PEREZ, LUIS
DOB: 03/03/1979
DOV: 07/21/2025
HISTORY: This is a 46-year-old gentleman here with “I have pain under my ribs on the left side.”

The patient denies trauma. He described pain as dull, has rated pain 4/10. He states pain is present there for approximately 30 days. Denies direct trauma. He states pain is worse with deep breath. He reports occasional and intermittent coughing. He states the cough is dry. Denies night sweats. Denies weight loss. Denies travel history.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient denies chills or myalgia. Denies increased temperature. He denies direct trauma. He states he has no difficulties with breathing. The patient reports painful rash on his foreskin and a rash that is diffusely distributed in his groin area. He states the rash in his groin itches.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 126/90.

Pulse 70.

Respirations 18.

Temperature 98.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: The patient has increased cough with deep inspiration. 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 organomegaly. No visible peristalsis. No guarding.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

GU: Penis: The patient is uncircumcised and his foreskin has fissures with localized erythema, is tender to palpation. No edema.

Glans penis has erythema. No vesicles. No bullae. No ulceration.
ASSESSMENT:
1. Acute balanitis.

2. Tinea cruris.
3. Cough.
4. Bronchitis.

PLAN: The following tests were done in the clinic today.

Chest x-ray AP lateral was normal, no infiltrate, no effusion. Cardiac silhouette is mildly enlarged. Mediastinum is not widened.

Ultrasound was done of the patient’s retroperitoneum to assess his kidneys because of pain in the region of flank and under his ribs. Ultrasound of the retroperitoneum is normal. No acute abnormality demonstrated.

The patient was given the following injections in the clinic. Rocephin 1 g IM. He was observed for an additional 15 minutes, then reevaluated. He reports no side effects from the medication.
He was sent home with the following:
1. Zithromax 250 mg two p.o. now, one p.o. daily until gone #6.

2. Ketoconazole cream. He was advised to apply cream in his groin region twice a day for 14 days. He is to come back in seven days for reevaluation. He states he will.
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