




NEUROLOGY CONSULTATION

PATIENT NAME: Kelly Cook
DATE OF BIRTH: 12/16/1973
DATE OF APPOINTMENT: 12/18/2025
REQUESTING PHYSICIAN: Dr. Kevin Cope
Dear Dr. Cope:
I had the pleasure of seeing Kelly Cook today in my office. I appreciate you involving me in her care. As you know, she is 52-year-old right-handed Caucasian woman who came to my office with her husband. She is having seizure like activity. She cannot sleep even for 2 to 3 days. She becomes confused. She talked to random people who were not there. When she started confusion she is confused for one day. Sometime has twitching moment. No tongue biting. No incontinence. She stopped driving. No loss of consciousness. She was seen by mental health 10 years ago. She did not follow with them. She was in the emergency room of the Nathan Littauer Hospital on 12/11/2025 where workup including CAT scan of the head is negative.
PAST MEDICAL HISTORY: Insomnia, hypertension, anxiety, GERD, asthma and depression.
PAST SURGICAL HISTORY: Gastric bypass surgery, history of endoscopy, colonoscopy and neck surgery.
ALLERGIES: IBUPROFEN and ASPIRIN.
MEDICATIONS: Cyclobenzaprine 10 mg three times daily, atenolol 100 mg daily, ondansetron 8 mg as needed basis, clonazepam 1 mg every six hours, omeprazole 40 mg, albuterol, amitriptyline 100 mg and buprenorphine naloxone.
SOCIAL HISTORY: Smoke one pack of cigarettes per day. Does not drink alcohol. Does not use any drugs. She is on Social Security Disability due to mental health. She is married and lives with husband.
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FAMILY HISTORY: Mother deceased with mental issue and COPD. Father deceased COPD and cancer. One sister deceased with MI. One brother alive and healthy. One son alive and healthy.
REVIEW OF SYSTEMS: I personally reviewed the general, skin, metabolic, endocrine, EENT, pulmonary, cardiovascular, gastrointestinal, neurologic, psychiatric, and musculoskeletal system. I founded that she is having confusion, memory loss, depression and anxiety.
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 good on both sides. Finger-to-nose, no dysmetria. There is no pronator drift. There is no rigidity. No tremor. 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 52-year-old right-handed Caucasian woman whose history and examination is suggestive of following neurological problems:

1. Rule out epilepsy.
2. History of confusional state.
3. Anxiety.
4. Depression.
5. Memory loss.

6. Insomnia.

At this time, I would like to order the EEG. I would like to start Ambien 5 mg p.o. daily. CT of the head already done, which is negative. I advised her to follow with the mental health. She is already taking clonazepam 1 mg four times daily, cyclobenzaprine 10 mg three times daily and amitriptyline 100 mg daily. I would like to see her back in my office in one month.
Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

