
SOAP Notes         11/09-11/21/22 
 
 
CASE 1: BREAST ABSCESS F/U   
 
Date: 11/18/2022 
                                             
Full name: M.M   
Address: Metropolitan Hospital NY 
Date of Birth: 8/24/1978 
Location: Breast Clinic, 3rd Floor  
Religion: Catholic  
Source of Information: Self  
Reliability: Reliable   
Source of Referral: Ambulatory Referral by M.P, MD  
Mode of Transport: Self  
 
Subjective:  
 
Spanish interpreter used: 
 
44 y/o female with pmhx of iron deficiency anemia and hyperlipidemia presents for examination 
of right breast following infection x 1 month ago. She was seen in the Metropolitan ED for right 
breast infection on 10/16/22 causing pain, redness and swelling of the right breast. She was 
diagnosed as having a right breast abscess and was given Keflex 500mg which she states she has 
completed. She was referred to the breast clinic for evaluation. Today she complains of dull, 
intermittent 2/10 pain in the right breast. She c/o itching of the right nipple but denies discharge 
from both nipples. She denies any sensation of lumps in the right breast. Denies fever, chills, 
nausea, vomiting, headache, SOB, chest pain, dysuria, or new skin changes.  
 
Last mammogram: 08/17/22  
OBGYN:  G4P4, LMP- 10/31, regular cycle, and flow. She began menarche at age 11, and had 
her first pregnancy at 21 y/o. 
 
PMHX: Iron deficiency anemia, hyperlipidemia, vitamin D deficiency, nodular hidradenoma 
FHx: Father- Colon cancer, Mother – Ovarian cancer. No fhx of breast cancer.  
PSHx: C-section in 2007 and 2009  
Allergies: none 
 
Objective:  
 
Vitals:  
Using machine: BP (left arm, sitting) 122/ 66 mmHg 
Pulse: 72 bpm RRR 
RR: 17 breaths/min unlabored 
T: 97.3 F (axilla)  



O2 sat: 97 % on room air  
BMI: Weight: 152 lbs, Height: 5’1 = 28.7 
 
Medications:  
Acetaminophen 500 mg Tablet  
Cholecalciferol supplements 
Ferrous Sulfate 325 mg  
 
Last mammogram: 08/17/22 with no mammographic evidence of malignancy. 
 
Labs from 9/22/22: BMP, CBC, LFTS within normal limits. Iron studies and Lipid panel 
abnormal 
 

  
 



  
 
 
PE:  
General: well, appearing in no acute distress 
HENT: atraumatic, normocephalic 
Skin: skin is warm and dry, no suspicious lesions noted on b/l breasts 
Breasts: Symmetrical b/l. No erythema, swelling, or nipple discharge or retraction. Mild 
tenderness of right breast on palpation. 
Respiratory: Normal effort. Bilateral symmetric chest expansion. No rales, Rhonchi, or 
wheezing. 
Musculoskeletal: 5/5 strength and FROM in upper and lower extremities. 
Neuro: alert and oriented x 3  
 
Assessment:  
44 y/o female pmhx of iron deficiency anemia and hyperlipidemia presents for consult/ 
examination of right breast following infection x 1 month ago. U.S. of right breast done in clinic 
shows no abscess. The patient has mild discomfort in the right breast with palpation. No fever 
noted. Patient likely had breast cellulitis which is now resolved following treatment. 
 
Plan: 

1. Tylenol prn for pain. 
2. Schedule annual mammogram for 08/2023 
3. RTC after mammogram in 2023 or if symptoms worsen. 

  



CASE 2: HEMORRHOIDECTOMY POST-UP  
  
Date: 11/18/2022  
                                            
Full name: R.P 
Address: Metropolitan Hospital NY 
Date of Birth: 07/16/1979 
Location: General surgery clinic, 3rd Floor 
Religion: Christian 
Source of Information: Self 
Reliability: Reliable  
Source of Referral: Ambulatory Referral by MD 
Mode of Transport: Self 
  
Subjective: 
 
Spanish interpreter used: 
  
43 y/o female with pmhx of constipation, T2DM, HTN, Hyperlipidemia presents for follow-up 
examination s/p rectal examination under anesthesia (EUA) with hemorrhoidectomy performed 
on 11/10/22 By Dr. Singh. She is POD 8, ambulatory and today presents with complains of dull, 
8/10 pain around the surgical site. She states that she has run out of her prescription of Percocet 
and now uses Tylenol for pain with mild relief. She states she now takes sitz bathes 1-2 a day 
which offer mild relief. She reports normal bowel movements and denies diarrhea or 
constipation. She complains of occasional blood in the toilet bowel when she strains to defecate. 
She also complains of intermittent episodes of fever and chills although she has never measured 
her temperature. Denies, nausea, vomiting, headache, SOB, chest pain, dysuria. 
   
