

January 28, 2025
Dr. Power
Fax#:  989-775-1640
RE:  Pamela Dingman
DOB:  04/29/1949
Dear Dr. Power:

This is a consultation for Mrs. Dingman who was sent for evaluation of elevated creatinine levels since about 2019.  They have been running in the range of 1.2 to 1.3 and then in 2024 they increased slightly.  On September 24, 2024, the creatinine was 1.47 and GFR 37, on 05/09/24 creatinine 1.34 and GFR 32, so a referral was made for further evaluation and management.  She is having no symptoms of chronic kidney disease and does not recall having known about kidney disease or elevated creatinine levels until this referral was made.  Currently she denies headaches or dizziness.  No chest pain or palpitations.  No dyspnea, cough or sputum production.  No nausea, vomiting or dysphagia.  No constipation, diarrhea, blood or melena.  No edema or claudication symptoms.  She has had history of vertigo, but she has not had any episodes more than a year she reports.
Past Medical History:  Significant for long-standing hypertension, type II diabetes, hyperlipidemia, glaucoma, benign positional paroxysmal vertigo and gastroesophageal reflux disease.
Past Surgical History:  She has had bilateral cataracts removal and right breast biopsy for a benign mass.
Social History:  She is an ex-smoker who quit smoking in 1970.  She occasionally consumes very small amounts of alcohol and denies illicit drug use.  She is married and lives with her husband and she is retired.
Family History:  Significant for thyroid disease, hypertension, hyperlipidemia, glaucoma, leukemia, Parkinson’s disease and kidney disease.
Drug Allergies:  She is allergic to penicillin.
Pamela Dingman
Page 2
Medications:  Magnesium oxide 250 mg daily, multivitamin daily, latanoprost one drop to each eye daily and another glaucoma drop one drop to each eye twice a day, Januvia 100 mg once daily, Pravachol 40 mg daily, metformin 1000 mg twice a day, glyburide 5 mg twice a day, lisinopril with hydrochlorothiazide 20/25 mg one daily, calcium with vitamin D daily and Tylenol extra strength as needed for pain.  She does not use oral nonsteroidal antiinflammatory drugs.
Review of Systems:  As stated above otherwise negative.
Physical Examination:  Height 67”, weight 184 pounds, pulse is 61 and blood pressure left arm sitting large adult cuff 140/66.  Tympanic membranes and canals are clear.  Pharynx is clear.  Uvula midline.  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 enlarged liver or spleen.  Extremities; no peripheral edema.  No ulcerations or lesions.  Sensation is intact in feet and ankles.  Capillary refill two seconds.
Labs:  Most recent lab studies were done 01/17/25, creatinine now is 1.31 with estimated GFR of 42, calcium is 9.7, sodium 136, potassium 4.2, carbon dioxide 27, albumin 4.5, hemoglobin A1c is 7.  On 09/14/23, microalbumin to creatinine ratio is slightly elevated at 41 and we do not have the recent CBC to see.
Assessment and Plan:  Stage IIIB chronic kidney disease, which has been present since at least 2021 and few labs showed it may be back as far as 2019 so all stable and unchanging.  We want to have her continue to get labs checked every four months and the next lab will include urine with microscopic parathyroid hormone and CBC will be done with each lab every four months.  She should continue to follow a low-salt diabetic diet and we will have a followup visit with her in this practice in six months.  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.

Sincerely,

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