RUTER, DAVID
DOB: 10/15/1957
DOV: 07/05/2025
HISTORY: This is a 67-year-old gentleman here with a pruritic rash on his forehead and on his forearm and discoloration on his nail.
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 indicated that he was in the sun and the sun has caused his forehead to break out in a rash that is burning and itching. He states the rash is across his forehead. He also indicated that for a very long time he had discoloration of his right thumb and noticed that his nail is getting more brittle.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 123/76.
Pulse 69.

Respirations 18.

Temperature 97.8.
FOREHEAD: Blanching erythematous macule discretely distributed across his forehead. No vesicles. No bullae. No papules. No pustules.

RIGHT THUMB: Brittle distal surface of his nail, dark discoloration, the proximal surface appears healthy and pink. Capillary refill less than two seconds.

RIGHT FOREARM: He has a well-circumscribed macule on his right forearm approximately 0.6 cm in diameter.

HEENT: Normal.

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

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

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.
ASSESSMENT:

1. Onychomycosis.
2. Contact dermatitis.
3. Pruritic rash.

PLAN: The patient in the clinic received the following: Dexamethasone 10 mg IM. He was observed for approximately 10 to 15 minutes, then reevaluated, he reports improvement in his burning sensation of the rash on his forehead.
The patient was sent home with:

1. Dapsone 5% applied twice a day for 30 days #60 g.

2. Ketoconazole 2% topical cream applied b.i.d. for 14 days #30 g.
He was given the opportunities to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

