Psychological Evaluation

Patient Information

Name: Jane Doe

Date of Birth: 01/01/1980

Sex: Female

Address: 123 Main St, Hometown, ST, 00000
Phone Number: (123) 456-7890

Emergency Contact: John Doe, (123) 555-7890

Referral Source: Primary Care Physician

Background Information

Presenting Problem:

Patient reports feeling chronic stress, sleep disturbances, and frequent panic attacks.

Psychiatric History:

No prior psychiatric hospitalizations; outpatient psychotherapy for depression 5 years
ago.

Medical History:

Hypothyroidism, controlled with medication.

Family History:

Mother has a history of depression; paternal grandfather diagnosed with bipolar disorder.

Educational History:

Completed a Bachelor's degree in Business Management.



Occupational History:

Currently employed as an HR manager; reports high levels of workplace stress.

Social History:

Limited social circle; patient describes herself as an introvert.

Legal History:

No legal issues reported.

Clinical Interview

Mental Status Examination

Appearance:

Well-groomed but appears fatigued.

Behavior:

Cooperative; no noticeable psychomotor agitation or retardation.

Speech:

Clear but rapid speech.

Mood and Affect:

Reports feeling "on edge"; affect appears anxious but congruent with the stated mood.

Thought Process:

Logical and goal-directed.



Thought Content:

No evidence of delusions, hallucinations, or suicidal ideation.

Perceptual Disturbances:

None reported.

Cognition:

Oriented to time, place, and person; short-term memory appears intact.

Insight and Judgment:

Appears to have fair insight into her condition; judgment appears intact.

Psychological Tests Administered

1Q Testing:
WAIS-IV; Full-scale 1Q = 110

Personality Assessment:

MMPI-2

Specialized Tests:

Beck Anxiety Inventory; Beck Depression Inventory-Il



Diagnostic Impressions
DSM-5 Diagnosis:
Generalized Anxiety Disorder (GAD), F41.1

ICD-10 Diagnosis:
F41.1 - Generalized Anxiety Disorder

Treatment Recommendations

Psychotherapy: Weekly Cognitive Behavioral Therapy (CBT) for 6-8 weeks.
Pharmacotherapy: Consider short-term use of SSRIs for symptom relief.
Lifestyle Changes: Recommend regular exercise and improved sleep hygiene.
Follow-up: Bi-weekly checks for the first two months.

Consultation: Coordinate with primary care physician for medication review.

Summary and Conclusions

Patient presents with significant symptoms of anxiety and chronic stress, possibly related
to occupational stressors. No evidence of psychotic symptoms. Likely to benefit from
Cognitive Behavioral Therapy focused on stress management and coping strategies.
Medication evaluation is also recommended for immediate symptom relief.
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Pharmacotherapy: Consider short-term use of SSRIs for symptom relief.



Lifestyle Changes: Recommend regular exercise and improved sleep hygiene.



Follow-up: Bi-weekly checks for the first two months.



Consultation: Coordinate with primary care physician for medication review.
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