




NEUROLOGY CONSULTATION

PATIENT NAME: Karen Fowler

DATE OF BIRTH: 06/09/1951
DATE OF APPOINTMENT: 04/20/2023
REQUESTING PHYSICIAN: David Liu, M.D.
Dear Dr. Liu:
I had the pleasure of seeing Karen Fowler today in my office. I appreciate you involving me in her care. As you know, she is a 71-year-old right-handed Caucasian woman who came to my office for first time in a wheelchair. She is accompanied by an attendant from the nursing home who does not know her. By reviewing the paper, it was found that she is having dyskinetic movement, tremor, and rigidity. She is making noises and shouting. She has a history of lethargy and poor hydration also. She has a history of anxiety and depression. She is taking different medications for this problem including Klonopin, Seroquel, and Atarax. She has a history of TIA and stroke. She is anxious.

PAST MEDICAL HISTORY: Dementia, difficulty walking, COPD, anxiety, osteoarthritis, GERD, TIA, migraine, hypertension, hair loss, dyskinesia, malnutrition, depression and glaucoma.

PAST SURGICAL HISTORY: Hysterectomy.

ALLERGIES: Aspirin, Cipro, Ativan, and NSAID.

MEDICATIONS: Anoro-Ellipta inhalation, benztropine mesylate 0.5 mg daily, cetirizine, Paxil 20 mg daily, Seroquel 50 mg, Bactrim, famotidine, Klonopin 0.5 mg, Marinol oral capsule, and hydroxyzine.

SOCIAL HISTORY: Former smoker. Married and lives in the nursing home. Does not use alcohol.

FAMILY HISTORY: Unable to obtain.
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REVIEW OF SYSTEMS: I personally reviewed the general, skin, metabolic, endocrine, EENT, pulmonary, cardiovascular, gastrointestinal, neurologic, psychiatric, and musculoskeletal systems. I found out that she is making noises. She has a behavioral problem. She has a tremor, rigidity, and involuntary movement.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 90/60, heart rate 68, and respiratory rate 14. Lungs: Clear to auscultation. Heart: S1 and S2 regular in rate and rhythm. Abdomen: Soft. Bowel sounds present. Neck: Supple. There is no carotid bruit. There is no jaundice, cyanosis or edema. Neurologic: The patient is alert and awake but disoriented. Speech: No aphasia, no dysarthria. Making noises, but sometimes speak clearly. Grimacing movement of the mouth present. Pupils are equally reacting to light. Extraocular movements are intact. There is no facial asymmetry. Tongue is in the midline. Hearing is good on both sides. Rigidity and tremor present. Motor System Examination: Strength 5/5. Deep tendon reflexes 2/4. Plantar responses are flexor. Sensory system examination revealed presence of pinprick and vibratory sensation in both hands and feet.

ASSESSMENT/PLAN: A 71-year-old right-handed Caucasian woman whose history and examination is suggestive of following neurological problems:

1. Alzheimer’s disease.

2. Dementia with behavioral disturbances.

3. Anxiety.

4. History of stroke.

5. Depression.

6. Migraine.

7. TIA.

8. Tardive dyskinesia.

Her most of the symptoms are due to advanced dementia. I will suggest to start Sinemet 10/100 mg one p.o. three times daily. If this will not work then Seroquel can be increased.

Thank you again for asking me to see this patient. I would like to see her back in my office in three months.
Jamshaid A. Minhas, M.D.
