BROWDER, BRADLEY
DOB: 01/07/1964
DOV: 10/14/2024

HISTORY OF PRESENT ILLNESS: The patient has had a cyst I&D’d three days ago and was advised to follow up for dressing change. Since then, the patient has had no fevers, no body aches or chills and has left the dressing on.
PAST MEDICAL HISTORY: Hypertension, diabetes, and dyslipidemia.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of tobacco or ETOH use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress.
HEENT: Within normal limits.
NECK: Supple with no enlarged thyroid.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

BACK: On the focused exam on the draining sebaceous cyst midline upper back, dressing was saturated and removed and approximately 8¼” iodoform packing was removed, expressed copious amounts of pustular drainage with blood, cleaned the site and replaced with approximately 6¼” iodoform packing, covered with a nonadhesive dressing and taped. Advised the patient to follow up in three days for dressing change at this time.

ASSESSMENT: Sebaceous cyst and cellulitis.
PLAN: As stated above. The patient was discharged in stable condition.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

