WATSON, ALEXANDER
DOB: 01/13/1992

DOV: 05/10/2025

HISTORY: This is a 33-year-old gentleman here with painful rash on his forehead. The patient stated lesion started yesterday, but it is now getting a little more uncomfortable. He states sometimes it itches. He denies changes in food, soaps, perfume, new pets.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol, or drug use.

FAMILY HISTORY: Parents with hypertension.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 122/72.

Pulse is 62.

Respirations are 18.

Temperature is 97.6.

FOREHEAD: Cluster of vesicles on an erythematous base located on the right side of his forehead, lesion does not cross midline. Eyes are not involved.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

WATSON, ALEXANDER
Page 2

ASSESSMENT:
1. Herpes zoster virus.

2. Rash.
PLAN: The patient was sent home with the following medications: Valtrex 1000 mg one p.o. t.i.d. for seven days, #21.
He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

