DELAROSA, RITA
DOB: 10/24/1960
DOV: 01/10/2022
HISTORY: This is a 61-year-old young lady here with abdominal pain. The patient states this has been going on for a while. She states she recently had a colonoscopy and after colonoscopy, this pain has gotten worse. She states pain is located on the left upper and left lower quadrants of her abdomen. Described pain as aching. She states pain is approximately 6/10 and is non-radiating.
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 endorses decreased appetite. Denies nausea or vomiting. Denies body aches. Denies chills. Denies myalgia. Denies increased temperature. Denies diarrhea. Denies weight loss.

PHYSICAL EXAMINATION:

GENERAL: She is an alert and oriented, obese young lady in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 140/86.
Pulse 77.

Respirations 18.

Temperature 97.6.

HEENT: Normal.

NECK: Full range of motion. No rigidity.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.
CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. She has tenderness in the left upper and left lower quadrants. No mass palpable. She has normal bowel sounds. No rebound. No guarding. No peritoneal signs.

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 x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT/PLAN:
1. Hiatal hernia.

2. Abdominal pain.

3. Hypertension.

4. Obesity.

5. Insomnia.

6. Medication refill.

7. Hypercholesterolemia.

The patient’s hypertension is reasonably controlled with current therapy. She would like to change her current therapy to something else because she states she read literature that medication has been recalled because of cancer risk. She will be started on:

1. Lisinopril/HCTZ 10/12.5 mg one p.o. daily for 90 days, #90.
2. Atorvastatin 20 mg one p.o. daily for 90 days, #90.

Today, we did a CT scan of the patient’s belly, CT scan with contrast. CT was interpreted by radiologist and his findings are as follows:
1. Liver normal, homogeneous in density and no mass seen.

2. Pancreas is normal. Pancreatic duct is normal in caliber. The spleen and adrenal glands are normal in size and shape.

3. Kidneys are unremarkable. No peripheral fluid collection and oral hydronephrosis noticed.

4. Large and small intestines are normal in caliber. The appendix is not visualized. No inflammatory change is identified. There is a hiatal hernia present on the left.

5. No lymphadenopathy is found in the abdomen or pelvis. No free fluid is seen.

6. Pelvic structures are unremarkable.

7. Degenerative changes are present above the spine. The lung bases are clear. His overall impression is that there is no acute abdominal finding, hiatal hernia is present and this was signed by Dr. *_________*. The patient was apprised of these findings and she was given the opportunity to ask questions, she states she has none.
For her hiatal hernia, she appears to be anxious about this, so I gave her a referral to the general surgeon who will have a discussion with her as to how she will move ahead with caring for hiatal hernia. She was given the opportunity to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

