SAAVEDRA, JOSE LUIS
DOB: 02/22/2013
DOV: 03/04/2025
HISTORY OF PRESENT ILLNESS: The patient presents today with complaints of right foot fungus and it has been there for approximately one month. Has not tried any over-the-counter meds at this time. She states does not change her shoes very often.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Tonsillectomy.
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.
EXTREMITIES: Focused Right Foot Exam: Noted clear demarcations of erythema  with noted flaking. No drainage noted. It is not warm to touch and capillary refill is within normal limits.
ASSESSMENT: Candidiasis pedis.
PLAN: We will provide antifungal cream. Advised the patient to follow up with PCP as needed. Discharged in stable condition.
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