MIZE, KAREN
DOB: 10/24/1964
DOV: 07/28/2022
HISTORY: This is a 57-year-old female here with painful urination and flank pain. The patient states this has been going on for approximately two days. She described pain as sharp and rated pain approximately 6/10 and increased with lateral motion and touch. She 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 abdominal discomfort. Reports frequent urination. Reports painful urination. The patient denies chills, myalgia, nausea, vomiting or diarrhea. She denies headache.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 144/85.
Pulse 76.

Respirations 18.

Temperature 98.0.

HEENT: Normal.

NECK: There is a slight bruit in the anterior cervical triangle bilaterally.
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. Normal bowel sounds. She has tenderness in the right upper quadrant and tenderness in the right CVA. . No rebound. No guarding. No peritoneal signs.

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.
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ASSESSMENT/PLAN:
1. Hepatic cyst.

2. Right flank pain.

3. Dysuria.

4. Thyroid cyst.

5. Arteriosclerosis of carotid arteries.

Ultrasounds were done to assess her flank pain, her bruit and abdominal pain. Ultrasound revealed a 5 to 6 cm hepatic cyst. The patient was given a consult to gastroenterology to have this addressed. There is some arteriosclerotic deposit in her carotid artery. The patient will be returning tomorrow for labs to be drawn. Labs include CBC, CMP, and lipid profile. I suspect this patient may have elevated cholesterol and after visit tomorrow we will refer her to have her carotid arteries better evaluated by vascular specialists after all her labs are drawn. Ultrasound also revealed a subcentimeter thyroid cyst.

Urinalysis was done. The urinalysis reveals negative leukocyte esterase, negative nitrite and no blood.

In the clinic today, the patient received the following. Rocephin 1 g IM and Tylenol 1 g p.o., she was observed in the clinic for an additional 20 minutes after which she reports improvement. She was strongly encouraged to return to have labs drawn, so we can further address the abnormalities from an ultrasound. She states she will and will be here tomorrow. She was advised to fast for her labs.

The patient was sent home with the following medications.

1. Pyridium 100 mg one p.o. t.i.d. for four days, #12.

2. Cefdinir 300 mg one p.o. b.i.d. for seven days, #14.
She was advised to increase fluids, to increase fruits and vegetables and to come back tomorrow for labs.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

