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	Name: Sarah Johnson
	Age: 16
	Date of Evaluation: March 12, 2024
	Referring Provider: Dr. Michael Smith, MD
	Chief ComplaintRow1: Sarah's parents report concerns about her recent behavior, including increased irritability, social withdrawal, and declining academic performance.
	Presenting ConcernsRow1: Sarah presents with symptoms of persistent sadness, irritability, and social withdrawal. She reports feeling overwhelmed by schoolwork and experiences frequent mood swings. Sarah's parents note that she spends most of her time alone in her room and has stopped participating in activities she previously enjoyed.
	Medical HistoryRow1: Sarah has no significant past medical history.

She has not received previous mental health treatment.
	Family HistoryRow1: Family history is notable for depression and anxiety disorders on her mother's side.

Sarah reports a strained relationship with her parents but feels supported by her older sister.
	Social HistoryRow1: Sarah is a junior in high school and is struggling academically.

She has few close friends and avoids social interactions.

Sarah lives with her parents and sister in a stable home environment.
	Developmental HistoryRow1: Sarah achieved developmental milestones within the normal range.

No history of significant trauma or adverse childhood experiences.
	Substance Use HistoryRow1: Sarah denies any history of alcohol, tobacco, or drug use.
	MoodRow1:  Sarah reports feeling sad and hopeless most days.
	AnxietyRow1:  She experiences frequent worry and tension, especially related to school.
	BehaviorRow1:  Sarah's parents note increased irritability and withdrawal.
	Sleep and AppetiteRow1: Sarah reports difficulty falling asleep and has a poor appetite.
	Psychotic SymptomsRow1: No evidence of hallucinations or delusions.
	Suicidal and SelfHarm Risk AssessmentRow1: Sarah denies current suicidal ideation or intent.

No history of self-harm behaviors.
	Psychosocial StressorsRow1: Academic pressure and social isolation are significant stressors for Sarah.

She reports feeling overwhelmed by expectations from her parents and teachers.
	Diagnostic EvaluationRow1: Working diagnosis: Major Depressive Disorder with possible comorbid Generalized Anxiety Disorder.
	TherapyRow1:  Cognitive-behavioral therapy (CBT) to address depressive symptoms and anxiety management techniques.
	MedicationRow1:  Consideration of selective serotonin reuptake inhibitor (SSRI) for depression and anxiety symptoms, pending further evaluation by a psychiatrist.
	ReferralRow1: Referral to a child and adolescent psychiatrist for further assessment and medication management.
	Crisis InterventionRow1: Provide crisis hotline information and develop a safety plan in case of suicidal ideation.
	FollowUp PlanRow1: Schedule follow-up appointment in two weeks to monitor response to treatment.

Provide contact information for emergency support services.

Collaborate with Sarah's school counselor and primary care provider for ongoing support.
	Informed ConsentRow1: Obtained informed consent from Sarah and her parents for treatment recommendations and interventions.
	DocumentationRow1: Documented evaluation findings, diagnosis, treatment plan, and informed consent in Sarah's medical record.
	Other: 
	Group1: Choice2


