ALVAREZ, IMELDA

DOB: 07/06/1974

DOV: 10/13/2025

HISTORY: This is a 51-year-old female here with back pain. The patient said this has been going on for approximately four weeks it has gotten worse today. She denies trauma. Described pain as sharp rated pain 8/10 worse with bending and touch. Pain is located diffusely in the left flank and left lateral lumbosacral region. She denies bladder or bowel dysfunction. Denies weakness or numbness in her lower extremities.

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: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 129/84.

Pulse is 86.

Respirations are 18.

Temperature is 98.1.

BACK: Tenderness in her left flank tenderness in lateral surfaces of the lumbosacral spine. No tenderness of the bony structures. No step off. No crepitus. No deformity. No lacerations. No abrasions. No puncture wound in her back.
HEENT: Normal.

NECK: Full range of motion. No rigidity and 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. No guarding. No visible peristalsis. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

ASSESSMENT:
1. Kidney stone.
2. Back pain.
PLAN: Nontraumatic pain in the back. Nontraumatic back pain history was dealt in more detail to assess whether there is any acute spinal cord injuries or infection. The patient has no history of diabetes. She has no recent surgery. She has no recent catheterization. No recent procedure in her back. She is not diabetic and is not at risk for spinal cord infection or injury.

Today, we did an ultrasound to assess patient’s kidneys and there is a 0.7 cm nonobstructing stone in her renal pelvis.

She was given an injection of Toradol IM. Observe in the clinic for approximately 20 minutes then reevaluated. She indicated that the medication is working. She was sent home with the following medications: Flomax 0.4 mg one p.o. daily for 30 days, Robaxin 500 mg one p.o. b.i.d. for 21 days, #42. She was advised to come back to the clinic if worse or go to the nearest emergency room if we are closed. She was given the opportunity to ask questions and she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

