ARVIN, BISHOP

DOB: 06/07/1977
DOV: 02/10/2022
HISTORY: This is a 45-year-old gentleman here with painful rash on his nose and cheek. Rash is located on the right side of his face. He denies trauma. He stated that the lesion has been there for approximately two days, it started small and he felt it got a little bigger.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Surgery on his right arm.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco use. Denies drug use. Reports occasional alcohol use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient denies chills or myalgia. Denies increased temperature.

Denies blurred vision or double vision. Denies neck pain or stiff neck.

The patient reports a tender mass in his anterior cervical triangle on the right side, same side with the rash.

Denies respiratory problems. Denies chest pain. Denies abdominal pain. Denies body aches. Denies joint pains.

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

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 125/86.
Pulse 69.

Respirations 14.

Temperature 98.2.

FACE: Right side, there is an erythematous macule that is tender to touch. Lesion is present on the right side of his naris also. There are no vesicles. No bullae.
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HEENT: Eyes: No erythematous conjunctivae. No discharge. No bleeding. EOM full range of motion with no restrictions.

NECK: Tender anterior cervical triangle, nodes present. Full range of motion. No rigidity.
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: Soft and nontender. No organomegaly. No rebound. No guarding. Nondistended. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae. The only skin lesion is present on his face and was described above.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Localized cellulitis.

2. Painful rash.

3. Cervical lymphadenopathy.

In the clinic today, the patient received an injection of Rocephin 1 g. He was observed in the clinic for approximately 25 to 30 minutes after which he displayed no signs or symptoms of reaction to the medication. He reports no discomfort after the medication was administered. He stated he is comfortable with my discharge plan, strict return precautions were given. He was sent home with the following medications:

1. Doxycycline 100 mg one p.o. b.i.d. for 10 days, #20.

2. Mupirocin 2% gel, apply three times daily for seven days.
He was given the opportunity to ask questions, he stated he has none. He was advised to come back in to the clinic if he does not improve or go to the nearest emergency room if we are closed.
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