BROUSSARD, DAN
DOB: 02/09/1970
DOV: 07/18/2022
HISTORY: This is a 52-year-old gentleman here with right flank pain.

The patient states this has been going on for approximately six months. He states the pain will go and come, but as of the last week or two, pain has remained constant. He described pain as sharp, states pain is approximately 8/10 increased with lateral motions and touch. He states pain 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 reports occasional painful urination. He denies nausea, vomiting or diarrhea. He denies weight loss.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 141/101.
Pulse 65.

Respirations 16.

Temperature 98.1.

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: Distended secondary to obesity. Right flank tenderness is present. No organomegaly. No rebound. No guarding. Normal bowel sounds.
BACK: Full range of motion with mild discomfort with range of motion in all fields. Tenderness in the right CVA region. No step off. No crepitus. No bony tenderness.
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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.

ASSESSMENT/PLAN:
1. Right renal cyst.

2. Right flank pain.

3. Hematuria.

4. Increased creatinine.

5. Hypertension.

The patient’s labs which were drawn on 05/11/2022 were reviewed. Labs reveal creatinine elevated at 1.32, glucose elevated at 110. Other variables including his triglycerides and LDL were both elevated at 190 and 108 respectively.

Urinalysis was done in the clinic today. Urinalysis was positive for blood, negative for nitrite, and negative leukocyte esterase.

A CT scan without contrast with stone protocol was done and the study was interpreted by the radiologist as follows. No evidence of nephrolithiasis or hydronephrosis, there is a right mid pole exophytic 6.2 cm cyst.
The patient and I had a lengthy discussion about these findings and the need for him to follow up with a nephrologist. A consult was prepared and faxed to the facility. The patient was also advised to make a followup phone call for date and time of an appointment. He was given the opportunity to ask questions, he states he has none.

He was sent home with the following medications.
1. Baclofen 20 mg one p.o. b.i.d.
2. Lisinopril 10 mg, he will take one p.o. daily for elevated blood pressure.
He was given the opportunity to ask questions, he states he has none.
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