LINDGREN, TRAVIS
DOB: 04/18/1996
DOV: 10/01/2025
HISTORY: This is a 29-year-old gentleman here with itchy rash on his bilateral upper extremities. The patient stated that he came in contact with poison ivy.
PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

REVIEW OF SYSTEMS: The patient denies shortness of breath. Denies tightness in his throat, tightness in his chest. He reports itching.

The patient stated that he had used some calamine lotion, but it is not helping.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 143/92.

Pulse 75.

Respirations 18.

Temperature 98.2.
UPPER EXTREMITIES: Vesicles on an erythematous base, discretely distributed on the dorsal surface of his hand and forearm. No bleeding. No discharge. No lacerations. No burrows.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ASSESSMENT:
1. Contact dermatitis (poison ivy).

2. Rash.

3. Pruritus.

PLAN: In the clinic today, the patient received the following medications:
1. Dexamethasone 10 mg IM.

2. Benadryl 50 mg IM.

He was observed for approximately 20 minutes and reevaluated. He indicated that he is feeling much better, comfortable with being discharged. He was sent home with:
1. Prednisone 20 mg. He will take one p.o. in the morning for 10 days #10.

2. Hydroxyzine 25 mg, he will take one p.o. at bedtime for 30 days #30, no refills.

He was given the opportunities to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

