ARLEDGE, ELYJAH
DOB: 03/18/2018

DOV: 12/23/2024

HISTORY OF PRESENT ILLNESS: The patient presents with mother, complains of a small laceration to the foreskin of his penis. She just noticed it today. No reports of traumatic injury.
PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Tonsillectomy.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: General skin assessment is without rashes or lesions.

GENITAL: Focused examination of the penis after pulling the foreskin back noted 1 cm laceration with serous drainage _______ tender to touch. Mild erythema noted. No edema.
ASSESSMENT: Superficial laceration to the penis.

PLAN: Advised mother on infection precautions and to utilize Neosporin and advised the child to be gentle when pulling the foreskin back to cleanse as well as dry after the shower to prevent further superficial lacerations. The patient was discharged in stable condition.
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