SAUCEDO, MIGUEL
DOB: 08/23/1961
DOV: 10/28/2023
HISTORY: This is a 62-year-old gentleman here for a followup.
The patient was recently seen in the emergency room for back pain and stated that he was diagnosed with back strain, flank pain, back pain and injury. The patient indicated that he received ibuprofen and Robaxin, which he is still taking and states that sometimes it helps. He states that it does not completely alleviate his pain. He states his pain today is approximately 4/10 worse with bending or lateral motion. He states that pain is confined to his lower back, sometimes radiates into his lower extremity.
PAST MEDICAL HISTORY: Reviewed and compared last visit no changes.
PAST SURGICAL HISTORY: Reviewed and compared last visit no changes.
MEDICATIONS: Reviewed and compared last visit no changes.
ALLERGIES: Reviewed and compared last visit no changes.
SOCIAL HISTORY: Reviewed and compared last visit no changes.
FAMILY HISTORY: Reviewed and compared last visit no changes.
REVIEW OF SYSTEMS: The patient denies bladder or bowel dysfunction. Denies recent trauma. He states that he is eating and drinking okay.

All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 123/78.
Pulse 78.

Respirations 18.

Temperature 98.3.

BACK: No step off. No crepitus with range of motion. He has full range of motion with moderate discomfort on flexion.

No tenderness of the bony structures of his back.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Distended secondary to obesity. No tenderness to palpation.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: DTRs, patellar reflexes are normal.
ASSESSMENT:
1. BPH.

2. HNP L4-L5, L3-L4 (this was confirmed by MRI, which was done in the past).

PLAN: Still, in the clinic, we did an ultrasound to assess for AAA, kidney stones and other pathologies that could cause back pain. Ultrasound results show an enlarged prostate, no AAA, no renal stones.

The patient was sent home with the following. Flomax 0.4 mg one p.o. daily for 90 days #90. He was advised to come back to the clinic if worse. Strongly encouraged to continue the medication he receives from the emergency room.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

