TULLOS, PEARL
DOB: 05/30/1991
DOV: 02/05/2025
HISTORY OF PRESENT ILLNESS: The patient presents with complaints of pain in the bottom of her right foot fourth toe, has been there for two months and is getting worse. She does state she works outside standing on the concrete working for eight hours a day.

PAST MEDICAL HISTORY: ADHD.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Occasional ETOH and does admit to smoking as well.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

EXTREMITIES: Focused Right Foot Exam: Under the fourth digit, there is a raised, hard, tender to palpation growth, no drainage noted.

ASSESSMENT: Corn.

PLAN: Advised the patient on _______ skin utilization for the next few weeks for subsiding of the growth; if not, follow up with podiatry for excision. The patient is discharged in stable condition.
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