EVERETT, GLADYS
DOB: 08/03/1959
DOV: 05/30/2022
HISTORY: This is a 62-year-old lady here with abdominal pain. The patient states pain has been going on for approximately seven days. She states it is worsened on her right upper quadrant and in her left flank region. She described pain in the right upper quadrant as sharp, crampy sometimes and non-radiating and described the pain in her back as stabbing, inner CVA stabbing and non-radiating. She denies trauma.
The patient states pain is approximately 8/10, is increased with certain foods (right upper quadrant).
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: She denies nausea, vomiting or diarrhea. She states she is eating and drinking okay. She denies chills. She denies myalgia. She denies increased temperature.
The patient is requesting refill of tretinoin cream, which she uses for bumps in her back.
PHYSICAL EXAMINATION:
GENERAL: She is alert, oriented, in mild distress.

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 140/76.

Pulse 77.

Respirations 18.

Temperature 97.7.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
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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: Soft. Tenderness in the right upper quadrant. Tenderness in the left flank. Murphy’s sign is present. No rebound. No guarding, No rigidity. She has normal bowel sounds. There is left CVA tenderness also.
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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Cholelithiasis without cholecystitis.

2. Renal stones without hydronephrosis.

3. Urinary tract infection.

4. Abdominal pain.

In the clinic today, we did an ultrasound. Ultrasound revealed a 2.5 mm stone in the gallbladder. Ultrasound also revealed renal stone in the right kidney. No hydronephrosis.
All other systems evaluated on ultrasound were normal.
The patient had a urine done in the clinic. Urine reveals leukocyte esterase.
The patient was educated on the findings on ultrasound. She was given a consult to see a general surgeon. She will be discharged with the following medications:

1. Cipro 500 mg one p.o. b.i.d. for five days #10.
2. Flomax 0.4 mg one p.o. daily for 30 days #30.
3. Tramadol 50 mg one p.o. b.i.d. for 10 days #20.

She was given the opportunity to ask questions and she states she has none. Tretinoin cream 0.05% was refilled, she will apply to the affected area at nighttime for 90 days, given #3 tubes.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

