

November 10, 2025
Dr. Khan
Fax#:  989-775-1640

RE:  Karl Johnson
DOB:  10/30/1957

Dear Dr. Khan:

This is a followup for Mr. Johnson with chronic kidney disease and hypertension.  Last visit in May.  No hospital emergency room.  Weight is stable.  Good appetite.  Denies nausea, vomiting, dysphagia, diarrhea, bleeding or changes in urination.  No infection, cloudiness or blood.  No claudication symptoms or discolor of the toes.  No chest pain, palpitation, dyspnea, orthopnea or PND.
Review of Systems:  Done being negative.

Medications:  Medication list is reviewed.  I want to highlight calcium channel blockers, ACE inhibitors, diuretics, potassium replacement, phosphorus replacement and recently changed to stronger statins tolerating without muscle pain.
Physical Examination:  Weight 181 and blood pressure by nurse 119/84.  No respiratory distress.  Pleasant and alert x4.  Lungs and cardiovascular no major abnormalities.  No evidence of gross edema or focal deficits.
Labs:  Chemistries October, creatinine 1.2, which is baseline and present GFR will be in the 60s.
Assessment and Plan:  CKD stage III or better stable over the years and underlying hypertension appears fairly well controlled, not symptomatic.  Anemia has not required EPO treatment.  Iron studies will be updated.  Prior iron deficiency anemia based on low ferritin although saturation was normal.  Prior EGD colonoscopy few years back negative.  It is my understanding stool sample negative for blood.  Normal potassium and acid base.  No need for phosphorus binders.  Normal calcium and nutrition.  Normal white blood cell and platelets.  Update PTH for secondary hyperparathyroidism.  Within the last one year 24-hour urine collection no albumin and no protein.  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
Transcribed by: www.aaamt.com
