




NEUROLOGY CONSULTATION

PATIENT NAME: Robert Bloom
DATE OF BIRTH: 07/07/1957

DATE OF APPOINTMENT: 01/11/2024
REQUESTING PHYSICIAN: Dr. Andrea Carrasco
Dear Dr. Carrasco:
I had the pleasure of seeing Robert Bloom today in my office. I appreciate you involving me in his care. As you know, he is a 66-year-old right-handed Caucasian man who fractured his nose in 1979 when he was in the Air Force. As per of the patient, C-spine x-ray done shows a bone spur, which is impinging on the nerve. He had a history of a stroke with some right-sided weakness. He has right shoulder deformity. He is having pain on the right side of the forehead and face behind the right eye. In November, he developed slurred speech and headache. His right upper extremities always numb and right side of the face, right hand is weak and hurting a lot. He has a fatty tumor removed from the shoulder blade. His pain is numbing.
PAST MEDICAL HISTORY: Major depression, fibromyalgia, chronic pain, right-sided weakness.

PAST SURGICAL HISTORY: Rhinoplasty.

ALLERGIES: No known drug allergies.

MEDICATIONS: Aspirin 81 mg daily, gabapentin 300 mg three times daily, diclofenac and benzonatate.

SOCIAL HISTORY: He does not smoke cigarette. Cannot drink anymore. He uses parts. He is divorced. He lives alone. He has one kid.

FAMILY HISTORY: Mother and father deceased. Three brothers alive and healthy.
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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 headache, memory loss, numbness, tingling, depression, joint pain, joint stiffness, muscle pain, back pain.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 110/80, 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, awake, and oriented x3. Speech: No aphasia. No dysarthria. Pupils are equally reacting to light and accommodation. Extraocular movements intact. There is no facial asymmetry. Tongue is in the midline. Shoulder shrug is normal. Hearing is good on both sides. Finger-to-nose, no dysmetria. There is no pronator drift. There is no rigidity. No tremor. Motor system examination strength 5/5 except he is moving less right upper activity due to the pain in the right shoulder. Deep tendon reflexes 2/4. Plantar responses are flexor. Sensory system examination revealed presence of pinprick and vibratory sensation in both hands and feet.

ASSESSMENT/PLAN: A 66-year-old right-handed Caucasian man whose history and examination is suggestive of following neurological problems:

1. TIA.

2. Trigeminal neuralgia.

3. Insomnia.
4. History of stroke with right-sided weakness.

5. Depression.

6. Memory loss.

7. Chronic pain syndrome.
A CT of the head in the emergency room in September is negative. I would like to order the MRI of the C-spine. He may need EMG of the upper and lower extremities. I would like to start Trileptal 150 mg p.o. two times daily. I would like to start Ambien 5 mg p.o. daily for sleep. 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.

