy, milieu therapy, and medication.  The patient was treated with Prolixin 5 mg p.o. b.i.d., Prozac 20 mg p.o. once a day in the morning, Risperdal 3 mg p.o. b.i.d., and Klonopin 0.5 mg p.o. t.i.d.  With the combination of all these medications and also intensive treatment, the patient made slow and steady progress.  Her depression __________, mood became stable, no longer psychotic or violent.  She was able to participate in all the activities and learned appropriate ways of dealing with stress.  She wants to go home.  She was given long-acting Prolixin Decanoate 25 mg IM.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations, or plans.  Not psychotic.  Not violent.

FINAL DIAGNOSIS:  AXIS I:  Schizoaffective disorder, depressed type, 295.70. 

AXIS II:  None. 

AXIS III:  None. 

AXIS IV:   Mild. 

AXIS V:  Discharge Global Assessment of Functioning 55.

RECOMMENDATIONS:  The patient was discharged home with recommendation to go to the Community Mental Health Clinic.  She was discharged on Prolixin, Prozac, Risperdal, and Klonopin as above for a 1 month prescription and a 1 week supply of medication.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
12/30/2012

DATE OF DISCHARGE:
01/10/2013

ATTENDING PHYSICIAN:


REASON FOR ADMISSION:  The patient was hospitalized via the emergency room.  Petition filed by the family because of his __________ bizarre behavior, paranoia, hearing voices, not sleeping, not eating and __________.  For more information, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 28-year-old white male, disheveled, unkempt, preoccupied, guarded, confused with psychomotor retardation.  He was psychotic.  Mood was labile.  He was alert, and his sensorium was clear.  Insight limited.  Judgment was marginal.

PHYSICAL EXAM:  Normal.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicide precautions and also assault precautions which were later discontinued.  The patient received reality orientation, individual therapy, supportive therapy, group therapy, milieu therapy, active therapy, and medication.  __________.  The patient was treated with Haldol 10 mg p.o. b.i.d., Ativan 1 mg t.i.d.  With the combination of these medications and also intensive treatment, the patient made slow and steady progress.  His reality has improved.  __________.  Judgment was good.  The patient was given long-acting Haldol Decanoate 50 mg.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations or plans.  Not psychotic.  Not violent.

FINAL DIAGNOSIS:  AXIS I:  Schizophrenia, chronic, undifferentiated, 295.90.   

AXIS II:  None. 

AXIS III:  None.   

AXIS IV:  Mild. 

AXIS V:  Discharge Global Assessment of Functioning of 55.

RECOMMENDATIONS:  The patient was discharged home with recommendation to go to the Community mental Health Clinic.  The patient was discharged on Haldol and on Ativan as above for a one month prescription and a one week supply of medication.

PROGNOSIS:  Guarded.

----------------------------------------------------------------------- DATE OF ADMISSION:
01/03/2013

DATE OF DISCHARGE:
01/10/2013

ATTENDING PHYSICIAN:
Someswara N Navuluri, MD

REASON FOR THE ADMISSION:  The patient was hospitalized via the emergency room because of depression, anxiety, paranoia, and also irritability.  For more information, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 20-year-old black female, appeared labile, irritable, impulsive, depressed, anxious, paranoid, and bizarre.  Sensorium clear.  Judgment was marginal.

PHYSICAL EXAM:  Normal.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicide precautions which were later discontinued.  The patient received reality orientation, individual therapy, supportive therapy, group therapy, milieu therapy, activity therapy, and medication.  The patient was treated with Risperdal 2 mg p.o. b.i.d., Zoloft, 100 mg p.o. at bedtime and Klonopin 0.5 mg p.o. t.i.d.  With the combination of all these medications and also intensive treatment, the patient made slow and steady progress.  Her psychosis resolved.  Her depression lifted.  She was no longer aggressive or violent.  She was able to participate in all the activities and learned appropriate ways of dealing with stress.  She was stable for discharge.  She wants to go home.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations or plans.  Not psychotic.  Not violent.

FINAL DIAGNOSES:  Axis I:  Schizoaffective disorder, depressed type, 295.70.   

Axis II:  Deferred.   

Axis III:  None.   

Axis IV:  Mild.   

Axis V:  Discharge Global Assessment of Functioning score of 55.

RECOMMENDATIONS:  The patient was discharged home with the recommendation to go to the Community Mental Health Clinic.  She was discharged on Risperdal, Zoloft and Klonopin as above with 1 month prescription and 1 week supply of medication.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
01/05/2013

DATE OF DISCHARGE:
01/11/2013

ATTENDING PHYSICIAN:


REASON FOR ADMISSION:  The patient was hospitalized via emergency room because of bizarre behavior, paranoia, hearing voices, not sleeping, not eating, and also getting violent.  For more information regarding admission, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 23-year-old black male, disheveled, unkempt, appeared very paranoid, delusional, bizarre, inappropriate, and psychotic.  Sensorium clear.  Judgment was marginal.

