SCHIPPER, KRISTINE

DOB: 06/29/1967

DOV: 07/24/2023

HISTORY: This is a 56-year-old female here for followup. Ms. Schipper suffered a wound abrasion/ulceration approximately five years ago. She was seen here recently two days ago where she had wound care and was advised to come back today. She is here today for reevaluation and for the wound care. She reports no new symptoms. She said she is beginning to feel better.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, obese young lady, in no acute distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 120/80.

Pulse 80.

Respirations 18.

Temperature 98.5.

HEENT: Normal.

NECK: Full range of motion. No rigidity.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

LEFT LOWER EXTREMITY: Well-circumscribed ulcer. Wound appears to be healing well. There is localized erythema to wound edge. There is no bleeding, no discharge, no fluctuance. Tenderness to palpation is mild.

ASSESSMENT/PLAN:
1. Wound care.

2. Dressing change.

3. Contusion.

4. Cellulitis (doing better).

PROCEDURE: Wound care. Site was cleaned with normal saline, pat dry with 4 x 4.

Triple antibiotic was applied to site.

Site was then covered with Xeroform gauze, secured with 4 x 4 and Coban.

The patient tolerated the procedure well. There were no complications. The patient was strongly encouraged to continue Septra and she was educated on daily twice a day wound care, which she will do. She was advised to come back only if she has fever, increased pain, discharge, bleeding, or migrating of the redness from the wound edge.

She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

