CLINIC VISIT NOTE

KARALIS, KELLIE
DOB: 03/17/1976
DOV: 07/28/2022

The patient presents with history of burning rash on face for three days.

PRESENT ILLNESS: The patient with a rash left upper lip and lateral eyelids for the past several days, initially pruritic, now burning, with unknown cause. She states that she has had a similar rash in the past a year ago, treated with cortisone and doxycycline, seen in ER. She states the rash was initially pruritic, now burning.
PAST MEDICAL HISTORY: Hypothyroidism and depression.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: See chart.

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

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past medical history, review chart.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Skin: Erythematous, confluent eruption infranasally extending to lip without blistering, excoriation or crusting. Has faint erythematous lesions to both lower and upper lateral eyelids not involving the ocular area. Extremities: Noncontributory. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Within normal limits. Neurological: Within normal limits.
IMPRESSION: Rash of unknown etiology, suspect contact dermatitis.

PLAN: Given prescription for dexamethasone 5 mg and Medrol Dosepak. Follow up as needed with PCP and dermatologist if needed.
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