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81-year-old, Retired Single Man

INS:
Medicare


PHAR:
Lassen Drug



(530) 528-2261
NEUROLOGICAL REPORT
CLINICAL INDICATION:
Neurological evaluation with history of “essential tremor”.
CURRENT MEDICATIONS:
1. Lasix 20 mg.

2. Olmesartan 40 mg.

3. Primidone 50 mg three times a day.

4. Rosuvastatin 10 mg one daily.

5. Zilretta 32 mg intra-articular suspension.
REPORTED MEDICATIONS:

Sinemet carbidopa/levodopa, dosage uncertain, reported 150 mg.

Dear Dr. Williams & Professional Colleagues,
Thank you for referring Jim Church to my office for neurological evaluation with his history of “essential tremor”.

Jim demonstrates difficulty rising from a chair due to his back pain and stiffness.
His companion/wife reports that there is significant myospasm in the lumbar paraspinal muscles that have responded in part in the past to epidural injections.
Recent treatment in Oroville by Dr. Schmidt, by his report, has not substantially improved his clinical symptoms.
He is interested in evaluation of his symptoms of tremor, which at times, particularly around mealtime, is debilitating with rapid and uncontrolled shaking.
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He gives a clinical history that suggests possibly two kinds of tremor; 1) a more fine physiological tremor for which he has been treated with primidone at adjusted dosages and 2) the tremor he demonstrates today, which is a relative medium frequency grossly rhythmic tremor on the right that certainly appears to be a parkinsonian tremor.

His clinical examination does not demonstrate substantial inducible neuromusculoskeletal stiffness today.

His ambulation is otherwise fluid and, while nonataxic, demonstrates some broadening of the gait base due to his ambulatory dyskinesia.
Remainder of his neurological examination today appears to be within normal limits.
In consideration of his clinical history and presentation with the findings of a parkinsonian tremor, I am going to re-prescribe his carbidopa/levodopa as 25/100 mg one tablet three times a day to begin with and then double the medication after a week or two as we discussed this on the phone at his home in Chester.
ADDITIONAL HISTORY:

I would anticipate developing some movement around the mouth and chin would suggest a component of dyskinesia.
Should his tremor be dyskinetic in nature, there may be an improvement with adjusted carbidopa/levodopa dosages, but it may increase.
In consideration of this, I will see him back for an in-office reexamination considering therapeutic intervention with medication for treatment of dyskinesia where this might be indicated.
He should continue on his current treatment regimen and continue with intervention for his spinal pain, which by his report and my observation appears to be impairing.
I will send a followup report when he returns.

Respectfully,

THOMAS E. McKNIGHT Jr, D.O. MPH

Senior Neurologist – Member, American College of Neuropsychiatrists

Diplomat in Neurology with Certification of Additional Qualifications in Neurophysiology and Sleep Medicine – American Osteopathic Board of Neurology & Psychiatry

Diplomat in Internal Medicine – American Osteopathic Board of Internal Medicine
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