CLINIC VISIT NOTE

FAIRCLOTH, GARY

DOB: 05/07/1955

DOV: 12/26/2023

The patient presents with cyst on his mid back for years. He states it has been slightly painful with squeezing by daughter trying to extrude materials and had similar cyst upper back removed about a year ago.

PAST MEDICAL HISTORY: History of hypertension on medications. He has the prior cyst upper back as above a year ago.

SOCIAL HISTORY: Noncontributory. He used to ride horses and play football with multiple injuries including fractured ribs and being followed for hypertension with regular lab work.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Skin: Shows small cystic lesion left mid thoracic spine approximately 12 mm in diameter with slight induration and erythema surrounding borders without evidence of cellulitis or bacterial infection. Extremities: Within normal limits. Neuropsychiatric: Within normal limits.

PLAN: I&D was performed with 1% topical lidocaine 2 cc with opening lesion with #11 blade with attempt to remove small sebaceous cyst, but unable to do because of attachment of adjacent tissues, contents were extruded and placed an iodoform gauze dressing. The patient tolerated the procedure without complications. He is advised to return in two days for removal of dressing. Continue antihypertensive medications with followup for routine care as well.
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