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Dr. Maybelle Ursales, M.D.
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BOR, SUSAN E.
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(530) 332-1040
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AGE:
72-year-old, married, retired

Paradise, CA 95969
teacher

(530) 872-2000
INS:
Medicare/Blue Cross

NEUROLOGICAL REPORT
CLINICAL INDICATION:
Neurological evaluation with history of lightheadedness/vertigo and findings of tinnitus.

Normal CT brain angiogram without evidence of vascular stenosis.

Currently in vestibular rehabilitation with improvement.

CURRENT MEDICAL CONDITIONS:

1. Essential hypertension – controlled.
2. Persistent lightheadedness – previous history of dizziness and giddiness

3. Symptoms of lightheadedness.

CURRENT MEDICATIONS:

1. Ondansetron 4 mg p.r.n.
2. Metformin 500 mg one q.d.

3. Hydroxyzine 10 mg p.r.n. anxiety.
4. Hydrochlorothiazide 25 mg one daily.
5. Ezetimibe 10 mg one daily.
6. Estradiol/EstroGel pump 0.75 mg/1.25 g transdermal one pump daily.
SUPPLEMENTS AND MEDICINALS:

Omega-3 polyunsaturated fatty acids - fish oil one capsule daily, and ergocalciferol vitamin D 400 IU daily.

Dear Dr. Ursales & Professional Colleagues:

Thank you for referring Susan Bor for neurological examination.
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Susan was seen on December 7, 2021 for evaluation with a clinical history of chronic lacunar infarctions on MRI, findings of dyslipidemia, prediabetes, GERD, and constipation with hypertension. Normal coronary artery studies in March 21. She is also taking metoprolol 25 mg a day.

Her general physical examination is within normal limits.

Her neurological examination as well appears to be within normal limits and without deficits.

She is allergic to penicillin and Bactrim.

She gave a past medical history of arthritis, dyslipidemia, cataracts, prediabetes, and hypertension. She also gave a history of adverse reaction to penicillin and other antibiotics.

REVIEW OF SYSTEMS:

General: No reports.

EENT: She wears eyeglasses.

Endocrine: No symptoms reported.

Pulmonary: No symptoms reported.

Cardiovascular: Hypertension and irregular heartbeat.

Gastrointestinal: History of IBS, heartburn, and indigestion.

Genitourinary: No symptoms reported.

Hematological: No symptoms reported.

Locomotor Musculoskeletal: No symptoms reported.

Mental Health: She has seen a counselor in the past.

Neck: History of symptoms of stiffness.

Neuropsychiatric: No history of symptoms.

Sexual Function: She reports satisfactory sexual life. No discomfort. No history of transmissible disease.

Dermatological: She has a history of skin disease.

Female Gynecological: She stands 5’6” tall. She weighs 145 pounds. Menarche occurred at age 12. Menopause age 40. Previous history of urinary tract infection in the last year. She is completed mammography and D&Cs in the past. She has a history of one successful live birth the daughter born in 1985 without complication, two miscarriages.

She reports nocturia x1. She denies other female gynecological symptoms.
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PERSONAL HEALTH AND SAFETY:

She does not live alone. She denies having falls. She reports no hearing or visual loss. She is completed an advanced directive. She denied exposures to verbally threatening behaviors, physical or sexual abuse.

PERSONAL AND FAMILY HEALTH HISTORY:

Her father died at age 85 with a coronary. Mother was deceased at age 89 with a coronary. She has two sisters and a brother in good health. Her husband’s age 73 in good health. Her daughters age 36 in good health.

She reported a family history of diabetes in her sister and hypertension in her sister.

She did not indicate a family history of arthritis, asthma, hay fever, bleeding tendency, cancer, chemical dependency, convulsions, heart disease, stroke, tuberculosis, mental illness, or other serious disease.

EDUCATION:

She graduated from high school in 1967, college in 1972, and postgraduate education in 1980.

SOCIAL HISTORY AND HEALTH HABITS:

She is married. She takes alcohol rarely. She does not smoke or use recreational substances. She lives with her husband and no dependents at home.

OCCUPATIONAL CONCERNS:

None reported.

SERIOUS ILLNESSES AND INJURIES:

None reported.

OPERATIONS AND HOSPITALIZATIONS:

She has never had a blood transfusion. Cataract surgery was performed in the past with good outcome. She has had two-foot surgeries with fair results, hysterectomy with good results, and bladder surgery with good results.

She denies prolonged hospitalizations for medical care.

NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS:

General: None reported.

Head: She describes stiff neck and intermittent headaches relieved by Advil.

She denied episodes of altered mental status or similar family history.

Neck: She reports stiffness and crackling on the left, stiffness on the left side but did not indicate a history of neuralgia, reduced muscular grip, myospasm, numbness, swelling, or paresthesias.

Upper Back and Arms: No symptoms reported.
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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: She reports intermittent foot pain after standing for prolonged periods of time. She denied paresthesias or weakness.

Neurological: Other than her symptoms persistent lightheadedness, she denied unusual visual changes, troubles with her sense of hearing, smell, taste, chewing, swallowing, phonation, or deglutition.

She denied any history of tremor or unusual movements.

She denied weakness in the extremities.

She denied any sensory paresthesias.

She does report a history suspicious for dyssomnia with nocturnal arousals and unrefreshing sleep.

NEUROLOGICAL EXAMINATION:

Mental Status: Susan is well developed and well nourished right-handed woman who is alert, oriented, pleasant, and appears in no distress. Her immediate, recent, and remote memories are all preserved as is her attention and concentration. Cranial nerves II through XII are intact. Visual fields are preserved confrontation.

Motor examination demonstrates normal bulk, tone and strength. Sensory examination is intact all modalities.

Her deep tendon reflexes are 2/4 without asymmetry’s. Testing for pathological and primitive reflexes is unremarkable.

There is no tremor at rest with intention or movement.

Her ambulatory examination is fluid and non-ataxic with preserved tandem heel and toe. Romberg is negative.

DIAGNOSTIC IMPRESSION:

Susan Bor presented with a history of positional vertigo improved with therapeutic maneuvers.
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Despite this she has residual features of lightheadedness that remain persistent with a history suspicious for dyssomnia.

RECOMMENDATIONS:

We will schedule her for home sleep testing to exclude a suspected nocturnal respiratory disorder or sleep apnea.

I will see her for reevaluation and followup with further recommendations.

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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