ROSALES, JESUS
DOB: 08/22/1991
DOV: 02/07/2022
HISTORY: This is a 30-year-old gentleman here with abdominal pain. The patient has been seen on multiple occasions for abdominal pain. He has been treated in the past for GERD and states that the medication he is receiving does not help, still has pain. He states he is having bilateral flank pain today also. Described pain as sharp and rated pain 7/10 and not associated with activities or food.

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 nausea, vomiting or diarrhea. Denies weight loss. Denies weight gain. Denies headache. Denies stiff neck. Denies neck pain. Denies chest pain.

PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.

Blood pressure 140/87.
Pulse 100.

Respirations 18.

Temperature 98.0.

HEENT: Normal.

ABDOMEN: No guarding. No distention.

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.

ASSESSMENT/PLAN:
1. Epigastric pain.

2. Bilateral flank pain.

ROSALES, JESUS

Page 2

Today, the patient refused anymore medication, he states he wants to know what is going on and would like us to do some test to find out. We will do a CT scan with and without contrast of his pelvis and abdomen.

Today, we also did H. pylori. Labs were drawn as follows. CBC, CMP, A1c, lipid profile, vitamin D, T3, T4 and TSH. He was given the opportunity to ask questions, he states he has none.
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