




NEUROLOGY CONSULTATION

PATIENT NAME: Karen Yager

DATE OF BIRTH: 10/07/1942

DATE OF APPOINTMENT: 03/03/2026

REQUESTING PHYSICIAN: Dr. Jonathan Waldman

Dear Dr. Waldman:
I had the pleasure of seeing Karen Yager today in my office. I appreciate you involving me in her care. As you know, she is 83-year-old right-handed Caucasian woman who was admitted to the St. Mary’s Hospital on 02/09/2026 because of the progressive weakness in the right lower extremity. She cannot flex the right leg at the hip joint this is going on for couple of months. She lives in the assisted living. Physical therapy is helping and now she is walking. In the hospital, she was found lethargic but she was responsive. There was a question of seizure. EEG done, which was normal. Her CK level and aldolase level was normal. Right now right leg is much better. She is using walker for walking. She does not have any seizure. She is taking Dilantin and phenobarbital for seizure.

PAST MEDICAL HISTORY: Epilepsy, spinal stenosis, difficulty walking, sciatica, left bundle branch block, macular degeneration, overactive bladder, obesity, hypothyroidism, mixed hyperlipidemia, cardiomyopathy, chronic systolic heart failure, paroxysmal atrial fibrillation, stroke, cerebral aneurysm without rupture, generalized muscle weakness, and history of UTI.

PAST SURGICAL HISTORY: Pacemaker.

ALLERGIES: ALBUTEROL and BEE VENOM.

MEDICATIONS: Tylenol, amiodarone, Apixaban 5 mg two times daily, atorvastatin 40 mg daily, cetirizine, colestipol, cranberry extract, dapagliflozin, doxepin, famotidine, levothyroxine, melatonin, menthol, metoprolol, nystatin, phenobarbital, phenylephrine, phenytoin sodium 30 mg capsule three capsule per day, Sacubitril-Valsartan, and phenobarbital 64.8 mg two times daily.

SOCIAL HISTORY: Does not smoke cigarettes. Does not drink alcohol. Lives in the nursing home.
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FAMILY HISTORY: Not available.

REVIEW OF SYSTEMS: I personally reviewed the general, skin, metabolic, endocrine, EENT, pulmonary, cardiovascular, gastrointestinal, neurologic, psychiatric and musculoskeletal system. I found out that she is having weakness of the right leg. She has a history of seizure.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 110/80, 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 and awake. 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 except right hip flexor 4/5. Deep tendon reflexes 2/4. Plantar responses are flexor. Sensory system examination revealed absent pinprick and vibratory sensation in the feet.

ASSESSMENT/PLAN: An 83-year-old right-handed Caucasian woman whose history and examination is suggestive of following neurological problems:

1. Epilepsy.

2. Peripheral sensory neuropathy.

3. Lumbar radiculopathy.

4. History of stroke.

5. Joint pain.

6. Right leg weakness.

Her EEG, phenobarbital level, and Dilantin level done in the hospital. History is suggestive of peripheral sensory neuropathy plus she has a lumbar radiculopathy. Continue the physical therapy she is improving. I will order the EMG of the lower extremity. She needs to see her orthopedic doctor for her lumbar spine issue and hip problem. I would like to see her back in my office in three-months.

Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

