




NEUROLOGY CONSULTATION

PATIENT NAME: Roger Deronda
DATE OF BIRTH: 08/11/1942
DATE OF APPOINTMENT: 01/25/2024
REQUESTING PHYSICIAN: Joseph Dimaria, M.D.

Dear Dr. Dimaria:
I had the pleasure of seeing Roger Deronda today in my office. I appreciate you involving me in his care. As you know, he is 81-year-old right-handed Caucasian man who was admitted to the Westchester Medical Center due to the blindness of the right eye, visual and auditory hallucination, confusion, decreased level of consciousness, drowsiness, and left-sided weakness. His stroke workup was negative. An MRI of the C-spine shows spinal cord compression with edema at the atlanto-occipital joint. He was seen by neurosurgery over there who said he is not a candidate for any intervention. He continued with cervical collar and on 11/07/2023, it was discontinued. Presently, the patient is in the Fulton Center for rehabilitation. As per the patient, he is having vertigo, balance problem, and hallucination. He cannot walk. Hips and knees are bad. Hands are numb and weak. He is having pain in the hands. He is having bad arthritis. The patient came to the office in a wheelchair.
PAST MEDICAL HISTORY: Spinal cord compression with edema, diabetes mellitus, hyperlipidemia, visual and auditory hallucination, hypertension, Parkinson’s disease, glaucoma, blindness of the right eye, and paroxysmal atrial fibrillation.

PAST SURGICAL HISTORY: Unknown.

MEDICATIONS: Tylenol, alogliptin benzoate, atorvastatin 40 mg daily, Eliquis 2.5 mg two times daily, Farxiga, glipizide insulin, losartan, metoprolol, and Senna.

SOCIAL HISTORY: He does not smoke cigarettes. He does not drink alcohol. He lives in the nursing home.

Roger Deronda
Page 2

FAMILY HISTORY: Unknown.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 90/60, 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. Hearing is decreased on both sides. He has decreased vision in the right eye and right eye is lazy. He has mild rigidity present. Motor System Examination: Strength 5/5 in the upper extremities except both hand grips 3/5 and lower extremity 4/5. Deep tendon reflexes, upper extremity 2/4 and lower extremity 1/4. Plantar responses are flexor. Sensory System Examination: Revealed presence of pinprick and vibratory sensation in both hands and feet.
ASSESSMENT/PLAN: An 81-year-old right-handed Caucasian man whose history and examination is suggestive of following neurological problems:

1. History of cervical cord compression with edema.

2. Visual and auditory hallucination.

3. Carpal tunnel syndrome in both hands.
4. History of Parkinson disease.

5. History of Charles Burnett syndrome.
6. History of peripheral neuropathy.

The patient need repeat MRI of the C-spine to look for edema and cord compression. Continue the present care. I would like to see him back in my office in three months.

Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

