GUAZHCO, LUIS
DOB: 12/27/1966
DOV: 03/14/2022
HISTORY: This is a 55-year-old gentleman here with abdominal pain. The patient states this has been going on for approximately one month and has gotten worse in the last three or four days. He described pain as sharp and located diffusely in the abdomen and states sometimes pain could be worse in the epigastric region and feels burning and also notes that his abdomen will make lots of noise, growling, at that time he will have some discomfort in his left lower quadrant regions.

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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 98% at room air.

Pulse 82.

Temperature 98.0.

HEENT: Normal.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended. Tenderness in his right flank region, tenderness in his epigastric region, and tenderness in his left lower quadrant region. No rebound. No guarding. He had active bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He 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. GERD.

2. Renal mass.

3. Abdominal distention.

4. Hypercholesterolemia.
5. Low-T.

The patient was discharged with the following medication.

1. Fenofibrate 150 mg one p.o. daily for 90 days, #90.

2. Testosterone 200 mg/mL, he will take 1 mL weekly for 90 days, 13 mL.

3. Carafate 1 g/10 mL, he will take 10 mL daily for 30 days, 300 mL.

4. Famotidine 40 mg, he will take one p.o. q.h.s. for 90 days, #90.

He was given the opportunity to ask questions, he states he has none.

Today, we did a CT scan of his abdomen without contrast. CT scan was interpreted by the radiologist. Findings are as follows according to the radiologist:
1. Moderate diverticulosis on the left side without diverticulitis and appendix is normal.
2. Mild degeneration in his lower lumbar spine. There is calcific atherosclerosis.

3. A complex density mass in the lower pole of his right kidney. This is enlarged slightly compared to his last CT scan; the mass currently is 3 cm.

The patient was given a consult to a urologist to have the mass further delineated. He was given the opportunity to ask questions, he states he has none.
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