HERNANDEZ, CIRILA
DOB: 10/18/1955
DOV: 08/23/2025

HISTORY: This is a 69-year-old female here for followup.
The patient has history of hypercholesterolemia, migraines, hypertension, and osteoporosis. She is here for followup for these condition and medication refill. She states since her last visit, she has no need to seek medical, psychological, surgical or emergency care on today reports itchy rash on her lower extremity, upper extremity and trunk. She indicated that she comes in contact with some cats that is cared for by her neighbors and noticed lesion after she is getting contact with cat. Denies tightness in her chest or tightness in the throat. Denies problems with respiration.

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: All systems were reviewed and were negative, except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 135/88.

Pulse 73.
Respirations 18.
Temperature 98.0.

SKIN: Unscaly well-circumscribed macules with central clearance. Lesions are discreetly distributed in her lower extremities, trunk, and upper extremities. (The patient states that she experienced severe itching at nights. There are no burrows. There are no vesicles or bullae.
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.

CARDIAC: Regular rate rhythm with no murmur. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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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. Tinea corporis.
2. Medication refill.
3. Pruritus.

PLAN: The patient had labs drawn today. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D. She was sent home with the following medications:
1. Hydroxyzine 25 mg once at bedtime.

2. Lamisil topical apply twice daily for 14 days.
She advised to come back in 14 days for reevaluation. She was giving the opportunity to ask questions, she states she has none. She was giving the opportunity to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.
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