FARRIS, JOHN
DOB: 03/04/2014
DOV: 02/17/2025
HISTORY OF PRESENT ILLNESS: The patient presents today with his mother who states the school called her because they were concerned that he might possibly be having pinkeye and needed to have him evaluated. He has had no fevers, body aches or chills. No loss of vision. No drainage or crusting noted in the eyes.
PAST MEDICAL HISTORY: Asthma.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.
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.
SKIN: Without rashes or lesions.
ASSESSMENT: Seasonal allergies and urticaria.
PLAN: Advised mother on symptom management and given a school note to clear him that he is not infected with pinkeye, so he can go to school tomorrow, as requested by the mother. The patient is discharged in stable condition. Advised to follow up as needed.
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