

January 20, 2026
Dr. Eissemaan
Nimkee Clinic
Fax#:
Dr. Panchal
Fax#:  989-956-9157
RE:  Gary Bennett
DOB:  12/20/1977
Dear Doctors:

This is a consultation Mr. Bennett Gary 48-year-old gentleman who has insulin-dependent diabetes for the last 20 to 30 years poorly controlled on an insulin pump over the last three years, underlying cerebral palsy, progressive renal failure and uncontrolled hypertension.  Comes accompanied with his brother Kelly.  Question some weight loss.  No reported vomiting or dysphagia.  No reported blood or melena.  Normal bowel movements.  Good urine output without any symptoms.  Has neuropathy, lower extremities and superficial ulcers.  No claudication symptoms.  Denies chest pain, palpitation or dyspnea.  No orthopnea or PND.  No oxygen or CPAP machine.  Question pruritus.  No headaches.  No trauma.  He is blind from diabetic retinopathy.
Past Medical History:  He denies coronary artery disease or congestive heart failure.  No deep vein thrombosis or pulmonary embolism.  No TIAs or stroke.  Diabetes as indicated above with complications of neuropathy, retinopathy and bleeding.  History of fetal alcohol syndrome with microcephaly.
Surgeries:  No reported surgery besides eye procedures.
Social History:  Denies smoking, alcohol or drugs.
Family History:  Strong family history for diabetes, hypertension, dialysis and transplantation.
Medications:  Medication list is reviewed, exposed to Celebrex apparently daily for many years, on Lipitor, hydroxyzine, Paxil, amlodipine and insulin pump.
Review of Systems:  As indicated above.

Gary Bennett
Page 2
Physical Examination:  Today weight 130, height 66” tall and blood pressure 190/110 bilateral large cuff sitting position.  He is blind.  No facial asymmetry.  No mucosal abnormalities.  No palpable thyroid, lymph nodes, carotid bruits or JVD.  Lungs are clear.  No arrhythmia.  No pericardial rub.  No palpable liver, spleen, ascites or masses.  There is a left-sided femoral bruit.  Fair popliteal strong left dorsal pedis weak on the right-sided and weak posterior tibialis bilateral.  Capillary refill normal.  No major edema today.  There is ulceration on the right foot.  Some scratching marks on the neck.  He has neurological condition, but he is moving four extremities.  No gross involuntary movement.
Labs:  Last chemistries January shows progressive renal failure.  Creatinine in 2021 around 1.4 to 1.6.  No blood test in 2022 and 2023.  By December 2024 2.0, 2025 March 1.97, July 2.76 and now January creatinine of 2.  Present GFR will be 40.  Normal sodium, potassium, acid base, albumin, calcium and liver testing.  Present A1c 11, which is unfortunately chronically elevated.  There is gross amount of albumin and protein in the urine.  Cholesterol profile well controlled.  Normal thyroid.  There is a CT scan of abdomen and pelvis July 2025 in that opportunity kidneys normal size without obstruction, stone or masses and no urinary retention.  At that time liver and spleen were normal.
Assessment and Plan:  Progressive chronic kidney disease, long-term history of diabetes, which appears poorly controlled, gross proteinuria but no nephrotic syndrome and uncontrolled hypertension.  Exposed to long-standing Celebrex.  It is not clear to me if he was on ACE inhibitors or ARBs if they were discontinued because of the progressive renal failure.  No need to repeat imaging in terms of no obstruction or urinary retention.  I will however do a renal Doppler for renal artery stenosis.  Given the findings of left femoral bruit and some component of peripheral vascular disease, I am going to increase his Norvasc to 10 mg, I am going to add HCTZ 25 mg.  He needs to stop Celebrex and all antiinflammatory agents.  We will monitor chemistries in a week.  They need to check blood pressure at home.  In the near future we will try to re-introduce ACE inhibitors or ARBs given the heavy proteinuria.  I would not oppose as part of diabetes but as well heart and kidney protection to use SGLT2 inhibitor.  All issues discussed at length with the patient and brother.  Brother has extensive personal knowledge of kidney disease given his prior dialysis and transplantation.  Continue to follow.
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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