SALINAS, CENAIDA
DOB: 11/08/1967
DOV: 12/15/2025

HISTORY: This is a 58-year-old female here with left flank pain. The patient states this has been going on for several months, but came in today because of increasing pain. She described pain as sharp, stabbing, sometimes radiates to her groin. She denies trauma. She states pain is approximately 6/10.
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 reports no painful urination. No frequency. She states sometimes she will notice blood in the urine.
She denies nausea, vomiting or diarrhea. She denies chills. Denies increased temperature.
Denies headache. Denies stiff neck. Denies chest pain. No cough.
PHYSICAL EXAMINATION:

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

O2 saturation 99% at room air.

Blood pressure 150/85.

Pulse 68.
Respirations 18.

Temperature 98.1.
HEENT: Normal.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
ABDOMEN: Soft. Tenderness in the left flank. Mild tenderness in the right flank. No organomegaly. No rebound. No guarding. Normal bowel sounds. No visible peristalsis. She has tenderness to palpation in the epigastric region.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT: 
1. Epigastric pain.
2. Renal cyst.
3. Acute flank pain on the left.
4. Hematuria.

PLAN: In the clinic today, the patient received the following: Tylenol 1 g p.o.
Ultrasound was done. Ultrasound reveals a 4 cm left renal cyst. There appears to be evidence of a recently passed stone on the left.

The patient was given the following medication in the clinic today: Tylenol 1 g p.o.

Labs were drawn. Labs include H. pylori only.

Prescription: The patient received the following prescription.
1. Tylenol Extra Strength one p.o. t.i.d. p.r.n. for pain.
2. Pantoprazole 20 mg one p.o. daily for 30 days #30.

The patient was referred to a renal specialist for her cyst. She was given the opportunities to ask questions, she states she has none. Urinalysis was done today. Urinalysis reveals blood. Nitrite and leukocyte esterase were negative. Ketones negative.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA












