ZUNIGA, MAYRA
DOB: 06/04/1976
DOV: 05/02/2022
HISTORY: This is a 45-year-old young lady here for a followup.

The patient stated that she has been seen on several occasions for abdominal pain. She stated that she in the past was diagnosed with epigastric pain and UTI after urinalysis, reveals blood, but no bacteria. She stated that she was treated with medication; for example, for her UTI, she received Bactrim DS. She stated she used this medication with some improvement, but stated pain is back today. She stated for epigastric pain she was treated with omeprazole, which did not work. She states she is having pain in the left flank region. She states she does not think she is pregnant because she has her tubes tied.

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 headache. Denies increased temperature. Denies myalgia.
PHYSICAL EXAMINATION:

GENERAL: Alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 154/76.
Pulse 70.

Respirations 18.

Temperature 97.9.

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.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: She has flank tenderness on the left. No rebound. No guarding. No rigidity. No suprapubic tenderness. No peritoneal signs.

ZUNIGA, MAYRA

Page 2

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. 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.

ASSESSMENT/PLAN:
1. Flank pain.

2. Hematuria.

Today, urinalysis was done, urinalysis revealed blood. She was given a requisition for a CT scan stone protocol. The patient was advised to get the study done today, but stated that she wants to go somewhere, which is cheapest and will not be to able to get it done at a facility that offers STAT report or STAT reading.

The patient does have a clinical picture of renal stones. She states her pain right now is manageable. She declines prescription for pain medication. I advised I will give her a prescription of Flomax, which will help if she has a stone, which will help it pass. She was strongly encouraged to have the CT scan study done as soon as possible and to return with the results, so any findings could guide us as to future management. She states she understands and will comply. She was advised to buy over-the-counter Motrin or Tylenol for pain and to come back to the clinic if worse or to go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

