CLINIC VISIT NOTE

SAABEDRA, ________
DOB: 11/01/2010
DOV: 02/14/2022

The patient came to the clinic with a complaint of insect bite on the left arm, itching, red.
Evaluation by me, skin rash noted with possible insect bite. Mother and sister with the patient worried about possible brown recluse bite which sister had gotten several months ago with ulceration and scarring. Bite a week ago with pruritic eruption in the left posterior upper arm, possible spider bite. States still present, constant. States itchy, but not painful.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Negative.

CURRENT MEDICATIONS: No known current medications.

ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Negative. Head, eyes, ears, nose and throat: Negative Neck: Supple without masses or stiffness. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly. Neuropsych: Oriented x 4. Cranial nerves II through X intact. No motor or sensory deficits noted. Mood and affect within normal limits. Skin: Revealed erythematous area to the left upper posterior arm 10 cm in diameter with inflammation and slight induration without evidence of ulceration or central necrosis.
IMPRESSION: Insect bite, left upper arm, possible spider bite, without evidence of brown recluse bite.
PLAN: The patient was given dexamethasone 4 mg IM and Medrol 4 mg Dosepak. To observe lesion with followup as needed.
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