GORE, HAZEN
DOB: 12/22/1933
DOV: 05/19/2022
HISTORY: This is an 88-year-old female here for suture removal.

The patient indicated that she had sutures done in the ER approximately 10 to 12 days ago and is here for removal. She states she has no other complaints today.

PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: None.
MEDICATIONS:
1. Amlodipine.

2. Metoprolol.
ALLERGIES: None.
FAMILY HISTORY: Unknown.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented *_________*
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 124/71.
Pulse 73.

Respirations 18.

Temperature 98.4.

EXTREMITIES: Left Index Finger: #4 sutures in good repair. No edema. No erythema. No fluctuance. No bleeding or discharge. Capillary refill less than two seconds.

ASSESSMENT/PLAN:
1. Suture removal.

2. Status post finger laceration (12 days).

PROCEDURE: The patient consented verbally for me to proceed with suture removal. A forceps and #11 blade were used. Sutures were removed with no difficulties. The patient tolerated the procedure well. There was no bleeding after procedure. Capillary refill was less than two seconds. The patient had good range of motion of the DIPJ of the left index finger.

The patient was reassured and advised not to be too aggressive when she cleans her hands and to pat dry. She was given the opportunity to ask questions, she states she has none.
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