DE LA PAZ, DAVID
DOB: 09/27/2002
DOV: 09/24/2025
HISTORY: This is a 22-year-old gentleman here with a growth on his left elbow region. The patient stated the growth has been there for several months and would like to have it removed.
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: All systems were reviewed and were negative.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 93% at room air.

Blood pressure is 126/63.

Pulse is 67.

Respirations are 18.

Temperature is 98.2.

LEFT FOREARM: A 0.8 x 0.7 cm papule with yellowish surface. No erythema. No bleeding. No discharge. Site is not hot to touch.
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.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Verruca.

2. Wart.

3. Papules.

PLAN: The patient and I had a discussion about removal. We talked about complications, which include infection, recurrence, but not limited to these two.
After explaining the patient the procedure and what it entails, he gave me verbal consent to proceed. Site was prepped with Betadine and alcohol.

Site was then draped in sterile fashion with a sterile chuck that has a central opening.

Site was injected with approximately 5 mL of lidocaine with epinephrine.

A check for anesthesia achievement was done, this was successful; anesthesia was successfully achieved.

With a #10 blade, a generous incision was made around the lesion, the borders were clearly identified and was excised.

Bleeding was controlled by direct pressure.

Site was then sutured using a No.3 suture absorbable.

Site was then bathed in triple antibiotic, covered with 4 x 4 and secured with Coban.

The patient tolerated the procedure well. There were no complications.

The patient was educated on wound care. He was advised to buy him some 4 x 4 and Coban to do dressing change at least once or twice a day.

He was advised to come back in 48 hours for a reevaluation to assess for infection.
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

