CLINIC VISIT NOTE

WRIGHT, ________
DOB: 08/30/2004

DOV: 03/15/2022

The patient presents with a bump on his upper back being there the past month.

PRESENT ILLNESS: The patient presents with a lesion on upper back for six to seven months, getting larger within the past month without pain. Mother attempted to open with needle without going through skin few weeks ago without drainage. No similar lesions in the past. No pain present.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Negative.

CURRENT MEDICATIONS: None.

ALLERGIES: No know allergies.

IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Uneventful.

FAMILY HISTORY: Uneventful.

REVIEW OF SYSTEMS: Noncontributory. Past medical history uneventful.
PHYSICAL EXAMINATION: General Appearance: No distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs clear. Pupils are reactive to light and accommodation. Extraocular muscles intact. Nasal and oral mucosa negative for inflammation or exudate. Neck: Supple without masses. Thyroid not enlarged. Lungs: Clear to auscultation and percussion with normal breath sounds. Heart: Regular rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Skin: Normal except for lesion upper back. He has a cystic lesion around 6 cm without inflammation or tenderness. Extremities: Negative for tenderness or restricted range of motion. Neurological: Oriented x 4. Cranial nerves II through X within normal limits. No motor or sensory deficits noted. No mood or affect disturbances.

The patient had surgical drainage of the cyst with 1% lidocaine and Betadine prep. With a #11 blade, a transverse incision was made over the lesion 2.5 cm with drainage of sebaceous slightly discolored material, estimated 8 to 10 cc. It is probed for additional evacuation. Iodoform wound packing was inserted with dressing.

DIAGNOSIS: Sebaceous cyst, upper back, benign.

PLAN: Advised to follow up tomorrow for removal of drain. No antibiotics felt necessary.
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