




NEUROLOGY CONSULTATION

PATIENT NAME: Stephanie Lynch
DATE OF BIRTH: 11/14/1963
DATE OF APPOINTMENT: 11/10/2023

REQUESTING PHYSICIAN: Mamoon Daas, M.D.
Dear Dr. Daas:
I had the pleasure of seeing Stephanie Lynch today in my office. I appreciate you involving me in her care. As you know, she is 59-year-old right-handed Caucasian woman who came to my office with her sister. She has a history of schwannoma on the right side for the last five years. Recently, in April 2023, she found three new lesions, which disappeared on the recent CT scan. She has fallen many times. She had sciatica and spinal fusion. She has a spinal stimulator, which cannot be taken out. She cannot walk. She is wheelchair bound. She can speak and understand. She can see easily. She uses right upper extremity. Left upper extremity is paralyzed. Both lower extremities she can wiggle only toes. She came on stretcher. She has a memory issue also.
PAST MEDICAL HISTORY: History of COVID-19, asthma, normal pressure hydrocephalus, vitamin B deficiency, cognitive impairment, fibromyalgia, depression, vitamin D deficiency, history of UTI, post concussion syndrome, recurrent falls, and sciatica.
PAST SURGICAL HISTORY: Back surgery, acoustic neuroma removal, and hearing issue.
ALLERGIES: PENICILLIN.
MEDICATIONS: Amitriptyline, Bisacodyl, gabapentin 600 mg three times daily, acetaminophen, Duloxetine 60 mg daily, and Baclofen 20 mg daily.
SOCIAL HISTORY: Does not smoke cigarettes. Does not drink alcohol. She lives in the nursing home.
FAMILY HISTORY: Not available.
REVIEW OF SYSTEMS: I personally reviewed the general, skin, metabolic, endocrine, EENT, pulmonary, cardiovascular, gastrointestinal, neurologic, psychiatric, and musculoskeletal system. I found out that she cannot walk. She came on a stretcher. She cannot use left upper extremity.
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PHYSICAL EXAMINATION: Vital Signs: Blood pressure 160/95, 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, awake, and oriented x 3. Speech: No aphasia. No dysarthria. Pupils are equally reacting to light and accommodation. Extraocular movements are intact. There is mild right facial droop present. Tongue is in the midline. Shoulder shrug normal. Hearing is good on both sides. Spasticity present. Motor system examination right upper extremity 5/5 and left upper extremity 4/5. Lower extremities 0/5 except she is moving the toes. Deep tendon reflexes 2/4. Plantar responses are flexor. Sensory system examination revealed absent pinprick and vibratory sensation in the feet.
ASSESSMENT/PLAN: A 59-year-old right-handed Caucasian woman whose history and examination is suggestive of following neurological problems:

1. Probable demyelinating disease.
2. Diplegia.
3. Chronic pain syndrome.
4. Spasticity.
5. Degenerative intervertebral disc in the lumbar spine.

6. Depression.

7. Probably normal pressure hydrocephalus.

Ideally, she needs MRI of the brain with contrast, but it cannot be possible because of the spinal stimulator. Spinal tap probably can be done to rule out demyelinating disease. The patient already had all the workup done in Albany Medical Center many years ago in the Department of Neurology. I do not have record of that. I will suggest that the patient should follow with Albany Medical Center Neurology or if they can get a record for me from the Albany Medical Center, which is old record.
Thank you again for asking me to see this patient. I would like to see her back in my office for as needed basis. Even though we will diagnosis the demyelinating disease, she is already bedbound. I do not know with any medication we can improve with her quality of living.
Jamshaid A. Minhas, M.D.