PMHX: Constipation, T2DM, HTN, Hyperlipidemia 
FHx: Father- HTN, Mother – Hyperlipidemia. No fhx of colon cancer. 
PSHx: C-section in 2007 and 2009 
Allergies: none, NKDA 
  
Objective: 
  
Vitals: 
Using machine: BP (left arm, sitting) 132/ 78 mmHg 
Pulse: 68 bpm RRR 
RR: 16 breaths/min unlabored 
T: 97.8F (axilla) 
O2 sat: 98 % on room air  
BMI: Weight: 175 lbs, Height: 5’5= 29.1 
  
Medications: 
Milk of magnesia 5 ml PO prn  
Oxycodone-acetaminophen 5-325 mg PO 



Psyllium (Metamucil) 1 packet 2x/day 
Atorvastatin 20 mg tablet 
Lisinopril 40 mg tablet  
Metformin 500 mg tablet 
 
Hemorrhoidectomy summary: 11/10/22 
Left: Polypoid fragments of the squamocolumnar type mucosa with reactive changes, smooth 
muscle hyperplasia and thick-walled blood vessels 
-Negative for dysplasia 
 
Right anterior: Polypoid fragments of squamocolumnar type mucosa with reactive changes, 
smooth muscle hyperplasia and dilated blood vessels  
-Negative for dysplasia  
 
Labs from 10/01/22: BMP (within normal w/ exception of Cr- 0.4, Glucose-123), CBC, LFTS 
within normal limits. Lipid panel abnormal as of 03/2/22 as shown below. 
  

Cholesterol  Triglyceride  HDL cholesterol LDL cholesterol  
183 76 48 120 

 

  
 
PE: 
General: well, appearing in no acute distress 
HENT: atraumatic, normocephalic 
Skin: skin is warm and dry, no suspicious lesions. 
Respiratory: Normal effort. Bilateral symmetric chest expansion. No rales, Rhonchi or wheezing. 
Musculoskeletal: 5/5 strength and FROM in upper and lower extremities. 
Rectal exam: Skin around the anal sphincter is erythematous. Tenderness on palpation. No pus or 
purulent drainage. Wound is healing well.  
Neuro: alert and oriented x 3 
  
Assessment: 
43 y/o female pmhx of Constipation, T2DM, HTN, Hyperlipidemia presents for follow-up 
examination s/p rectal examination under anesthesia (EUA) with hemorrhoidectomy performed 
11/10/22 By Dr. Singh. The skin around the anus is mildly erythematous but there is no pus, 
abnormal skin changes or purulent changes indicating an infection.  
  
Plan: 
1.          Surgical pathology results reviewed and discussed with patients  
2.          Continue on sitz bath, high fiber diet, and continue tramadol (Ultram) 50 mg tablets (1 
tablet by mouth every 6hrs for 7 days) 
3.          Reassurance provided that pre and post-operative pain and bleeding are to be expected 
4.          RTC in 4 weeks for re-evaluation.  
 
  



CASE 3: UMBILICAL HERNIA CONSULT 
  
Date: 11/16/2022  
                                            
Full name: A.G 
Address: Metropolitan Hospital NY 
Date of Birth: 7/12/1958 
Location: General Surgery clinic, 3rd Floor 
Religion: Catholic 
Source of Information: Self 
Reliability: Reliable  
Source of Referral: Ambulatory Referral by PCP 
Mode of Transport: Self 
  
Subjective: 
  
Spanish interpreter used: 
  
64y/o female pmhx of obesity, GERD, HTN, HLD, Pre-diabetes presents today for surgical 
consultation of an umbilical hernia without obstruction x 4 months. She was referred by her PCP. 
She states she first observed a “ball on my belly button” 4 months ago and states that she feels it 
has gradually enlarged over time. She complains of 3/10, dull pain in her epigastric region when 
she eats. She complains of constipation x 1 month and increased urinary frequency. She denies 
any fever, chills, nausea, vomiting, diarrhea, cough, sore throat, sob, dysuria, flank pain or 
hematuria.  
  
PMHX: Obesity, GERD, HTN, HLD, Pre-diabetes 
FHx: Denies  
PSHx: Tubal Ligation 1993 
PSH: Secondhand smoke exposure. Denies alcohol or recreational drug use  
Allergies: none 
  
Objective: 
  
Vitals: 
Using machine: BP (left arm, sitting) 118/ 71 mmHg 
Pulse: 65 bpm RRR 
RR: 16 breaths/min unlabored 
T: 97.1 F (axilla) 
O2 sat: 98 % on room air  
BMI: Weight: 165 lbs, Height: 5’2 = 30.2 
  
Medications: 
Gabapentin 100 mg 
Atorvastatin 20 mg tablet 
Lisinopril 40 mg tablet  



Omeprazole (Prilosec) 40 mg Capsule 
  
PE: 
General: obese female, well, appearing in no acute distress 
HENT: atraumatic, normocephalic 
Skin: skin is warm and dry, no suspicious lesions noted  
Abdomen: Soft, non-tender, bowel sounds present in all quadrants. Palpable, reducible hernia 
extending outward from the umbilicus. Negative murphy sign or McBurney point tenderness.  
Respiratory: Chest is non-tender. Normal effort. Bilateral symmetric chest expansion. No rales, 
Rhonchi, or wheezing. 
Musculoskeletal: 5/5 strength and FROM in upper and lower extremities. 
Neuro: alert and oriented x 3 
Psych: She is anxious appearing. Normal behavior and affect. 
  
