DELOSREYES, ALFERDO
DOB: 11/28/1974
DOV: 12/05/2025
HISTORY OF PRESENT ILLNESS: This is a 51-year-old male patient, is here today for a generalized checkup. He does have some chronic issues that he has made aware to us so we will follow through once a day. In particular, he had hemorrhoids approximately two years ago and he continues to have issues with that largely due to his pushing in order to have a bowel movement. He states sometimes will be in the bathroom for up to 30 minutes and has to push quite extensively.
Since that time about a year ago, he started to have some ache on the left and right side of his abdomen. No acute pain, but he notices it more on the left when he bends down rather squats down and then comes to a standing position again and when he is lying down and resting pain had gone away.
He has not noticed anything abnormal with his abdomen there is no bulging. No signs of hernia and there is no acute pain upon palpation that he has verbalized to me today.
Once again last two years ago, he did have a colonoscopy, they found one polyp and they successfully removed it.

I have asked him about his dietary habits and that he needs to increase his fiber. He states that he is aware of that and he takes an oral medication, which he mixes up at his house at times he states he forgets to take that. I have reinforced the idea that he needs to take that fiber drink every day possibly even twice a day that he cannot forget to do this. The patient verbalized understanding.

PAST MEDICAL HISTORY: Hemorrhoids and hyperlipidemia.
PAST SURGICAL HISTORY: None.
MEDICATIONS: This patient is not taking any prescription medications.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: Negative for tobacco smoking or drugs.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well-nourished, well-developed, well-groomed is not in any distress.

VITAL SIGNS: Today, blood pressure 112/73, pulse 63, respiration rate 18, temperature 98.3, O2 sat 99% on room air.

HEENT: Largely unremarkable.
NECK: Soft. No thyromegaly. Masses or lymphadenopathy.
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmur.
LUNGS: Clear to auscultation. Normal breathing pattern is displayed to me.
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ABDOMEN: Soft and nontender through four quadrants. Bowel sounds are present. No abnormality found.
EXTREMITIES: There is no lower extremity edema. He has +5 muscle strength in all extremities.
Remainder of this exam largely unremarkable.

SKIN: Completely clear. No lesions. Skin is warm and dry.

ASSESSMENT/PLAN:

1. Hemorrhoids. He is going to increase his fiber content with drinking he is going to do that twice a day. I will also add stool softener.
2. Constipation. We are going to allow for Colace 100 mg twice a day #60.
3. The thought is if we decrease his constipation, we will decrease his efforts in having a bowel movement and therefore it will help relieve his hemorrhoids as well as the abdominal pain.
4. Abdominal pain intermittent. We will do full set of ultrasounds today.
5. Hyperlipidemia, we are going to assess his status of cholesterol with a blood draw today as well as the full extent of the lab draw including a CBC, CMP, thyroid, TSH, PSA, and A1c as well.
6. He is going to obtain this blood draw. He is going to return to clinic in three or four days for the lab results at which time we will review what kind of success he has made with bowel movements while taking the stool softener. It very well maybe that we will need to followup with this with the CT of the abdomen.
7. The patient understands plan of care. He will return to clinic as above.
Rafael De La Flor-Weiss, M.D.
