

April 2, 2025
Dr. Seth Ferguson
Fax#:  989-668-0423
RE:  Sharon Jones
DOB:  01/11/1947
Dear Dr. Ferguson:

This is a followup for Mrs. Jones with chronic kidney disease, diabetes and hypertension.  Last visit in November.  No hospital visit.  Some upper respiratory symptoms improving.  Stable dyspnea.  No purulent material or hemoptysis.  No use of oxygen.  Follows cardiology Dr. Bandi at Lansing, he comes to the satellite office in Carson.  No vomiting or dysphagia.  No diarrhea or bleeding.  No changes in urination.  No edema or ulcers.  Comes accompanied with husband.
Review of Systems:  Negative.
Medications:  Medication list is reviewed.  I will highlight Lasix, potassium, Coreg, hydralazine, anticoagulated with Eliquis, on insulin.
Physical Examination:  Present weight 164 and blood pressure by nurse 147/92.  No rales or wheezes.  Has irregular rhythm, probably atrial fibrillation, rate less than 90.  No pericardial rub.  No ascites or tenderness.  No major edema.
Labs:  Most recent chemistries from March; creatinine 2.4 stable over time.  There is leukopenia, neutropenia and anemia.  Normal platelets.  Normal electrolytes and acid base.  GFR 20 stage IV.  Normal albumin, calcium and phosphorus.
Assessment and Plan:  CKD stage IV stable through the years, not symptomatic.  No indication for dialysis.  Has bilaterally small kidneys.  No obstruction.  No urinary retention.  Underlying atrial fibrillation, anticoagulated and rate controlled.  There has been no need for EPO treatment.  No need to change diet for potassium.  No need for bicarbonate or phosphorus binders.  Chemistries on 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/gg
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