CLINIC VISIT NOTE

SAAVEDRA, KIMBERLY
DOB: 10/14/2008
DOV: 04/23/2022

The patient seen today for followup of athlete’s foot with history of presence of athlete’s foot for the past several months with various treatments without clearing, still present.
PRESENT ILLNESS: Continued rash on feet without improvement with medications given before.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: No current medications.

ALLERGIES: PENICILLIN.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory. The patient is homeschooling.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past medical history noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Without abnormality. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly. Extremities: Negative for tenderness or restricted range of motion. Neurological: Without motor or sensory deficits. Cranial nerves II through X intact. Neuro at baseline. Skin: Noted to be scaly eruption to left and right feet measuring 2 to 4 cm with scaly hypopigmented appearance.

IMPRESSION: Tinea corporis.

PLAN: The patient is given a prescription for Lotrisone applied daily as directed. Follow up in two weeks if rash is not resolving with dermatology referral then. Advised to check with insurance to find a dermatologist that may be accepting her insurance.
John Halberdier, M.D.

