NELSON, KENDELL
DOB: 01/28/2008
DOV: 03/21/2022
HISTORY: This is a 14-year-old child here with a growth on his finger. He is accompanied by mother who stated this lesion has been present for several months, if not years. She stated she brought him in today because the lesion appears to be getting bigger.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.
ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol, or drugs exposure.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 128/76.
Pulse 90.

Respirations 16.

Temperature 97.0.

HEENT: Normal.
NECK: Full range of motion.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. 

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding.
SKIN: No abrasions, lacerations, macules, or papules.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait. Index finger right has a hyperpigmented nodule with horn-like lesion protruding in the center of the nodule. It is hard and nontender. Lesion is located on the tip of the patient’s finger.
ASSESSMENT/PLAN: Finger wart.
Lesion does not appear malignant. Its margins are well defined.

PROCEDURE: I explained to mother the need for cryotherapy. I explained the procedure to mother, she states she understands and gives verbal consent for me to proceed. Histofreezer was used, applied to lesion. Mother was advised that this has to be done at least weekly for approximately four to six weeks, she states she understands and will return for further care. She was given the opportunity to ask questions, she states she has none.
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