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NEUROLOGICAL REPORT

CLINICAL INDICATION:

Neurological evaluation with history of cognitive decline.

Dear Dr. El-Khal and Professional Colleagues:

Thank you for referring Cynthia Warden for neurological evaluation.

Cynthia was seen today accompanied by her brother who provided additional clinical history.

By her brother’s initial report obtained in private he has been noticing some cognitive impairment for a period of three years.

During the last year however her cognitive decline has become increasingly impaired particularly and noticing difficulty with complicated and simple calculations.

Currently she reports that she is having trouble with recollection of common things, but denies serious functional impairment although her brother might disagree.

She is currently treated for COPD by Dr. Verma.

CURRENT MEDICATIONS:

1. Amlodipine.
2. Lumigan.

PAST MEDICAL HISTORY: Positive for emphysema, migraine. She gives us infectious disease history of appendicitis, bronchitis, pneumonia, tonsillitis, childhood measles and chickenpox. Adult history of glaucoma.

She reports no obvious allergies.
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Systematic Review of Symptoms:

General: She reports “forgetfulness”. 

EENT: She wears eyeglasses to read. She has a history of recurrent headaches, sinus problems and history of glaucoma.

Pulmonary: She gives a history of COPD and a previous history of pneumonia. She denies recent treatment for her asthma.

Cardiovascular: She has a history of hypertension – treated.

Endocrine: No symptoms reported.

Gastrointestinal: No symptoms reported.

Genitourinary: No symptoms reported.

Hematological: No symptoms reported.

Locomotor musculoskeletal: No symptoms reported.

Dermatological: No symptoms reported.

Female Gynecological: She stands 5’5” tall and weighs 111 pounds. Menstruation occurred at age 13. She is uncertain as to when her last menstrual period was. Mammography has been previously completed “a long time ago”. There is no history of hysterectomy. No history of breastfeeding. She had two pregnancies with two live births. One boy born in 1965 and a daughter born in 1976. She did not indicate other female gynecological problems.

Sexual Function: She is not sexually active and reports having had a satisfactory sexual life. She did not answer questions regarding discomfort with intercourse. There is no history of transmissible disease.

Mental Health: She has seen a counselor in the past, but denied other mental health symptoms.

Neuropsychiatric: She has no history of seeing a psychiatrist, having a psychiatric care or a history of convulsions, fainting spells or paralysis.

PERSONAL HEALTH AND SAFETY:

She has completed advanced directive. She does not live alone. She denies a history of falls, visual or hearing loss. She did not indicate any history of verbally threatening behaviors, physical or sexual abuse.

PERSONAL AND FAMILY HEALTH HISTORY:

She is 74 years old. Her father died at age 74 with a history of pneumonia. Her mother died at age 94 with a history of heart failure.  She has a 72-year-old brother who has a history of paranoid schizophrenia. She did not indicate any clinical history of her husband or children.

She reports a family history of arthritis in her mother, chemical dependency in her mother and diabetes in her father and mother. She denied a family history of asthma, hay fever, bleeding tendency, cancer, convulsions, heart disease, hypertension, tuberculosis, mental illness or other serious disease.

EDUCATION:

She completed high school in 1964, two years of college in 1966.

SOCIAL HISTORY AND HEALTH HABITS:

She is currently divorced. She reports that she takes alcohol daily one beverage per night. This was confirmed by her mother who indicates there may be more alcohol utilization in the past.

She smoked in the past 20 years ago less than a pack a day.

She uses no recreational substances. She lives with no significant other. There are no dependents at home.
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OCCUPATIONAL CONCERNS:

None reported.

SERIOUS ILLNESSESS AND INJURIES:

She was treated for pneumonia and COPD in October 2020 and 2021.

OPERATIONS AND HOSPITALIZATIONS:

No history of blood transfusion. Appendectomy was performed in 1964. She otherwise has not been under prolonged hospitalization or medical care.

NEUROMUSCULOSKELETAL REVIEW OF SYMPTOMS:

General: She reports loss of memory.

Head: She reported no history of neuralgia, headaches, seizures or similar family history.

Neck: She gave a history of neck pain with stiffness from “recurrent exercise programs”. She reported stiffness on the side of her neck. She denied swelling or paresthesias.

Upper Back and Arms: No symptoms reported.

Middle Back: No symptoms reported.

Low Back: No symptoms reported.

Shoulders: No symptoms reported.

Elbows: No symptoms reported.

Wrists: No symptoms reported.

Hips: No symptoms reported.

Ankles: No symptoms reported.

Feet: No symptoms reported.

NEUROLOGICAL REVIEW OF SYMPTOMS:

She denied any difficulty with changes in her vision, sense of smell, taste, chewing, swallowing although she does report that her sense of smell is not as good as it used to be. She denies any problem with speech or phonation.

She denied facial neuralgia, pain, or difficulty with chewing.

She denied any unusual tremor or movement related problems.

She denied ataxia and stumbling.

She denied a history of lightheadedness, near syncope, fainting or seizures.

NEUROLOGICAL EXAMINATION:

General: Cynthia Warden is a relatively thin otherwise normal appearing late middle-aged right handed woman who is alert, oriented and pleasant and otherwise appears in no distress.

Mental Status: She does have difficulty with recollection.

Her thinking is otherwise logical and goal oriented without unusual ideations.

Cranial nerves II through XII.

The pupils were equal, round and reactive to light and accommodation. III, IV and VI were full extraocular movements without nystagmus, diplopia or dysmetria.

Visual fields to confrontation are bilaterally preserved.
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There is no facial asymmetry or motor weakness.

Auditory acuity is preserved bilaterally, IX palate elevates symmetrically, X phonation is preserved, XI sternocleidomastoid and trapezius strength are intact. XII, her tongue is midline without atrophy, deviation or fasciculations.

Cervical range of motion is intact without restriction.

Motor Examination: Manual testing upper and lower extremities demonstrates bilaterally preserved both tone and strength.

Sensory examination is intact to touch, pin, temperature, vibration, and simultaneous stimulation without deficits.

Her deep tendon reflexes are slightly increased at the patellar and normal to reduce at the Achilles.

Testing for pathological and primitive reflexes is otherwise unremarkable.

Cerebellar and extrapyramidal and rapid alternating successive movements and fine motor speed are easily accomplished without deficits or asymmetries or unusual halting characteristics.

Passive range of motion with distraction maneuvers demonstrates no inducible neuromuscular rigidity, cogwheeling or unusual pendulosity.

Ambulatory examination is full with preserved tandem heel and toe.

Romberg test is unremarkable.

DIAGNOSTIC IMPRESSION:

Cynthia Warden presents with a history of progressive cognitive decline more recently noticed by her brother possibly rapidly increasing.

Clinical history reports possible nutritional insufficiencies on her medicinals and supplements.

She has no underlying history of unusual sleep problems or sleep disorder.

RECOMMENDATIONS:

Today I have given her the National Institute of Health and Neurological Disorders Quality of Life questionnaires to complete.

She will return with those results and we will complete the cognitive assessment formally.

High resolution 3D neuroquantitative brain MR imaging will be obtained at Open Systems Imaging.

Today I have given her laboratory slips for laboratory evaluation of cognitive disorders and dementia regarding her history of possible accelerated cognitive decline.
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She will return with those results and I will provide further recommendations as may be indicated including initiation of appropriate treatment as may be identified.

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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