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ID:
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DOB:
06-11-1957


INS:
Medicare / AARP Plan G
NEUROLOGICAL REPORT
CLINICAL INDICATION:
Headaches – migraine.

History of obstructive sleep apnea syndrome, arthritis, hypertension, degenerative spinal disease with pain (currently on stimulator), findings of abnormal electroencephalographic paroxysmal activity, generalized spike and polyspike and wave activity seen with a 12-minute duration consistent with electrographic seizures (February 9, 2024).
Lower lumbar radiculopathy
Sensory axonal neuropathy
CURRENT MEDICATIONS:

Rosuvastatin 10 mg, metoprolol 100 mg, Hysingla Extended Release tablets 30 mg, Keppra 250 mg b.i.d., gabapentin 600 mg up to two t.i.d., testosterone injection, carisoprodol 350 mg, hydrocodone 10/325 mg, sumatriptan 100 mg, omeprazole 20 mg, and B12 injections 1000 mcg.

Dear Professional Colleagues,
Richard Allen was seen today for neurological reevaluation considering his evaluation with a history of hypertension and possible cognitive decline.
When Richard Allen was seen today for reevaluation following his diagnostic evaluation and the determination of frontotemporal epilepsy, he was placed on Keppra, taking additional alprazolam to reduce anxiety and has done well since that time.
His previous neurological evaluation determined that he had lower extremity neuropathy consistent with his lumbar radiculopathy for which he was treated.
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More recently, evaluations have determined a normal MR brain imaging study showing an area of subcortical gliotic signal on the right frontal centrum semiovale which may represent a chronic ischemic change. His diagnostic static and ambulatory electroencephalograms were abnormal showing episodes of generalized spike and polyspike activity consistent with electrographic seizures.
Laboratory diagnostic testing showed a slightly lowered IgM, positive ANA screen with nuclear/nucleolar pattern, normal nutritional analysis and some features of dyslipidemia, but no prediabetes or insulin sensitivity.
Radiograms of the left knee, ankle and foot have been ordered, but not been completed.
His brain imaging study completed on December 8, 2023 showed a normal volumetric analysis. The left knee radiograms in October 2023 showed evidence of previous arthroscopic surgery with evidence of a medial meniscus posterior horn flap tear or surgery. There was evidence for remote low-grade strain in the proximal medial collateral ligament and mild osteoarthritis of the medial compartment with low-grade chondrosis and a very small marginal osteophyte, trace left knee joint effusion. MRI of the left ankle without contrast showed evidence of acute mild plantar fasciitis. MRI of the left foot showed normal alignment, a small subchondral cyst in the medial first proximal phalangeal head, 0.9 cm nonspecific cyst in the lateral first metatarsal head. No significant joint effusion.
The additional dementia biomarker testing has been requested and he will be seen with those results.
If those results are significant, an amyloid PET-CT imaging study of the brain will also be accomplished.
I will see him for followup with the results of that testing and the current benefit of the medications that he is using for pain management.

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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