

October 2, 2023
Dr. Power
Fax#:  989-775-1640
RE:  James Tinner
DOB:  04/11/1956
Dear Dr. Power:

This is a followup for Mr. Tinner with chronic kidney disease and hypertension.  Last visit was in July.  Wearing a glucose monitor Libre all over the place as high as 200.  Weight and appetite are stable.  Denies vomiting or dysphagia.  Isolated diarrhea, no bleeding.  No changes in urination.  No edema or claudication.  Denies chest pain, palpitation or dyspnea.  Review of systems is negative.

Medications:  Medication list is reviewed.  Blood pressure lisinopril, diabetes, metformin, Jardiance and insulin, started on Lipitor.

Physical Examination:  Weight 174, blood pressure 110/80.  Alert and oriented x3.  No respiratory distress.  Respiratory and cardiovascular, no major abnormalities.  No abdominal distention or ascites.  No gross edema or focal neurological deficits.

Labs:  Chemistries, creatinine 1.7 recently as high as 2.0, present GFR 42 stage IIIB.  Electrolytes, acid base, nutrition, calcium and phosphorus normal.  No anemia.

Assessment and Plan:
1. CKD stage IIIB, clinically stable, no progression, no dialysis and no symptoms.

2. Bilateral small kidneys 9.7 right and 9.9 left, no obstruction, no urinary retention.

3. Renal Doppler, no evidence for renal artery stenosis, peak systolic velocity less than 200.

4. Hypertension well controlled.

5. No need for EPO treatment, stable electrolytes, acid base, nutrition, calcium and phosphorus.  No need for changes on diet or binders.  Chemistries in a regular basis.  Come back in six months.
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All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

Sincerely,

JOSE FUENTE, M.D.
JF/vv
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