

February 9, 2026
Laura Mastee, NP
C/O PACE
Fax#:  989-953-5801
RE:  Dorothy Peapples
DOB:  01/02/1945
Dear Ms. Mastee:
This is a consultation for Mrs. Peapples who was sent for evaluation of elevated creatinine levels actually going back as far as September 2023.  Mrs. Peapples is 81 and about two years ago started having an awful lot of severe diarrhea and lot of nausea with some weight loss and weakness.  She had very low calcium levels, very low magnesium as well as low potassium levels and she also had obstructive uropathy, possible neurogenic bladder and required Foley catheterization back in 2025 that Foley was able to be removed in September 2025 and she does follow with the local urologist in Mount Pleasant.  We will be obtaining records from his office to check on this status of the possible urinary retention, which may cause the fluctuations in the renal function.  She states also that she had a colostomy placed in 2025 and stools first were very liquid, but now they have firmed up quite a bit with some from medications such as Metamucil and Lomotil and that has helped quite a bit.  She does have very marked edema, which is not consistent with her renal function currently and needs further investigation possibly that could be iron deficiency when reviewed, but further investigation should be done if has not already.  She may benefit from iron infusions if she is found to have low iron levels.  Currently she does have an infusion port in place in the right upper chest and that is for her lab draws and she does receive magnesium infusions three times a week on Monday, Wednesday and Friday that has helped her feel much better.  She stayed out of the hospital and feels more energetic and not sick because she is able to keep the magnesium finally at a normal level.  She did see a nephrologist from Mount Pleasant last year also, but was unable to follow up with that office because they could not get a hold of that office for a followup appointment so now she is reestablishing with this practice for nephrology care and follow up.  Currently she is here in a wheelchair.  She is able to ambulate in her home with a walker, but she is very weak.  She does need hearing aids replaced and today she is having difficulty hearing, but with loud enough voice and some lip reading she does quite well with hearing.
Past Medical History:  Significant for hypertension, hyperlipidemia, previous nephrologist documented secondary hyperparathyroidism, but we will need to check the parathyroid levels to document that, very low magnesium levels, history of low calcium and low potassium levels, anemia, obstructive uropathy previously requiring a Foley catheter, COPD, hearing loss, arthritis, speech disorder caused by a congenital birth defect and gastroesophageal reflux disease, edema of the lower extremities and history of colon cancer back in 1999.
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Past Surgical History:  She did have colectomy to remove the colon cancer followed by extensive radiation therapy and she has also had a total abdominal hysterectomy and neck surgery as an infant.  She has had right femoral endarterectomy with stent placed for peripheral artery disease, an infusion port was placed in July 2025 and colostomy was placed in 2025 also.
Social History:  The patient is an ex-smoker, she quit smoking 2019.  She occasionally but rarely consumes alcohol and denies illicit drug use.  She is single and medically disabled and retired.
Family History:  Significant for heart disease, diabetes, hypertension, stroke and cancer.
Drug Allergies:  She is allergic to Bactrim.
Medications:  Tylenol is 650 mg every six hours as needed for pain, Advair Diskus 150 mcg one inhalation twice a day, aspirin 81 mg daily, Lipitor 40 mg daily, Plavix 75 mg daily, ferrous sulfate is 325 mg daily, gas-X daily, Lomotil is 1 to 2 tablets four times a day, magnesium citrated 100 mg she takes two of those three times a day, melatonin is 3 mg at bedtime as needed for insomnia, Metamucil is two capsules three times a day, midodrine 10 mg three times a day, Protonix 40 mg once a day, potassium chloride 15 mEq daily, Zoloft is 50 mg daily and spironolactone 50 mg once a day.
Review of Systems:  As stated above, otherwise negative.

Physical Examination:  Height is 65”, weight 127 pounds, pulse is 60 and blood pressure is 122/54 left arm sitting standard adult size cuff.  Tympanic membranes and canals are clear.  Pharynx is clear.  Midline uvula.  Neck is supple.  She does have a large scar on the back from her childhood neck surgery well healed, nontender.  No lymphadenopathy.  No carotid bruits.  Lungs are clear with prolonged expiratory phase throughout.  No rales or wheezes.  Heart is regular with grade 2/6 murmur noted.  Abdomen is soft and nontender.  She is unable to get up on the exam table so in the sitting position I am unable to palpate any masses or lesions and there is no evidence of ascites.  Extremities, she does have some ankle edema 1 to 2+ edema bilaterally.  No ulcerations or lesions.  Sensation and motion are intact in the lower extremities.
Labs:  Most recent labs were done 01/19/26.  Creatinine is 1.15 with estimated GFR.  Previous creatinine levels we have 11/14/25 creatinine 1.17 and GFR 47, on 10/28/25 creatinine 1.2 and GFR 46, on October 3, 2025, creatinine 1.82 with GFR down to 28.  She was hospitalized at that time also required some magnesium infusions and then felt better after discharge.  On 07/31/25 creatinine 1.1 and GFR 48, on 01/20/25 creatinine 0.9 and GFR just over 60, on 11/25/24 creatinine 1.0 and GFR 55, on January 4, 2024, creatinine 1.0 and GFR 57 and then 09/26/23 creatinine 1.3 and GFR 42 and other labs from 01/19/26 magnesium was low at 13, calcium was 10.1, sodium 140, potassium 5.0, carbon dioxide 22, albumin 3.9, phosphorus 2.8, hemoglobin was low 8.3 and hematocrit 28.  She has normal white count and normal platelets.  Lymphocytes were slightly low at 0.77 and her most recent magnesium level was collected 02/09/26 and that was 1.6 and that is receiving three infusions of magnesium every week.  We have a phosphorus level 10/03/25 of 2.7 and hemoglobin at that time was 9.0 so that has been low and just sort of steadily dropping.
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Assessment and Plan:  Stage IIIA chronic kidney disease.  We need to get some updated labs for the patient.  We want renal panel, CBC with differential, also retic count, ferritin, folic acid, iron studies, immunofixation, vitamin D12 and free light chains with ratio as well as CBC with retic count.  The frequency of labs will be determined after these results are back.  She may benefit from iron infusion if the iron levels are low and we will have a followup visit with this practice in the next two to three months and the patient was also evaluated and examined by Dr. Fuente.  All care was coordinated with and directed and approved by him.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

MARY STUNER, CNP/JOSE FUENTE, M.D.
JF/vv
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