THOMAS E. McKNIGHT, JR., D.O., MPH

NEUROLOGY

The ‘Old School House’, Philadelphia Square

130 Independence Circle, Suite #5

Chico, California 95973

(530) 896-0260

(530) 896-0287 (fax)


February 18, 2026

Dr. David Alonso, M.D.
RE:
MAYOR, SHANE D.

ID: 1467403246
352 St. Augustine Drive
North State Primary Care
Chico, CA 95928-4376
564 Rio Lindo Avenue, Suite 102
(720) 938-1144
Chico, CA 95926
(530) 898-6337
(530) 965-9900
DOB:
07-19-1966
(530) 965-9265 (fax)
AGE:
59-year-old man

INS:
Blue Cross / Blue Shield of California


Policyholder:
Petrova–Mayor Anna

NEUROLOGICAL REPORT
CLINICAL INDICATION:
Non-intractable headaches, chronic.

Dear Dr. Alonso,
Thank you for referring Shane D. Mayor for neurological evaluation with his history of headaches and possible exposure to Lyme disease.

As you may remember, when traveling in Europe last year, he developed an erythematous patch in his right gluteal area by report and underwent laboratory testing, which was reported to being positive for Lyme disease disorder.

Reevaluation lab testing on August 26, 2025 showed a negative laboratory evaluation. He had a P41 IgG antibody, P23 antibody, Lyme IgM blot that was positive and abnormal, and IgM P23 antibody was also present.

His laboratory testing showed an elevated LDL cholesterol. The comprehensive metabolic panel on May 30, 2025 was normal. The complete blood count showed a slightly elevated MCV of 100 with the remainder of the values being normal. He is treated with pravastatin 20 mg. By his report, on February 9, he reported that he was probably bit by a tick while in Denmark, but he never saw the insect. He noted that he developed a characteristic bull’s-eye rash and saw his nurse practitioner who gave him his initial dosage of doxycycline and later returned in August because of illness with exhaustion, head pain where his Lyme test was ordered and was positive. He was initiated on 30-day treatment of doxycycline and a followup lab test was found to be negative.

The headaches that began in August continued and behaved as if he had a sinus infection with inflammation, pain and congestion. Since that time, his symptoms have slowly decreased. He reports a sense of pressure in his ears retro-orbital in nature and behind his temples. The pain initially was nearly constant, of a gradual decrease in intensity, but has never completely resolved. The pain is worsened by motion and activity. Valsalva maneuver kinds of activity aggravate his pain. He has had multiple evaluations including ENT, throat, he is seeing doctors; Dr. Christian Head and Dr. Sean Hashemi who was found to have symptoms of TMJ.
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CT imaging of the sinuses on October 2, 2025 revealed mild findings of ethmoid opacification and a small maxillary retention cyst. His consulting physicians did not believe that his findings were sufficient to explain the severity or persistence of his symptoms. There was no reported evidence of acute or chronic sinusitis. Brain MR imaging with and without contrast on December 30, 2025 was interpreted as no evidence of mass lesion, hemorrhage, enhancement, or structural abnormality. An incidental finding was a small Rathke’s cleft cyst and a few tiny nonspecific white matter hyperintensities consistent with migraine or small vessel change. Additional laboratory testing did not identify an alternative systemic or inflammatory explanation. He is scheduled for an infectious disease consultation at Stanford Medical Center on March 3, 2025. His retro-orbital pain has been evaluated by an ophthalmologist, Dr. David Gajda on December 8, 2025. His comprehensive eye examination was normal. No evidence of optic neuritis, papilledema, or other ocular pathology to explain his symptoms. A comprehensive audiology evaluation on January 29, 2026, audiogram with tympanometry was normal with no evidence of conductive or sensorineural hearing loss or middle ear pathology. Under the assumption his pain is musculoskeletal, he has seen Randy Hobbs, his physical therapist at Healthy U. He reports that he feels temporarily improved after treatment, but no underlying cause was identified. At this time, he is interested in finding out what caused his sinus head pain, he wants to know the exact mechanism of his pain, what can he do to heal faster, how should he deal with the pain. He is interested in the long-term prognosis. He reports slow improvement over six months with the pain causing a substantial problem with his daily function. He wants to know the exact neurological mechanism underlying his symptoms that might help guide his further management.

MR BRAIN IMAGING:
MR imaging of the brain with and without contrast on January 6, 2026. The cerebral parenchyma showed several punctate foci of FLAIR hyperintensity ranging from 1 to 3 mm in the frontal white matter and the parietal white matter, nonspecific. The ventricles sulci and cisterns are unremarkable for age. There is no evidence of acute ischemia. No evidence of any acute hemorrhage or abnormal extra-axial fluid collections. No midline shift. No masses, mass effect. The gray-white differentiation is intact. No abnormal enhancement. No mass or other lesions are identified in the cerebellopontine angles. The corpus callosum is intact. A 2 mm lesion is seen at the pars intermedia on the post-contrast study suggesting a small Rathke’s cleft cyst or adenoma. The small-appearing adenoma is seen somewhat off the midline is seen to best advantage on the post-contrast sagittal and coronal BRAVO images. There is no intrasellar or suprasellar mass. The craniocervical junction is grossly intact. The vascular flow voids are grossly intact. The scalp calvarium is unremarkable. The sinuses, orbits and mastoids show a retention cyst or desiccated mucus measuring 1.2 x 1.5 cm at the right maxillary sinus. Mild T1 shortening is evident with no enhancement.

IMPRESSION:

Findings that may reflect minimal small vessel ischemic changes, sequela of migraine vasculopathy, considering migraine headaches or vasoactive drug intake.
Dear Dr. Alonso:

Shane Mayor was seen today for neurological evaluation with his history of developing a Lyme-like skin lesion, diagnostic testing, antibiotic therapy and persistence of his symptoms particularly of positional headache that have improved slowly over a period of time.
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He showed me the area of his Lyme disease spot.

His laboratory testing suggests Lyme disease infection and he was treated with two courses of antibiotics; one short-acting and the other a month’s worth with some improvement in his clinical symptoms by his report.

In consideration of his clinical history, laboratory findings and treatment, I am going to order the advanced Lyme-like disease diagnostic laboratory panel for further evaluation in consideration for other Lyme-like disorder infections that would require additional care.

We discussed this at length today and he agreed with this evaluation.

I am scheduling him for followup with the results of the testing report.
I will send a followup report then. 

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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