

May 11, 2026
Dr. Power
Fax#:  989-775-1640

RE:  Karl Johnson
DOB:  10/30/1957

Dear Dr. Power:

This is a followup Mr. Johnson with chronic kidney disease and hypertension.  Last visit in November.  No hospital emergency room visit.  Has gained few pounds.  Eating well.  Denies vomiting, dysphagia, abdominal pain, diarrhea, bleeding or changes in urination.  Denies chest pain, palpitation or dyspnea.
Review of System:  Done.

Medications:  Medication list is reviewed, notice the Norvasc, lisinopril, diuretics and potassium replacement as well as phosphorus replacement.
Physical Examination:  Present weight 185 and blood pressure by nurse 117/74.  No respiratory distress.  Respiratory and cardiovascular no major abnormalities.  No ascites.  No edema nonfocal.
Labs:  Most recent chemistries, creatinine 1.26, which is baseline representing GFR in the upper 50s.  Low sodium.  Normal potassium and acid base.  Normal albumin, calcium and phosphorus.  PTH not elevated and no gross anemia.  Iron studies in the low side.
Assessment and Plan:  CKD stage III or better, stable overtime.  No progression.  No symptoms.  No dialysis.  The calculated GFR is not correct, he has stage III.  No need for EPO treatment.  No need to change diet for potassium, bicarbonate replacement or phosphorus binders.  Minor low sodium concentration likely represents diuretics.  Well replaced potassium and phosphorus.  Continue present regimen.  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
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