CERVANTES, DANIEL
DOB: 11/09/1959
DOV: 01/25/2025
HISTORY: This is a 65-year-old gentleman here with decreased hearing. The patient states this has been going on for approximately a week or two, came in today because of symptoms getting worse. He stated that he usually has a lot of wax in his ears and thinks that is what is causing his hearing decrease.
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 a lesion on his penis that is getting larger. He states the lesion does not hurt. He denies penile discharge or dysuria. He stated that he is not married, but has a girlfriend who comes from Mexico and spends some time with him occasionally.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 99% at room air.
Blood pressure 171/88.

Pulse 101.

Respirations 18.

Temperature 98.1.

HEENT: Normal. Right Ear: Cerumen impaction. No tragal tug. No mastoid tenderness. No erythematous external ear canal (after cerumen was removed, the patient’s TM was intact and with good light reflex and no evidence of infection.)
NECK: Full range of motion. No rigidity. No meningeal signs.
ABDOMEN: Nondistended. No guarding. No visible peristalsis.
GENITAL: Penis: Cauliflower-like papules discretely distributed on his glans penis. There is no discharge. No vesicles. No bullae. No edema. No erythema. Lesion is flesh colored.

EXTREMITIES: Full range of motion of 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.
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ASSESSMENT/PLAN:
1. Verruca vulgaris.

2. Decreased hearing.
3. Cerumen impaction.

PROCEDURE: Ear irrigation.
The patient was explained the procedure to remove the wax from his ears. He gave verbal consent. Using an irrigating syringe and normal saline, the patient’s ear was irrigated and wax was removed. He was sent home with:

1. Cortisporin Otic drops 3.5/10/10,000/1 mL; he will do three drops three times a day for 10 days.
2. Podofilox 0.5%. He will apply to the lesion q.12h. for three days, then stop and do not apply anymore until after four days. After four days, the patient will apply twice daily q.12h. for three days and stop. He will come back to the clinic after one week for reevaluation. Strongly encouraged not to have medicine on this good surface as this could cause burning and irritation.
He was given the opportunities to ask questions, he states he has none.

A hearing test was done of the patient after he was irrigated. Hearing test revealed normal parameters at the 1000, 2400 and 500 dB levels.
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