

August 22, 2023
Dr. Gardner
Fax #: 989-352-8451
RE:  Juanita Webb
DOB:  01/20/1947
Dear Dr. Gardner:
This is a consultation for Mrs. Webb who was sent for evaluation of progressively worsening creatinine levels.  She started out with a creatinine of 1.05 on 03/25/2022 with estimated GFR of 55.  On 05/31/2023, creatinine was 1.08 and GFR 53 and labs were rechecked on 07/20/23, creatinine is slightly higher again at 1.12 with GFR of 51.  The patient reports that she has been feeling well.  She has had a recent office visit where her blood pressure was 160/80 with no actual diagnosis of hypertension.  She does check blood pressures at home and she states they usually run between 130 and 140/80s so she is unaware of having a diagnosis of high blood pressure and she does not take any medications for it.  She does not have any history of chest pain.  Her biggest complaint is leg and feet cramps and occasional hand cramps.  No shortness of breath.  No cough.  No wheezing.  No nausea, vomiting or dysphagia.  No constipation, diarrhea, blood or melena.  No edema.  No exercise-induced pain in legs or extremities.

Past Medical History:  Significant for remote history of asthma.  She states that has been better for many years, hyperlipidemia, allergic rhinitis, hand, leg and feet cramping, vitamin D deficiency, she is a thalassemia carrier, recent elevation of blood pressure, history of UTIs, anxiety, and also anemia.

Past Surgical History:  She has had a hernia repair.  No colonoscopy, but she had a Cologuard test instead and she reports that that was negative.

Medications:  She is on Allegra 60 mg one every 12 hours as needed, Nasacort nasal spray two sprays to each nostril once daily as needed, multivitamin daily and Aleve 220 mg once daily, but very rarely used probably less than once a month she reports.

Drug Allergies: She is allergic to MACROBID, CAFFEINE and DEPO-MEDROL.
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Social History:  She never smoked cigarettes.  She does not use alcohol or illicit drugs.  She does not use electronic cigarettes.  She is married, lives with her husband.  She is retired.

Family History:  Significant for heart disease, diabetes, thyroid disease, asthma, hypertension and cancer.

Physical Examination:  Height 62.5”, weight 147 pounds, and blood pressure left arm sitting large adult cuff is 162/80.  When rechecked, it was 186/78.  Pulse 54 and oxygen saturation is 98% on room air.  Neck is supple.  No jugular venous distention.  No lymphadenopathy.  No carotid bruits.  Lungs are clear without rales, wheezes or effusion.  Heart is regular without murmur, rub or gallop.  Abdomen is soft and nontender.  No ascites.  No palpable masses.  No enlarged liver or spleen.  Extremities:  No edema.  2+ pedal pulses.  Brisk capillary refill.  No ulcerations or lesions.  Fingers are somewhat cold, but there is no discoloration noted.

Labs:  The most recent lab studies were done on 07/20/2023.  As previously stated the creatinine was 1.12.  Electrolytes were normal.  Phosphorus 3.4.  Her hemoglobin is low at 11.9.  Normal white count, she does have small cells, MCV is 74.5.  Platelets are normal.  Urinalysis showed a trace of blood, she was positive for bacteria and nitrates also and albumin 4.2 and calcium is 9.6.

Assessment and Plan:  Stage IIIA chronic kidney disease etiology currently unknown and also hypertension currently.  We have asked her to check her blood pressure readings at home.  The goal would be 130/80 or less, but she may need blood pressure medication to control blood pressures that we are getting 160s to 180s/70 to 80 in the office.  She will follow a low sodium diet and avoid caffeinated beverages.  We are scheduling her for kidney ultrasound with postvoid bladder scan.  She would like to do that in the Lakeview Facility.  We are going to also repeat all her labs now with urinalysis a clean catch to midstream specimen and also urine creatinine to albumin ratio and she will have a followup visit with this practice in six weeks.

The patient was also evaluated and examined by Dr. Fuente.  All care was coordinated with and directed and approved by him.

All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

MARY STUNER, CNP/JOSE FUENTE, M.D.
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