




NEUROLOGY CONSULTATION

PATIENT NAME: Eva Brown
DATE OF BIRTH: 08/20/1966
DATE OF APPOINTMENT: 08/26/2024
REQUESTING PHYSICIAN: Karen Krutchick, M.D.

Dear Dr. Krutchick:
I had the pleasure of seeing Eva Brown today in my office. I appreciate you involving me in her care. As you know, she is 58-year-old right-handed Caucasian woman who is having head pain, lightheadedness, confusion, and memory loss. Head pain is top of the head, sometime sharp, sometime dull. No nausea, no vomiting, with photophobia, with phonophobia, and sometimes dizziness. Tylenol helps her. She lost hearing on the right side. Memory is not good. Her back is weak. She is having joint pain, joint stiffness, and muscle pain. She feels generalized weak.
PAST MEDICAL HISTORY: Hypertension, depression, anxiety, asthma, depression, and back pain.

PAST SURGICAL HISTORY: C-section x2.

ALLERGIES: NAPROXEN, SIMVASTATIN, NEURONTIN, LIPITOR, ZOLOFT, LEXAPRO, PRILOSEC, WELLBUTRIN, SERTRALINE and KEFLEX.

MEDICATIONS: Fluticasone, diclofenac sodium, ipratropium bromide, losartan/hydrochlorothiazide, aspirin 81 mg, gemfibrozil, alprazolam, perphenazine, calcium, Airborne gummies, hydroxyzine, olanzapine, trazodone, citalopram, allergy medicine, vitamin C, Ventolin, cyclobenzaprine, Tylenol, lansoprazole, and fluticasone.

SOCIAL HISTORY: She smokes half a pack of cigarettes per day. She does not drink alcohol. She uses marijuana. She is disabled not working. She is married, lives with the daughter. She has one kid.
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FAMILY HISTORY: Mother deceased with cancer. Father deceased with diabetes. One sister. One brother deceased due to MI.

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 is having headache, vertigo, lightheadedness, confusion, memory loss, weakness, depression, anxiety, joint pain, joint stiffness, muscle pain and back pain.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 100/70, 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 are intact. There is no facial asymmetry. Tongue is in the midline. Shoulder shrug normal. Hearing is good on both sides. Finger-to-nose, no dysmetria. There is no pronator drift. There is no rigidity, but action tremor present. Motor System Examination: Strength 5/5. 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 58-year-old right-handed Caucasian woman whose history and examination is suggestive of following neurological problems:

1. Migraine.

2. Essential tremor.

3. Anxiety.

4. Depression.

5. Hearing loss on the right side.

6. Memory loss.

7. Back pain.

The patient had already had MRI of the brain two times with contrast and it shows no evidence of acute infarction, mass or hydrocephalus. No abnormal enhancement. Shows left frontal lobe subcortical white matter flare signal abnormality unchanged inside with smaller 2 to 3 mm subcortical white matter flare signal abnormalities elsewhere. No abnormal enhancement. In my opinion, this is not any alarming thing. We see this kind of changes in the patient with high blood pressure and migraine. There is no clinical evidence of demyelinating disease. No further workup is indicated. If the patient need any help for any other problem then she can come back to see me. Otherwise, I would like to see her back in my office for as needed basis.

Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

