BONILLA, CRISTOBAL
DOB: 04/20/1970
DOV: 08/25/2022
HISTORY: This is a 52-year-old gentleman here with back pain.

The patient stated this has been going on for approximately seven days states he works as a mechanic and they recently moved their store to another location was lifting lots of stuff and states he noticed pain started then, but it has gotten worse in the last two or three days.

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 numbness or weakness in his lower extremities. Denies bladder and bowel dysfunction. Denies chills. Denies myalgia. Denies fever. Denies recent spinal procedure or indwelling catheter.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented in mild distress.

VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 166/98.
Pulse 98.

Respirations 18.

Temperature 97.8.

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: Nondistended secondary to obesity. No organomegaly. No rebound. No guarding. No rigidity. 
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BACK: Tenderness to bilateral CVA region. There is muscles spasm back muscles is distended and rigid. No tenderness to the bony structures. No step off. He has full range of motion but for some discomfort in flexion and extension.

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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Back muscle spasm.

2. Back pain acute.

3. Hematuria.

4. Obesity.

Today, the patient was offered ultrasound of his kidneys considering he has flank pain bilaterally along with blood in his urine, to come for a differential of renal stones he declined; he states he does not want to have that done (he also indicated that he does not have the funding to have this study done).

The patient request to be off until Monday this was given. Urinalysis was done in the clinic today urinalysis reveal urobilinogen in his urine.

A work excuse was given to return to work on Monday he was educated on lifting techniques.

He was sent home with the following medication. Flexeril 10 mg one p.o. at bedtime. He was given two boxes of Nalfon 600 mg, he takes one p.o. b.i.d. for pain to come back to the clinic if worse or to go to nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

