MAGANA, MICHAEL
DOB: 01/13/2001
DOV: 06/12/2023

HISTORY: This is a 22-year-old gentleman here with left great toe pain. The patient stated this has been going on for approximately seven days, has gotten worse in the last two. He said he has a history of ingrown nail and symptoms are similar. Described pain as sharp, rated pain as 7/10, increased with shoe wear and touch. He said pain is located in the medial surface of his great toe around his nail.
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 what is mentioned above.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 97% at room air.
Blood pressure 118/81.
Pulse 90.
Respirations 18.
Temperature 98.1.

LEFT GREAT TOE: Periungual cellulitis with discharge and edema. Tenderness to palpation. Nail is viable, but appears as the medial surface of the nail is embedded into skin. Neurovascularly intact.

HEENT: Normal.

NECK: Full range of motion. No rigidity.
CARDIAC: No peripheral edema or cyanosis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented x3. 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. Acute onychomycosis.
2. Periungual cellulitis.
3. Acute left great toe pain medial surface.

PROCEDURE: Partial nail removal was done. The patient consented verbally.
Consented for partial nail removal. The patient and I discussed complications, he states he understands and consented for me to remove ahead.

Toe was soaked in Betadine and water for approximately 15 minutes. After removal, site was pat dry with sterile gauze. Site was then prepped in sterile fashion. Toenail was anesthetized with a digital block using lidocaine without epinephrine approximately 5 mL.

After anesthesia was achieved, a forceps was used and part of the nail was secured and rotated laterally removing the nail from the surface of the skin, approximately a 1 cm x 0.5 cm nail was removed from the surrounding tissue.
There was minimal bleeding. Bleeding was controlled with direct pressure.
After bleeding was controlled, Triple antibiotic was applied to site.

Site was explored for any remaining nails, none was found.
After antibiotic was placed, site was secured with 2 x 2, then wrapped with Coban. The patient was educated on care he must take to keep site clean to prevent infection. However, He was sent home with:

1. Clindamycin 300 mg, he will take one p.o. four times a day for 10 days #40.
2. Tylenol No.3, he will take one p.o. t.i.d. p.r.n. for pain #12.
He was given the opportunity to ask questions, he states he has none.
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