HOLMES, BRIANNA
DOB: 02/19/1993
DOV: 04/17/2023
HISTORY: This is a 30-year-old female here painful lump on her chest. 

The patient stated that she thinks she was bitten by a spider states lesion is present there for about two days. States it first appeared small and is gradually getting bigger. Described pain as dull and rated pain 4/10 and increase the touch.

PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol and drug use. Last period was on 03/29/2023 she states that was normal.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented in no acute distress.

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 132/91.
Pulse 97.

Respirations 18.

Temperature 97.9.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No paradoxical motion. 

CARDIAC: No peripheral edema or cyanosis.

CHEST/SKIN: There is a well-demarcated erythematous raised area, hot to touch. There is central pustule/scab. No bleeding or discharge.
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ASSESSMENT/PLAN:
1. Abscess.

2. Cellulitis.

I explained the patient my plan for I&D, we talked about the process and we talked about complications. States she understands and give me verbal permission to go ahead.

Site was cleaned with betadine.

With a # 11 blade the essential pustules was scraped/cut and a small amount of pustules evacuated. The patient tolerated the procedure well. There were no complications. Blood loss was minimal. Site was then cleaned again and the triple antibiotics applied. The patient is advised to keep site clean. She will be sent home with clindamycin 300 mg one p.o. t.i.d. for 10 days. She was given the opportunity to ask questions he states he has none. 

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

