MOORE, JOHN

DOB: 08/16/1957

DOV: 05/14/2025

HISTORY: This is a 67-year-old gentleman here with “clogged ear”. The patient has stated that his ear has been like this for the past two or three weeks and is getting worse. He also indicated he would like to discuss erectile dysfunction which he is currently experiencing. He states he is unable to have and maintain an erection.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports pain to his lower extremities which is exacerbated by walking.

The patient reports that he has a strong cardiac history, he is recently stented and is expected to be stented again next week.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 155/80.

Pulse is 89.

Respirations are 18.

Temperature is 98.1.

LEFT EAR: Cerumen impacted. TM is not visible.
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.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: There is some mild edema in lower extremities. No cyanosis present.

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

ASSESSMENT:
1. Coronary artery disease.
2. Peripheral vascular disease.
3. Tobacco use disorder.
4. Hypertension.
5. Impacted cerumen, left ear.
6. Hypercholesterolemia.
7. Type II diabetes.
PLAN: Ear irrigation. The patient was advised of the nature of the procedure, the complications which include perforated TM and recurrence of his cerumen impaction, he states he understands and gives verbal consent to proceed.

His ear was irrigated and a small amount of wax was extracted. There was no complication. The patient tolerated the procedure well.

The patient was given a consult to the gastroenterologist for health maintenance. He indicated that he has never had colonoscopy.

The patient was advised to continue his medication. These medications are as follows:
1. Eliquis 5 mg.

2. Spironolactone 25 mg.

3. Metoprolol 25 mg.

4. Metformin 500 mg.

5. Losartan 25 mg.

6. Atorvastatin 40 mg.
He was advised to take these medications exactly as prescribed as they are very effective in managing his current conditions.

The patient indicated that he is interested in stopping smoking and mentioned his desire for alternatives besides Chantix. He stated he heard some negative events with Chantix. The patient was prescribed Wellbutrin 150 mg, he will take one daily and strongly encouraged to quit smoking considering his current medical history. He states he understands and will try. He was given the opportunities to ask questions and he states he has none.
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An ultrasound was done, the patient’s echocardiogram was done and his peripheral circulation was done. Arterial circulation shows significant diminished flow in bilateral lower extremities. The patient and I had a discussion on findings on ultrasound and he indicated that he will discuss this with his cardiologist when they do the stent on him next Tuesday. He was given the opportunities to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