PHYSICAL EXAMINATION:  Normal.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicidal precautions and also assault precautions, which were later discontinued.  The patient received reality orientation, individual therapy, supportive therapy, group therapy, milieu therapy, and medication.  The patient was treated with Haldol 5 mg p.o. b.i.d.  With this combination of his medications, and also intensive treatment, the patient made slow progress.  His reality has improved.  No longer psychotic or violent.  The patient was stable.  He wanted to go home.  He was given long-acting Haldol Decanoate 50 mg IM.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations, or plans.  Not psychotic, not violent.

FINAL DIAGNOSIS:  AXIS I:  Schizophrenia, chronic, undifferentiated, 295.90. 

AXIS II:  Deferred. 

AXIS III:  None. 

AXIS IV:  Mild.   

AXIS V:  Discharge global assessment of functioning of 60.

RECOMMENDATION:  The patient is discharged home with recommendation go to the community mental health clinic.  He was discharged on Haldol, as above, given a 1 month's prescription with 1 refill.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
01/05/2013

DATE OF DISCHARGE:
01/11/2013

ATTENDING PHYSICIAN:


REASON FOR ADMISSION:  The patient was hospitalized via the emergency room because of his bizarre behavior, paranoia, hearing voices, not sleeping, not eating, and also getting aggressive.  For more information regarding the admission, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 47-year-old black male who was loose and evasive, preoccupied, disheveled, unkempt, psychotic, bizarre and inappropriate.  Sensorium clear.  Judgment was marginal.

PHYSICAL EXAMINATION:  Normal.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicide precaution and also on assault precautions which were later discontinued.  The patient received reality orientation, individual therapy, supportive therapy, group therapy, milieu therapy, and medication.  The patient was treated with Prolixin 10 mg p.o. b.i.d., Cogentin 1 mg p.o. b.i.d.  With the combination of all these medications and also intensive treatment, the patient made slow and steady progress.  His reality has improved.  He was no longer psychotic or violent.  Mood stabilized. The patient was given long-acting Prolixin Decanoate 25 mg IM.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations or plans.  Not psychotic and  not violent.

FINAL DIAGNOSIS:  Axis I:  Schizophrenia, chronic undifferentiated, 295.90.   

Axis II:  None. 

Axis III:  None. 

Axis IV:  Mild.   

Axis V:  Discharge Global Assessment of Functioning Score of 75.

RECOMMENDATIONS:  The patient is discharged home with the recommendation to go to the Community Mental Health Clinic.  The patient was discharged on Prolixin and Cogentin as above with a 1-month prescription and 1-week supply of the medication.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
01/10/2013

DATE OF DISCHARGE:
01/15/2013

ATTENDING PHYSICIAN:


REASON FOR ADMISSION:  The patient presented to the emergency room because of depression, anxiety, insomnia, and also vague thoughts about hurting herself.  Because of all these problems, she was taken to the emergency room, and from there she was transferred here.  For more information regarding admission, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 19-year-old white female who appeared depressed, anxious, labile, sad, and anxious.  The patient was not psychotic, not suicidal.  Sensorium clear.  Judgment was good.

PHYSICAL EXAMINATION:  Normal.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicide and assault precautions, which were later discontinued.  The patient received individual therapy, supportive therapy, group therapy, milieu therapy, milieu therapy, and medication.  The patient was treated with Prozac 40 mg once a day in the morning and Klonopin 0.5 mg p.o. t.i.d.  With the combination of all these medications and also intensive treatment, the patient made slow and steady progress.  Her depression __________.  Her anxiety has resolved, no longer suicidal.  She was able to participate in all the activities and learn appropriate ways of dealing with stress and anxiety.  She wants to go home.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations, or plans.  Not psychotic, not violent.

FINAL DIAGNOSIS:  AXIS I:  Depressive disorder, not otherwise specified, 311.00.   

AXIS II:  Cluster B traits.   

AXIS III:  None. 

AXIS IV:  Mild.   

AXIS V:  Discharge global assessment of functioning of 60.

RECOMMENDATION:  The patient will be discharged home with recommendation to go to the community mental health clinic.  She was discharged on Prozac and Klonopin as above with 1 month's prescription and 1 week's supply medication.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
01/05/2013

DATE OF DISCHARGE:
01/18/2013

ATTENDING PHYSICIAN:


REASON FOR ADMISSION:  The patient was hospitalized via the emergency room because of bizarre behavior, paranoia, hearing voices, not sleeping, not eating, and also getting more aggressive and violent.  The patient was taken to the emergency room, and from there she was transferred here.  For more information regarding admission, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 51-year-old black female, disheveled, labile, __________.  Hygiene and grooming were marginal.  The patient was psychotic.  She was labile, irritable, and aggressive.  Sensorium clear.  Judgment was adequate.

