

June 25, 2026
Dr. Sarvepalli
Fax#:  866-419-3504
RE:  Robert Ryers
DOB:  04/03/1949
Dear Prakash:
This is a followup for Mr. Ryers with chronic kidney disease and hypertension.  Last visit in January.  Was having low blood pressure and lightheadedness.  HCTZ Flomax discontinued.  Symptoms improved.  Has chronic frequency, urgency and nocturia sometimes six times.  Weak urine output.  No abdominal or back pain or fever.  No emergency room.  Still smoking.  Chronic cough.  No purulent material or hemoptysis.
Review of System:  Done.
Medications:  Medication list is reviewed.  Only blood pressure Toprol lower dose 25 mg.
Physical Examination:  Today weight 212 and blood pressure 122/65.  Rhinophyma.  No respiratory distress.  Obesity.  No localized rales.  Has systolic murmur with prior aortic valve replacement.  Follows cardiology Dr. Krepostman.  Obesity of the abdomen.  No tenderness.  Minimal edema.  Nonfocal.
Labs:  Chemistries in June, creatinine 1.6, which is baseline.  Labs reviewed.
Assessment and Plan:  CKD stage III stable.  No progression.  No symptoms.  High hemoglobin.  No EPO treatment.  Minor low sodium represents fluid intake and fluid balance.  Normal potassium.  Upper normal bicarbonate.  Normal albumin, calcium liver testing.  High uric acid presently not symptomatic.  Off diuretics.  GFR 44 stage IIIB.  Continue chemistries in a regular basis.  Come back in 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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