




NEUROLOGY CONSULTATION

PATIENT NAME: Robert Harpp
DATE OF BIRTH: 10/18/1945
DATE OF APPOINTMENT: 07/22/2024
REQUESTING PHYSICIAN: Jonathan Waldman, M.D.

Dear Dr. Waldman:
I had the pleasure of seeing Robert Harpp today in my office. I appreciate you involving me in his care. As you know, he is 78-year-old right-handed Caucasian man who lives in the River Ridge Nursing Home since April 2024. He was having frequent seizures over there. He has a history of seizure since the age of 20. The seizure is described as blank stare, starts shaking, unresponsiveness. It lasts two minutes. No tongue biting. No incontinence. No post-ictal confusion. He is taking Depakote and Keppra. Last seizure was on 07/20/24 and he went to the St. Mary’s Emergency Room where CT of the head was negative. He also has shaking of the hands.
PAST MEDICAL HISTORY: Chronic diastolic heart failure, atherosclerotic heart disease, atrial fibrillation, bipolar disorder, chronic kidney disease, COPD, hypothyroidism, benign prostatic hyperplasia, GERD, essential hypertension, and depression.

PAST SURGICAL HISTORY: Knee joint replacement.

ALLERGIES: FISH containing products.

MEDICATIONS: Acetaminophen, Eliquis 5 mg two times daily, divalproex 125 mg delayed release one capsule three times daily, finasteride hydroxyzine, isosorbide mononitrate, levothyroxine, metoprolol, spironolactone, torsemide, tramadol, artificial tears, atenolol, gabapentin 300 mg two times daily, escitalopram 10 mg daily, omeprazole, trazodone, and Keppra 750 mg one tablet two times daily.
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SOCIAL HISTORY: Farmer smoker. He does not smoke any more. He does not drink alcohol. He is having three kids.

FAMILY HISTORY: Mother deceased due to heart attack. Father deceased due to alcohol problem. One sister he does not know about her. One brother deceased due to MI.

REVIEW OF SYSTEMS: I personally reviewed the general, skin, metabolic, endocrine, EENT, pulmonary, cardiovascular, gastrointestinal, neurologic, psychiatric, and musculoskeletal system. I found out that he is having seizure.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 90/60, 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 or cyanosis, but edema of the lower extremities present. 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, but tremors present. 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. The patient came into the office in a wheelchair.

ASSESSMENT/PLAN: A 78-year-old right-handed Caucasian man whose history and examination is suggestive of following neurological problems:

1. Epilepsy.

2. Depression.

Please continue the Depakote 125 mg Delayed Release tablet one p.o. three times daily and Keppra 750 mg two times daily. If more seizures then Keppra can be increased. I would like to order EEG. CT of the head already done which is negative. I would like to see him back in my office in one month. 
Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

