______, BLANCA
DOB: 04/10/1970
DOV: 06/27/2024
HISTORY: This is a 54-year-old female here with itchy rash on the lateral surface of her bilateral forearm. She states this has been going on for approximately three days. She reports no changes in soap. No changes in lotion. No changes in perfume. No new pets.
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: She denies chest pain. She denies difficulty swallowing. She denies discomfort in her chest or discomfort in her throat. She denies trismus.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 125/82.
Pulse 64.

Respirations 18.

Temperature 98.2.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
SKIN: Bilateral Forearm: Blanching, erythematous, maculopapular rash. No bullae. No vesicles. No burrows. No scales. No clearing. Lesion is discretely distributed in the stated areas.
ASSESSMENT:
1. Contact dermatitis.

2. Nonspecific skin eruption.

3. Pruritus.
PLAN: In the clinic today, the patient received the following medications: Dexamethasone 10 mg IM, she was observed in the clinic for approximately 10 to 15 minutes, then reevaluated. She reports no side effects from the medication. She was sent home with the following:

1. Atarax 25 mg one p.o. q.h.s. for 30 days #30.

2. Triamcinolone 0.1% cream applied b.i.d. for 14 days #60 g, no refill.

She was given the opportunities to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

