




NEUROLOGY CONSULTATION

PATIENT NAME: John Molnar

DATE OF BIRTH: 07/13/1968

DATE OF APPOINTMENT: 08/14/2025

REQUESTING PHYSICIAN: Anne Campbell, FNP

Dear Anne Campbell:
I had the pleasure of seeing John Molnar today in my office. I appreciate you involving me in his care. As you know, he is 57-year-old right-handed Caucasian man who lives in Lexington home. He has a history of seizure disorder. Last seizure was 10 years ago. He is taking phenobarbital 97.2 mg at bedtime and 64.8 mg in the morning. He came to the office in wheelchair. He needs help in shower but he feed himself. He cannot walk. He has a bilateral feet drop. He was in Nathan Littauer Hospital rehab for four months and before that he was with dad. He may get physical therapy and occupational therapy in the house. He has AFO in the feet. His feet are small and white. He is trying to do exercises. Have shaking of the hands. He completed the high school.

PAST MEDICAL HISTORY: GERD, mild intellectual disability, hypothyroidism, seizure disorder, seborrheic dermatitis, osteoporosis, eczema, and cerebral palsy.

PAST SURGICAL HISTORY: None.

ALLERGIES: CATS, DOGS, PEANUT, and SOY.

MEDICATIONS: Levothyroxine, loperamide, MiraLax, Nexium, phenobarbital 97.2 mg at bedtime, and phenobarbital 64.8 mg one tablet by mouth in the morning.

SOCIAL HISTORY: Does not smoke cigarettes. Does not drink alcohol. Lives in the group home.

FAMILY HISTORY: Unable to obtain.
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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 disorder, difficulty walking, and intellectual disability.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 130/80, 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. Left hand he cannot supinate. He has spasticity present, which is more in the left upper extremity. He has action tremor present. Motor system examination strength 4/5. Deep tendon reflexes upper extremity 2/4 and lower extremity 1/4. He has a bilateral feet drop present. He is wearing AFO in both feet.

ASSESSMENT/PLAN: A 57-year-old right-handed Caucasian man whose history and examination is suggestive of following neurological problems:

1. Epilepsy.

2. Cerebral palsy.

3. Intellectual disability.

4. Bilateral footdrop.

5. Essential tremor.

6. Muscle spasticity.

At this time, I will continue the phenobarbital 97.2 mg one tablet daily at night and phenobarbital 64.8 mg one tablet in the morning. I would like to see him back in my office in six-month.

Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

