




NEUROLOGY CONSULTATION

PATIENT NAME: Jan Keichline
DATE OF BIRTH: 01/31/1979
DATE OF APPOINTMENT: 09/17/2024
REQUESTING PHYSICIAN: Wafia Sarwer, M.D.

Dear Dr. Sarwer:
I had the pleasure of seeing Jan Keichline today in my office. I appreciate you involving me in her care. As you know, she is 45-year-old right-handed Caucasian woman who has trouble bringing the couch together. She has hard time staying focussed. People repeating to her. This is going on over a month. It started after she hit the head. She slipped and tripped on the feet and fell backward and hit head at the tree on 08/18/2024. Before that she at her job, she stood up and hit head on the metal bar. This happened about two times. Since she hit the head on the tree, she is having focus issue and headache. Headache is behind the left eye intermittent with nausea, no vomiting, with phonophobia, no photophobia, and no dizziness. She is unsteady on feet. Headache is sharp.

PAST MEDICAL HISTORY: Depression, obesity, and polycystic ovarian disease.

PAST SURGICAL HISTORY: None.
ALLERGIES: No known drug allergies.

MEDICATIONS: Sertraline 50 mg p.o. daily.

SOCIAL HISTORY: She does not smoke cigarettes. She does not drink alcohol. She works in the Amazon warehouse. She is single. She lives alone. She has no children.

FAMILY HISTORY: Mother alive with mental health issue and PTSD. Father deceased. One brother with ADD.
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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 she is having headache, vertigo, lightheadedness, confusion, weakness, depression, and anxiety.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 120/80, 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 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. No tremor. 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 45-year-old right-handed Caucasian woman whose history and examination is suggestive of following neurological problems:

1. Post concussion syndrome.

2. Closed head injury.

3. Migraine.

4. Memory loss.

Her most of the problems are due to the post concussion syndrome. I would like to order the MRI of the brain. I will continue the sertraline 50 mg p.o. daily. If necessary, I will increase the dose. If necessary, I will add some separate medication for migraine. I would like to see her back in my office in one month. The prognosis of the concussion discussed with the patient.
Thank you again for asking me to see this patient.

Jamshaid A. Minhas, M.D.

