

January 19, 2026
PACE
Fax#:  989-953-5801
RE:  Sue Lapham
DOB:  04/16/1956
Dear Sirs at PACE:
This is a followup for Mrs. Lapham Sue with chronic kidney disease, diabetic nephropathy and hypertension.  Last visit in September.  No hospital visits.  She is blind.  Doing physical therapy.  Denies vomiting, dysphagia or bowel changes.  Denies decrease in urination.  Uses a cane no falls.  Stable edema.  Doing some salt restriction but not severe.  Denies oxygen, CPAP machine, orthopnea or PND.
Review of Systems:  Negative.
Medications:  Medication list is reviewed.  I am going to highlight insulin 50 units every morning, Bumex, losartan, potassium and magnesium.
Physical Examination:  Present weight 261 and blood pressure by nurse 111/81.  Obesity.  Very pleasant.  Alert and oriented x4.  Normal speech.  No respiratory distress.  Lungs are clear.  No pericardial rub.  No gross arrhythmia.  Stable edema.
Labs:  Chemistries December, creatinine 1.4, which is baseline and GFR 40 stage IIIB.  Labs review.
Assessment and Plan:  CKD stage IIIB stable.  No progression.  No symptoms.  No dialysis.  Normal electrolytes and acid base.  Normal nutrition.  No need for phosphorus binders.  Anemia has not required EPO treatment.  Tolerating ARB losartan among others.  Continue management of other medical issues.  Come back on the next six months.
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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