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DATE: 01/22/13

PATIENT: Stephen Jovanovich

NEUROLOGICAL CONSULTATION

HISTORY OF PRESENT ILLNESS: This is a pleasant right-handed 29-year-old man who received closed head injury on 05/20/12. Apparently, the patient was intoxicated riding with his friends in a car and for some reason ended up falling out of the car at the speed of approximately 40 miles an hour. The patient has no recollection of the event. He is not sure how much time he had passed, but according to the witnesses he _____00:43_____ the car down on the side of the road and was taken to the hospital at ____________ from where he was _____00:51_____ to St. Anthony’s Central. He has received displaced comminuted fractures of the medial and lateral left orbital walls including extension into the right frontal sinus with minimal pneumocephalus. An MRI of the brain was significant for extensive hemorrhagic and to a lesser degree non-hemorrhagic shear injury throughout the brain most pronounced in the bilateral, frontal, and temporal lobes including focus in the left splenium of corpus collasum and parafalcine subdural hematoma. Today, he complains mostly of concerning cognitive impairment and memory loss. The patient reports having some difficulties with attention even prior to the injury in high school. He denies any prior history of head injuries. He is working as an auto mechanic and complains of difficulty with remembering sequences of procedures even with the procedures that he learned prior to the injury and difficulty with attention. Mother of the patient reports significant memory loss. Additionally, he complains of daily mild headaches and significant migraines about once or twice per week. He denies any visual disturbances, dysbalance, vertigo, or seizures.

PAST MEDICAL HISTORY: Significant for ADD.

PAST SURGICAL HISTORY: Tonsillectomy and ankle surgery on 05/23/12.

MEDICATIONS: He does not take any medications.

DRUG ALLERGIES: No known drug allergies.

SOCIAL HISTORY: He smokes marijuana regularly. He drinks 12 alcoholic drinks per week. He works as an auto body technician. He is single, does not have children.

FAMILY HISTORY: Significant for hypertension, diabetes, and migraines.

REVIEW OF SYSTEMS: As above plus dizziness, blurred vision, and joint pains.
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PHYSICAL EXAMINATION:

General: Well-developed and well-nourished man, not in acute distress.

Head and Neck: Normocephalic, atraumatic. No thyromegaly or lymphadenopathy.

Skin: Normal skin color. No trophic changes in the skin or nails of the upper or lower extremities.

Cardiovascular: Neck auscultation revealed no carotid or vertebral bruits. Heart auscultation revealed a normal S1, S2. No murmurs, rubs or clicks. Normal and symmetrical pulsation in the upper and lower extremities.

Mental Status: He is alert and oriented. He had difficulty with some simple subtraction, making mistakes in spelling the word “world” backwards.

Cranial Nerves:


I:


Acuity not tested. 

II:
Pupils round, equal and reactive to light and accommodation. 

III, IV, VI:

Extraocular movements intact. No nystagmus.


V:


Corneals active, motor and sensory normal.


VII:


Face symmetric.


VIII:


Grossly intact.

IX/X:
Uvula midline, palate elevates symmetrically.


XI:


Symmetrical shrug. 

XII:
Midline protrusion of the tongue without wasting or fasciculation.

Motor: The patient had normal motor tone and strength throughout, no pronator drift.

Sensory: The patient had normal sensation in all modalities and areas.

Reflexes: The patient had 2+ deep tendon reflexes throughout and bilateral flexor response to plantar stimulation. No pathological reflexes were present.

Coordination: Finger-nose-finger, rapid alternating movements and fine coordinate movements normal. Toe-object, heel-knee-shin, gait and tandem walk normal.

Gait: Normal base, able to tandem.
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Musculoskeletal: Range of motion of the cervical and lumbar sacral spine was not restricted. Straight leg raising test was negative. Spurling, Lhermitte, and Adson maneuvers reproduced no neurological symptoms in the neck and upper extremities.

IMPRESSION:
1. Status post traumatic brain injury associated with cognitive impairment and memory loss.

2. Posttraumatic migraine headaches.

RECOMMENDATIONS: I will repeat an MRI of the brain to check for interval change in the brain appearance. I will start him on Midrin as needed for migraines. Discussed abstinence from alcohol due to his head injury. I suggested to take marijuana some other way rather than smoking. I will refer the patient for neuropsychological evaluation and cognitive therapy. Follow up after the MRI.

At least 50% of visit was spent in patient education discussing disease state, prognosis, diagnostics, treatment, and potential progression or outcomes. Face to face time with the patient was 45 minutes. Patient was told to call the office with any questions regarding disease, results or medication questions.
Side effects of medications prescribed today were discussed, including but not limited to, drowsiness, nausea/vomiting, rash, allergic reaction, weight gain, edema, cognitive impairment, interaction with other medications, and adverse effects on driving.

Examination, assessment, and plan of this patient were performed under direct supervision of Dr. Alexander Feldman.

Best regards, 
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ALEXANDER FELDMAN, M.D.
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YURY GADAYEV, PA-C
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