FLORES, JESUS
DOB: 11/17/2003
DOV: 10/04/2025
HISTORY: This is a 21-year-old gentleman here with mass on his right gluteus maximus. The patient said he would like to have it removed because the lesion was there for approximately a year or more and is now getting bigger. He denies pain. Denies chills. Denies myalgia. Denies nausea, vomiting, or diarrhea.
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: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 133/84.

Pulse is 77.

Respirations are 18.

Temperature is 97.8.

RIGHT GLUTEUS: Medial distal surface. There is a 2.1 cm soft nontender mass. No discharge. No bleeding. There surface is skin color.
HEENT: Normal.

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

RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress. No paradoxical motion.
CARDIAC: No peripheral edema or cyanosis.

NEURO: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Epidermal inclusion cyst.
2. Gluteal mass.
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PROCEDURE: Excision biopsy.
The patient and I had a lengthy discussion about the procedure what it entails and complications, which include infections, recurrence, and bleeding among others. He says he understands and gave verbal consent for me to proceed. Site was identified and cleansed with Betadine over wiped with alcohol.

Site was anesthetized with 5 mL of lidocaine with epinephrine.

With a #10 blade site was excised under sterile conditions. Lesion was removed successfully and placed in a sample container containing preserved liquid.

Bleeding was minimal and controlled with direct pressure.

Site was then sutured using #3-0 absorbable total of four sutures were placed to close the excision sites.

The patient tolerated procedure well.

They were no complications.

Site was then bathed in Triple antibiotic covered with 4x4 and secured with Coban.

He was given the opportunity to ask question and he states he has none. The patient was sent home with the following medication:

1. Mobic 50 mg one p.o. daily for pain.
2. Septra 800/160 mg one p.o. twice daily for 10 days #20. The patient was given the opportunity to ask question and he states he has none.
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