IDENTIFYING INFORMATION: The patient is a 24-year-old, married, white female referred for evaluation of her depression by her primary care physician Dr. Smith. 

CHIEF COMPLAINT: Depression, headaches.

HISTORY OF PRESENT ILLNESS: The patient is a 24-year-old woman who states that she has been depressed for as long as she can remember. However, she states that her depressive symptoms have been worse over the last five years and significant worse over the last one month. She describes her depressive symptoms as consisting of depressed and sad mood most of the day, nearly everyday, accompanied by low energy and anhedonia, increased guilt, rumination and worries, anxiety, fatigue, decreased concentration, and passive death wishes. In addition, she occasionally has suicidal ideations, although she does not have suicidal intent or plan. 

She has been treated with several antidepressants in the past. These include paroxetine, sertaline, fluoxetine, venlafaxine, citalopram and escitalpram. The medications were discontinued either because of lack of efficacy or side-effects. The patient states that she seemed to respond the best to fluoxetine but discontinued it at the time since she wanted to conceive.
Specifically, she states that in addition to the above-mentioned depressive symptoms she has also experienced frequent headaches, which she describes as frontal headache, which radiate to the back of her neck and are accompanied by some photophobia and phonophobia. The patient also has some nausea and vomiting. She states that she has had this almost after every meal over the last one month until she was treated with some metoclopramide. She had a CT of her head about three weeks ago which was unrevealing of significant abnormalities.
She has had a CBC, CMP, and ultrasound of her gallbladder done, which are reported to not reveal any physical etiology for her nausea and emesis. She did lose about 10 pounds over the last two weeks. However, her appetite is decreased and in addition she states she has some hypersomnia at this time. She is finding it hard to go to work and reports a lot of stress at work. 

She denies manic symptoms either now or in the past. In addition, she has no significant obsessive or compulsive symptoms or panic attacks. She has no psychotic symptoms, no delusions, or hallucinations.
PAST MEDICAL HISTORY: The patient had infectious mononucleosis in high school. Has a history of migraine headaches for the past 5 years.  No other significant past medical history.
PAST SURGICAL HISTORY: None.
MEDICATIONS
1. Amitriptyline 50 mg q bedtime.
2. Over-the-counter prenatal vitamins.
3. Metoclopramide 10 mg four times a day, as needed.

4. Ibuprofen 400 mg four times a day as needed.
5. Sumatriptan 50 mg as needed
ALLERGIES:  None.

FAMILY HISTORY: The patient has one sister who has a history of depression, is being treated successfully with sertraline. Apparently, her father had a drinking problem, and she states he was "manic, depressive" and also described the symptoms. The patient states that her father was impulsive and has some anger control issues. He was never formally diagnosed with a mental illness.  No family history of suicide and no other relevant family history.
PERSONAL AND SOCIAL HISTORY: The patient describes her childhood as "not too happy not too sad." However, describes her father as being "controlling and emotionally abusive." She states that school was all right, although she did not really enjoy school as she found it difficult to make friends. She graduated from high school and went on to study further. She graduated with a Bachelor’s degree in Special Education. She has been married for a year. Her husband and she have been together for two and a half years. They have no children. The patient states that they desire to have children. She reports her relationship as good. She has not been married previously. She has had one significant relationship in the past. There is no history of tobacco abuse. She does not drink alcohol. She has no history of illicit drug abuse.
REVIEW OF SYSTEMS: The patient denies numbness, tingling, heat intolerance, or cold intolerance. She has no rashes. She does report some pre-menstrual symptoms including worsening of depression and headaches. She denies menorrhagia or metrorrhagia. She denies abdominal pain, although she has nausea and vomiting as described above. She has no visual loss. No oral lesions, no history of oral ulcers. There is no history of diarrhea. No hematochezia. No hematemesis.
PHYSICAL EXAMINATION: 
Vital Signs: Pulse 80, Respirations 16, Blood Pressure 126/74. 
HEENT: Extraocular movements are intact. Pupils are equal and reactive to light and accomodation. Oral mucosa is normal. No lesions detected. There is mild tonsillar hyperemia. 
Neck: Supple with no jugular venous distention. No bruits. No lymphadenopathy. 
Lungs: Clear to auscultation bilaterally. 
Heart: S1, S2 heard, regular rate and rhythm. No murmurs or gallops. 
Abdomen: Soft, nontender. Bowel sounds are heard. No organomegaly. 
Extremities: No edema. Pulses felt bilaterally and equally. 
Neurologic: Cranial nerves II through XII grossly intact. No cogwheeling or rigidity. Power is 5/5 in all extremities. Deep tendon reflexes are 1+ bilaterally and equally in all extremities. Sensory system is intact to touch. Cognition: The patient is alert and oriented to time, place, and person.
Mental Status: The patient looks her stated age, appropriately dressed, good hygiene, good personal grooming. Made poor eye contact. No psychomotor agitation and retardation. Affect: Depressed and the patient was often tearful mood which is described as "depressed." Speech was normal in rate, tone, flow, and volume. Thought processes were logical and goal-directed. Thought content: No suicidal or homicidal ideations at this time. No hallucinogenic delusions. Perceptions: The patient has no hallucinations. Insight and judgment are fair. 
ASSESSMENT
AXIS I: Major depressive disorder - recurrent, moderate without psychotic symptoms, rule out somatization disorder.
AXIS II: Deferred: Possible cluster C symptoms.
AXIS III: Nausea, headaches – probable migranous.
AXIS IV: Stressors: Starting a new job recently and stress of her current depressive disorder.
AXIS V: GAF of 65.
PLAN

1. We have reviewed the laboratory investigations done last week which included a CMP, CBC, and a thyroid panel. All these are normal. Apparently, the patient also has had a CT scan done in last month, which was normal. We will try and obtain the CT scan report and the CCK HIDA scan, which were done. 

2. We will obtain releases to be signed by the patient today from and to her primary care physician in and from and to her husband.

3. We will stop the amitriptyline and initiate the patient on fluoxetine at the dose of 10 mg once a day. This will be titrated upwards depending on the patient's response and tolerance to the side effects. The side effects, risks, and benefits of fluoxetine were explained to the patient. The patient is also going to be referred to a therapist for cognitive therapy. 

4. In addition, we have advised the patient to take 2 mg of folate a day since there is some evidence of this is of help in treating depression when on anti-depressants. 

5. In addition, she was advised to undertake aerobic exercises about three to four times a week. 

6. She has also been given a number to call should she have any suicidal ideations. The patient and her husband were in agreement to this.

7. The patient was asked to return to clinic in 3 weeks.