PHYSICAL EXAMINATION:  Normal.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicidal precautions and also assault precautions, which were later discontinued.  The patient received reality orientation, individual therapy, supportive therapy, group therapy, milieu therapy, and medication.  The patient was treated with Depakote ER 500 p.o. b.i.d. and Haldol 10 mg b.i.d.  With the combination of all these medications, and also intensive treatment, the patient made slow and steady progress.  Her moods became stable, no longer psychotic.  Not violent.  She was able to participate in all activities and learned appropriate ways of dealing with stress.  She wanted to go home.  She was given long-acting Haldol Decanoate 50 mg IM.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations, or plans.  Not psychotic.  Not violent.

FINAL DIAGNOSIS:  AXIS I:  Schizoaffective disorder, bipolar type, 290.70.   

AXIS II:  Deferred. 

AXIS III:  Negative. 

AXIS IV:  Mild. 

AXIS V:  Discharge global assessment of functioning of 55.

RECOMMENDATION:  The patient was discharged home with recommendation to go to the community mental health clinic.  She was discharged on Haldol and Depakote as above, given a 1 month's prescription and 1 week's supply of medication.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
01/11/2013

DATE OF DISCHARGE:
01/15/2013

ATTENDING PHYSICIAN:
Someswara N Navuluri, MD

REASON FOR THE ADMISSION:  The patient was hospitalized via the emergency room because of depression, agitation, irritability, anger, and also vague thoughts about hurting himself.  For more information regarding admission, please see my psychiatric evaluation.

MENTAL STATUS EXAM:  The patient is a 38-year-old white male who appeared depressed, anxious, labile, irritable, and angry.  The patient was emotional.  He was not psychotic.  He had vague suicidal thoughts,  but no plans.  Sensorium clear.  Judgment was adequate.

PHYSICAL EXAM:  The patient has hypertension and also back problems.

LABORATORY WORKUP:  Normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicide precautions which were later discontinued.  The patient received individual therapy, supportive therapy, group therapy, milieu therapy, activity therapy, and medications.  The patient was treated with Prozac 40 mg p.o. once a day in the morning and Risperdal 1 mg p.o. b.i.d.  With the combination of all of these medications and also intensive treatment, the patient made slow and steady progress.  The patient was seen by Dr. Atto for his medical problems.  The patient responded well to the medication.  His depression lifted.  He was no longer suicidal.  The patient wants to go home.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations or plans.  Not psychotic, not violent.

FINAL DIAGNOSIS:  Axis I:  

1. Psychosis, not otherwise specified, 298.9.

2. Depression, not otherwise specified.   

Axis II:  None. 

Axis III:  Hypertension. 

Axis IV:  Mild.   

Axis V:  Discharge Global Assessment of Functioning of 55.

RECOMMENDATIONS:  The patient was discharged home with the recommendation to go to the Community Mental Health Clinic.  He was discharged on Prozac and Risperdal as above with a 1-month prescription and a 1-week supply of medication.  The patient was advised to see his medical doctor.

PROGNOSIS:  Guarded.

DATE OF ADMISSION:
01/12/2013

DATE OF DISCHARGE:
01/18/2013

ATTENDING PHYSICIAN:


REASON FOR ADMISSION:  The patient was seen in the emergency room because of depression, anxiety, insomnia, and paranoia, hearing voices, and also being suicidal.  For more information regarding admission, please see my psychiatric evaluation.

MENTAL STATUS EXAMINATION:  Patient is a 21-year-old black male, uncooperative, guarded, and evasive.  Hygiene and grooming were marginal.  He was hearing voices.  Mood was depressed.  Sensorium clear.  Judgment was marginal.

PHYSICAL EXAMINATION:  Normal.

LABORATORY:  Workup normal.

HOSPITAL COURSE:  Upon admission, the patient was placed on suicidal precautions and also assault precautions which were later discontinued.  The patient received reality orientation, individual and supportive group therapy, milieu therapy, activity and medication.  The patient was treated with Haldol 5 mg b.i.d., Prozac 20 mg once a day in the morning.  With the combination of all these medications and also intensive treatment, the patient made slow and steady progress.  Regarding progress, no longer suicidal or aggressive. The patient wants to go home.  The patient was given long-acting Haldol Decanoate 50 mg.  At the time of discharge, the patient categorically denied any suicidal thoughts, ideations or plans.  Not psychotic.  Not violent.

FINAL DIAGNOSIS:  AXIS I:  

1. Schizoaffective, depressed type, 297.70.  

2. Depression, not otherwise specified.   

AXIS II:  Deferred.   

AXIS III:  None. 

AXIS IV:  None. 

AXIS V:  Global assessment of functioning 55.

RECOMMENDATIONS:  The patient was discharged home with the recommendation to go to the Community Mental Health Clinic.  He was discharged on Haldol and Prozac as above for 1 month prescription and 1 week of  medication.  Prognosis guarded.