  
Labs from 11/02/22: BMP (normal except Glucose 101), CBC, LFTS within normal limits. 
HgbA1c, and Lipid panel abnormal 
  

Cholesterol  Triglyceride  HDL cholesterol LDL cholesterol  
244 159 52 160 

 

  
HgbA1c: 6.2  
  
Assessment: 
 64y/o female pmhx of obesity, GERD, HTN, HLD, Pre-diabetes presents today for surgical 
consultation of an umbilical hernia without obstruction x 4 months. Small, reducible umbilical 
herniation noted on exam. May be associated risk of recurrence due to obesity. Patient may 
benefit from bariatric surgery and should follow-up in bariatric clinic.  
 
Plan: 
1.     Follow-up with bariatric clinic. 
  



CASE 4: TONSIL STONES  
  
Date: 11/16/2022  
                                            
Full name: K.G 
Address: Metropolitan Hospital NY 
Date of Birth: 06/07/2005 
Location: ENT clinic, 3rd Floor 
Religion: Catholic 
Source of Information: Self 
Reliability: Reliable  
Source of Referral: Dentist 
Mode of Transport: Self 
  
Subjective: 
   
17 y/o female pmhx of asthma, acne vulgaris, alopecia areata, tmj syndrome, accompanied by 
her mother presents with complaints of tonsil stone x 1 year. She states the most recent episode 
was 1 month ago when she noticed small white balls of mass on both her tonsils which she 
removed. She states she has had this same occurrence 3-4 times over the past year. She denies 
any pain or discomfort associated with the tonsil stones. She endorses halitosis and an unpleasant 
odor from the white mass. She was referred to the ENT clinic by her dentist. She denies any 
headaches, sinus pressure, throat pain or swelling, dyspnea, fever, chills, myalgia, nausea, 
vomiting. She endorses having rhinorrhea and dry throat 2 weeks ago which resolved without 
treatment.  She denies any recent travels or sick exposure.  
  
PMHX: Asthma (no exacerbation in the past year), acne vulgaris, alopecia areata, tmj syndrome. 
Never been hospitalized.  
FHx: Mother – Hypercholesteremia and thyroid problems.  
PSHx: Inguinal hernia repair in 2008 and 2010  
SHx: Denies smoking, alcohol use or use of recreational drugs  
Allergies: NKDA. Pollen allergy  
  
Objective: 
  
Vitals: 
Using machine: BP (right arm, sitting) 109/ 62 mmHg 
Pulse: 64 bpm RRR 
RR: 16 breaths/min unlabored 
T: 97.5 F (axilla) 
O2 sat: 99 % on room air  
BMI: Weight: 124 lbs, Height: 5’5 = 20.6 
  
Medications: 
Tretinoin 0.025% cream 
Albuterol inhaler 



   
Labs from 7/18/22: BMP, LFTS, thyroid and lipid panel within normal limits. CBC (HGB-10.2, 
HCT-33.6, MCH-25.3) indicating microcytic anemia  
  
  
PE: 
General: well, developed and appearing. No acute distress 
HENT: atraumatic, normocephalic. 
Eyes: Extraocular muscles intact. 
Skin: skin is warm and dry. 
Respiratory: Normal effort. Bilateral symmetric chest expansion. No rales, Rhonchi or wheezing. 
Mouth: Oral mucosa is moist. Uvula is midline. Tonsils +1 with multiple small crypts. No tonsils 
stones noted. No lesions, masses, erythema, edema, or exudates.  
Neck: Soft, supple, FROM, no masses or thryomegaly.  
Musculoskeletal: 5/5 strength and FROM in upper and lower extremities. 
Neuro: alert and oriented x 3 
  
Assessment: 
17 y/o female pmhx of asthma, acne vulgaris, alopecia areata, tmj syndrome, accompanied by 
her mother presents with complaints of tonsil stone x 1 year. No tonsil stones noted on exam but 
there are crypts noted on the tonsils bilateral that may indicate the presence of former stones. 
Patient complains of mild symptoms such as halitosis, however patient may benefit from surgical 
removal of tonsils to resolve present complaints.   
 
Plan: 
1. Considering 1 year of recurrent tonsil stones with halitosis, tonsillectomy indicated and 
offered as a resolve. Patient and mother are agreeable to bilateral tonsillectomy.   
2. Risk, benefits and alternatives to surgery explained in detail to the patient and her mother.  
3. Schedule bilateral tonsillectomy for 12/2/2022. 
4. Preadmission testing scheduled and medical clearance pending. Clearance also required from 
pediatrician.  
5. Obtain consent from patient. 
6. RTC following the procedure 
 
  
  
 


