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The patient presents with history of skin rash to left forearm for the past few days, states slightly pruritic, unknown source.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Noted to be slightly erythematous hyperpigmented areas to left forearm measuring 3 to 4 cm without excoriation or evidence of cellulitis. Remainder of physical exam including: Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Neuropsychiatric: Within normal limits.

IMPRESSION: Skin rash, possible local reaction to bite with definite evidence of tinea fungal infection of the skin.

PLAN: Advised to continue over-the-counter topical cortisone with prescription for Kenalog to take as needed. Follow up with pediatrician and here if necessary.
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