




NEUROLOGY CONSULTATION

PATIENT NAME: Ernest Williams

DATE OF BIRTH: 12/17/1945

DATE OF APPOINTMENT: 01/08/2026

REQUESTING PHYSICIAN: Hwal Lee, PA-C

Dear Hwal Lee:
I had the pleasure of seeing Ernest Williams today in my office. I appreciate you involving me in his care. As you know, he is 80-year-old right-handed Caucasian man who has a history of epilepsy, liver cancer, and developmental disability. He is experiencing agitation and aggressiveness. He is a Lexington client. His memory is not good. He has a history of seizure. He did not have any seizure for the last one year.

PAST MEDICAL HISTORY: Left ventricular hypertrophy, hyperlipidemia, essential hypertension, seizure disorder, hypothyroidism, neutropenia, macrocytic anemia, benign prostatic hypertrophy without flow obstruction, cobalamin deficiency, vitamin D deficiency, internal hemorrhoids, epilepsy, raised PSA, severe intellectual disability, unspecified dementia without behavioral disturbances, GERD, and constipation.

PAST SURGICAL HISTORY: None.

ALLERGIES: No known drug allergies.

MEDICATIONS: Synthroid, Keppra 1000 mg two times daily, polyethylene glycol, Vimpat 150 mg two times daily, Procardia, Ensure, divalproex sodium 500 mg three tablet daily, tamsulosin, atorvastatin 20 mg daily, oyster shell calcium, omeprazole, Ditropan XL, vitamin D3, and lisinopril.

SOCIAL HISTORY: Does not smoke cigarettes. Does not drink alcohol. Lives in a group 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 he is having agitation, aggression, history of seizure, dementia, and memory issue.
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PHYSICAL EXAMINATION: Vital Signs: Blood pressure 110/70, 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 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. 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: An 80-year-old right-handed Caucasian man whose history and examination is suggestive of following neurological problems:

1. Epilepsy.

2. Alzheimer disease.

3. Agitation and aggression.

At this time, I would like to start the Seroquel 25 mg one p.o. daily for one month and then can be increased to 50 mg p.o. daily. I will continue the Keppra 1000 mg two times daily and Vimpat 150 mg two times daily. He is also taking divalproex sodium extended-release 500 mg three tablet daily. Continue the atorvastatin 20 mg daily. 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.

