ALARCON, DANIEL
DOB: 03/21/2003
DOV: 02/25/2026
HISTORY: This is a 22-year-old gentleman here with throat pain. The patient stated this has been going on for approximately two or three days, came in today because of no response with over-the-counter medication. He stated he is having pain with swallowing. He described pain as sharp, rated pain as 6/10 non-radiating. He denies trauma.
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 reported lesion in the posterior of his right elbow. He stated it looks like a wart has been there for years. He has been trying freezing and other over-the-counter medication without improvement.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, obese gentleman, in mild distress.

VITAL SIGNS:

O2 saturation is 92% at room air.

Blood pressure is 143/74.

Pulse is 82.

Respirations are 18.

Temperature is 98.9.

THROAT: Erythematous and edematous tonsils, pharynx and uvula. No exudates present. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity and no meningeal signs. No lymphadenopathy.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

SKIN: The patient has a 1.1 cm hypopigmented lesion on the posterior of his elbow. The surface of the lesion is rough. No scales. No erythema. No fluctuance. No bleeding or discharge.

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. Pharyngitis.
3. Odynophagia.
PLAN: The following tests were done today: strep, flu and COVID, these tests were all negative. The patient clinically appears to have an infection of his throat and it could be viral, but he has a high Centor score and I will treat with antibiotics. He was discharged with:
1. Amoxicillin 875 mg one p.o. b.i.d. for 10 days #20.
2. Prednisone 20 mg one p.o. q.a.m. for 10 days #10.
PROCEDURE: Excisional biopsy.

Procedure was explained to the patient, we talked about side effects and complications, which include infection, recurrence and failure to remove the entire lesion among others. He states he understands and gave verbal permission for me to proceed.

Site was cleaned with Betadine and over wiped with alcohol and chlorhexidine.

3 to 4 mL of lidocaine with epinephrine was injected at the site for anesthesia.

Anesthesia was achieved in approximately 10 to 15 minutes when checked.

With a #10 blade, a generous incision was made around the lesion. Lesion was removed using iris scissors and forceps.

Lesion was placed in a container containing formaldehyde and sent for biopsy.

Site was then sutured with 3-0 gut, #2 sutures were placed.

Bleeding was controlled with direct pressure.

There were no complications.

The patient tolerated the procedure well.
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The patient and I had a discussion about home care for the surgical site. He states he understands. He was strongly encouraged to come back to the clinic if he noticed redness, swelling, discharge or increased pain. He states he understands and will comply. I will go ahead and send this patient home with some Bactrim 160/800 mg one p.o. b.i.d. He is advised not to take it unless he sees infection present at the site.

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

