CLINIC VISIT NOTE

FAIRCLOTH, GARY
DOB: 05/07/1955
DOV: 12/07/2022

The patient is here for followup of abscess upper back, on Augmentin post drainage, post I&D with packing, for followup and removal of packing. No complaints. No distress. 
PAST MEDICAL HISTORY: History of hypertension followed at Southeast Clinic here in town.
MEDICATIONS: Multiple medications, see chart.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. 
PHYSICAL EXAMINATION: General Appearance: No acute distress. Skin: Lesion on the right upper back approximately 0.5 x 2 cm opening with removal of drainage with a small amount of serous type material removed without evidence of acute drainage from lesion with surrounding induration, resolving without evidence of cellulitis, noted to be an area of approximately 5 x 20 cm of surrounding lesion upper back with venous prominence, *__________* vessels, currently related to pressure or abscess. Extremities otherwise within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly. 
Neurologic: Within normal limits.

PROCEDURE: Removal and drainage without anesthesia with topical dressing applied. 
FINAL DIAGNOSIS: Followup sebaceous abscess upper back with removal and drain, history of hypertension and cardiovascular disease.

PLAN: The patient is to continue topical care with moist heat and antibiotic dressings without additional antibiotics. Finish prescription. Follow up as needed with routine care at Southeast Clinic as before.
John Halberdier, M.D.

