

January 23, 2025
Dr. Moon
Fax#: 989-463-1713
RE:  Raymond Vandeweghe
DOB:  10/14/1939
Dear Dr. Moon:

This is a followup for Raymond who has chronic kidney disease likely from hypertension.  Last visit in July.  Comes accompanied with wife Judy.  Persistent nocturia.  Denies hospital admission, nausea or vomiting.  No dysphagia, diarrhea or bleeding.  No infection in the urine, cloudiness or blood.  Follows cardiology Dr. Krepostman.  Stable dyspnea.  No orthopnea or PND.
Review of Systems:  Negative.
Medications:  Medication list is reviewed.  Remains on Eliquis, metoprolol, antiarrhythmics and Tykosyn.
Physical Exam:  Present weight 204 has gained few pounds, previously 199.  No respiratory distress.  Lungs are clear.  Has atrial fibrillation rate less than 19.  No pericardial rub or ascites.  No edema.  Nonfocal.  Mild decreased hearing.  Normal speech.
Labs:  Chemistries from January; creatinine 1.39, which is baseline representing a GFR of 50.  Normal electrolyte.  Mild metabolic acidosis.  Normal nutrition, calcium and phosphorus.  Uric acid less than 6.  Mild anemia 13.4.
Assessment and Plan:  CKD stage IIIB clinically stable.  No progression.  No symptoms.  No dialysis.  Probably from hypertension.  Kidney size in the low level without obstruction or urinary retention.  Incidental large bladder diverticuli, which is at this moment not causing any symptoms.  Underlying atrial fibrillation CHF clinically stable.  No need for EPO treatment.  Well controlled uric acid gout, remains on allopurinol and as needed colchicine.  No recent flare attacks.  Everything is stable.  Plan to see him 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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