




NEUROLOGY CONSULTATION

PATIENT NAME: Andrew Dalleo
DATE OF BIRTH: 02/26/1964
DATE OF APPOINTMENT: 08/07/2023
REQUESTING PHYSICIAN: Clara Shnaidman, M.D.

Dear Dr. Shnaidman:
I had the pleasure of seeing Andrew Dalleo today in my office. I appreciate you involving me in his care. As you know, he is a 59-year-old right-handed Caucasian man who came to the office with his mother. He has difficulty walking. He loses balance and falls down. He is having pain in the whole body. No numbness or weakness as per the patient. He is having back pain. He is having joint pain and stiffness. He is on painkiller. He forgets easily. Memory is not good. He is having headache also.
PAST MEDICAL HISTORY: Alcohol abuse, epilepsy, hydrocephalus, hypertension, weight loss, gait ataxia, hearing loss, agitation, history of overdose of antiinflammatory medication, vitamin D deficiency, COPD, smoker, insomnia, osteoarthritis, Wernicke’s disease, hyperlipidemia, migraine, hypertension, and low back pain.

PAST SURGICAL HISTORY: Herniorrhaphy and dental surgery.

ALLERGIES: No known drug allergies.
MEDICATIONS: Albuterol, amlodipine, Symbicort, celecoxib, divalproex sodium, duloxetine, gabapentin, metoprolol, montelukast, riboflavin, thiamine, topiramate, turmeric, and Incruse Ellipta.

SOCIAL HISTORY: He smokes half a pack per day. He drinks 24 ounces of beer daily. He uses marijuana. He does not work. He is married, separated. He has three children.

FAMILY HISTORY: Mother alive with hyperlipidemia and hypertension. Father deceased, MI and cancer with metastasis. Two sisters alive and healthy. One brother deceased, had diabetes.
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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 he has headache, confusion, memory loss, trouble walking, joint pain, joint stiffness, and back pain.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 120/80, heart rate 72, and respiratory rate 16. 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, awake, and oriented x3. Speech: No aphasia. No dysarthria. Pupils are equally reacting to light and accommodation. Extraocular movements are intact. There is no facial asymmetry. Tongue is in the midline. Shoulder shrug normal. Hearing is decreased on both sides. Finger-to-nose, no dysmetria. There is no pronator drift. There is no rigidity. Action tremor present. Motor System Examination: Strength 5/5 on the left side and 4.5/5 on the right side. Deep tendon reflexes 2/4. Plantar responses are flexor. Sensory System Examination: Revealed decreased vibratory sensation in the feet. Gait ataxic. Romberg test positive.
ASSESSMENT/PLAN: A 59-year-old right-handed Caucasian man whose history and examination is suggestive of following neurological problems:

1. Peripheral sensory neuropathy.

2. Gait ataxia.

3. Decreased hearing on both sides.

4. Headache.

5. Memory loss.

6. Joint pain and joint stiffness.

7. Back pain.

At this time, I would like to order the EMG of the upper and lower extremities, MRI of the brain and blood test including B12, folate, TSH, hemoglobin A1c, iron, total iron-binding capacity, and vitamin D. I would like to see him back in my office when all these tests will be done.
Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

