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NEUROLOGICAL PROGRESS REPORT

CLINICAL INDICATION:

Two-year history of progressive memory loss.

Frequently forgetting where he has put objects, object placement, difficulty obtaining qualified MR imaging.

History of dyssomnia.

Dear Natalie Curry, FNP,
This report is dated 06/27/2025.

Thomas was seen for reevaluation and continued care with his history of cognitive decline.
As you may remember, he underwent laboratory diagnostic testing for dementia evaluation and was found to have four positive biomarkers for Alzheimer’s risk with evidence for neurological degeneration.
His dementia icometrix quantitative MR brain imaging study completed in September 2024 diagnostically demonstrated no evidence for contrast enhancement, acute ischemia, acute intracranial hemorrhage, mass, mass effect, encephalomalacia or malformation.
The study demonstrated generalized involutional changes of the cerebral hemispheres with whole brain hippocampal and cortical lobar volumes all equal to or less than one normative percentile.
There were a few punctate nonspecific scattered cerebral white matter T2 FLAIR type hyperintensities seen in patients with ischemic microvascular disease, headache history, or history of head trauma.
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He completed a brain amyloid PET/CT imaging study at the Northern California PET Imaging Center in Sacramento which demonstrated considerable uptake tracer activity in the gray matter with poor contrast between the gray and white matter involving the entire cerebral cortices. CT imaging showed mild to moderate generalized cortical atrophy with prominent ventricles.
The PET imaging data analyzed demonstrated an average standardized uptake value ratio of 1.38 – normative 0.89-1.04 and abnormal finding demonstrating positive amyloid brain scan that may be seen in individuals with moderate to frequent amyloid neuritic plaques present in patients with Alzheimer’s disease.
As you may remember, he underwent neuropsychological testing with Dr. Sara Bowerman in El Dorado Hills giving a history of previous head trauma and minor injuries and familial substance misuse. He is identified to have symptoms of fidgetiness, restlessness, disorganized, difficulty in prioritizing tasks, trouble multitasking with executive dysfunction and difficulty completing tasks. His neuropsychological testing showed his inability to understand, remember and carry out simple one or two-step job instructions. His ability to carry out detailed, but uncomplicated job instructions was markedly impaired. His ability to understand, remember and carry out an extensive variety of technical or complex job instructions is markedly impaired. His ability to maintain concentration, attention, pacing, tracking and scanning is markedly impaired. His ability to respond to coworkers and supervisors and the public is mild to moderately impaired. His ability to respond appropriately to usual work situations is markedly impaired. His ability to deal with changes in work routine is moderate to markedly impaired. His neurocognitive ability to interact with others in social acceptable ways is mild to markedly impaired. He gave a history of a diagnosis of Alzheimer’s diagnostic dementia in December 2024.
Diagnostic electroencephalography was completed at Oroville Hospital by Dr. John Schmidt, M.D. which showed an electroencephalogram with diffuse theta-wave activity with multiple episodes of spike and polyspike-and-wave activity in the left frontotemporal area focally consistent with electrographic seizures.
He completed the NIH Quality-of-Life Questionnaires showing abnormal findings for communication, slight to mild findings for sleep disorder, mild to moderate markers for cognitive dysfunction including difficulty with planning, understanding complex instructions, ability to check financial documents, time tracking, appointment planning, advanced planning, organizational thinking, object placement, list recollection, novel learning, distractibility, task recollection, name recognition, clarity of thinking, sluggish thinking, difficulty with attention, difficulty with mental focus, task planning, decision-making, and task initiation. He demonstrated a mild reduction in positive affect and well-being. There were no symptoms of fatigue. He demonstrated moderate levels of anxiety reporting feeling fidgety, worried, feeling anxious, future fears, difficulty calming down, feeling tense, minimal symptoms of depression, mild to moderate symptoms of emotional and behavioral dyscontrol. He gave a previous history of having had COVID infection.
For purposes of further evaluation, he completed the (MoCA) Montreal Cognitive Assessment Testing Scoring 13/30 demonstrating difficulty with visuospatial and executive functioning, delayed recall, troubles with maintaining attention including subtractions, letter identification, abstraction. AD-8 Dementia Screening Interview showed a score of 4/8 reporting problems with judgment, decision-making, bad financial decisions thinking, problems with repetition, some forgetfulness, troubles handling complicated financial affairs, and daily problems with thinking or memory.
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There was additional history of some daytime somnolence and mild symptoms of dyssomnia.
When seen for neurological evaluation on June 27, in review of his history and findings and considering his treatment for the findings of epilepsy, he has otherwise appeared to remain stable, but is at risk for further progression with findings suggesting an underlying encephalopathy due to brain injury/degeneration.
At this time, based on his testing and findings, he is a candidate for treatment for underlying Alzheimer’s disease for which we will refer him to the Alzheimer’s Treatment Program in Roseville for initiation on Leqembi therapy. His latest laboratory studies do not show any additional biomarkers to indicate underlying illness. We discussed referral for therapy for his underlying Alzheimer’s findings.
I will send a followup report after he is seen and therapy is initiated.
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 – American Osteopathic Board of Neurology & Psychiatry

Diplomat in Internal Medicine – American Osteopathic Board of Internal Medicine
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