

March 31, 2023
Dr. Alexander Power
Fax#:  989-775-1640
RE:  Charles Alexander
DOB:  09/17/1952
Dear Dr. Power:

This is a consultation for Mr. Alexander with abnormal kidney function, prior history of diabetes and hypertension.  He denies any specific symptoms.  Weight and appetite are stable.  No nausea, vomiting or dysphagia.  No diarrhea or bleeding.  Good urine output.  No cloudiness, blood or infection.  No major nocturia.  No incontinence.  Denies edema or claudication symptoms.  Denies discolor of the toes.  Physically active.  No chest pain, palpitations or syncope.  No dyspnea, orthopnea or PND.  No cough or sputum production.  No skin rashes.  No bleeding nose, gums, fever or headaches.  Other review of system is negative.

Past Medical History:  Diabetes diagnosed in 2010, A1c was 9, however he is very careful with diet and exercise and consistently now hemoglobin A1c less than 7.  There has been no diabetic retinopathy.  No gross neuropathy or foot ulcers.  Hypertension is even before 2010 well controlled, at home 110s-120s/70s.  Prior three stress testing negative the last one 2017 in that opportunity normal ejection fraction 73%.  He denies any coronary artery disease, arrhythmia, congestive heart failure, rheumatic fever, endocarditis, or valve abnormalities.  No deep vein thrombosis or pulmonary embolism.  No gastrointestinal bleeding, anemia, blood transfusion, liver disease, kidney stones, gout, TIAs, stroke or seizures.
Past Surgical History:  Gallbladder, cleft palate as child, and colonoscopies no malignancy.
Drug Allergies:  No reported allergies.
Medications:  Present medications bisoprolol, HCTZ, lisinopril, Lipitor, metformin, aspirin, and vitamins.  No antiinflammatory agents.
Social History:  Smoked as a teenager 16 years old less than a pack per day, discontinued in 2000.  No alcohol abuse.
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Family History:  .  No family history of kidney disease.

Physical Examination:  Present weight 194, height 70 inches, blood pressure 140/84 on the right and 140/86 on the left.  Alert and oriented x3.  He wears glasses.  No respiratory distress.  Normal eye movements.  No facial asymmetry.  Normal speech.  No palpable lymph nodes, carotid bruits, JVD or thyroid abnormalities.  Respiratory and cardiovascular normal.  Abdomen without bruits.  No distention, ascites or masses.  No palpable liver or spleen.  Good peripheral pulses.  No gross edema.  No neurological deficits.
Labs:  Most recent chemistries from January creatinine of 1.5, normal sodium and potassium, bicarbonate elevated probably from diabetic present GFR 50 stage III.  Normal calcium, creatinine overtime June 2022 1.4 and GFR 50, 2021 1.3 and GFR 55, 2020 1.2, 2019 1.3 and 55, typical number has been 1.3 to 1.4 all the way back to 2018, low level albumin in the urine in the 40 to 70 mg/g.  PSA has been recently at 3 slowly progressive 1.5, 1.7, 2.4, A1c diabetes 6.1 to 6.4 or less, normal white blood cell, platelets, hemoglobin, recently no activity in the urine, no blood, no protein.
Assessment and Plan:  Chronic kidney disease stage III question slowly progressive, not symptomatic, well controlled diabetes, at home well controlled blood pressure, low dose of ACE inhibitors among other blood pressure medications.  No nephrotoxic agents, minimal proteinuria nothing to suggest nephrotic syndrome, kidney ultrasound to be done including postvoid bladder.  Monitor chemistries for stability overtime.  All issues discussed with the patient.  Come back in the next 4 to 6 months.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. The patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
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