

November 11, 2025
Dr. Khabir
Fax#:  989-953-5339
RE:  Linda Fox
DOB:  04/03/1949
Dear Dr. Khabir & Dear Jeff:
This is a consultation for Mrs. Fox with worsening kidney function, history of diabetes and hypertension.  Presently stable weight and appetite.  Denies vomiting or dysphagia.  She has soft stools one or two a day without any abdominal pain or bleeding, only during daytime not at night.  There is urinary frequency, urgency and incontinence.  Last infection like six months ago.  Presently no cloudiness or blood.  No abdominal or back pain or fever.  Denies claudication symptoms.  There is no discolor of the toes.  No ulcers.  She is trying to do a stationary bike without associated symptoms.  Presently no chest pain or palpitations.  Denies dyspnea.  No oxygen or CPAP machine.  No sputum production.  No pleuritic discomfort.  Complains of some lightheadedness.  Sounds to me like probably postural blood pressure changes.  Denies recent fainting episode or fall.  Denies skin rash or bruises.  Denies bleeding nose gums or headaches.
Past Medical History:  Long-term diabetes 35 years or longer.  She denies procedures for diabetic changes on the eyes.  Does have neuropathy.  Was taking Lyrica and she stopped it.  She did not feel it was helping and was making her sleepy.  There was recent cardiac cath for abnormal stress testing and chest pain, but it is my understanding no finding of blockages this was few months ago at Bay City.  She denies prior heart attacks.  She is not aware of arrhythmia, rheumatic fever, endocarditis, congestive heart failure or heart murmurs.  She denies any history of TIAs, stroke or seizures.  She is not aware of peripheral vascular disease carotid arteries or legs.  No history of deep vein thrombosis or pulmonary embolism.  She denies chronic liver disease or hepatitis.  Denies kidney stones.  There has been prior recurrent urinary tract infection.  Denies pneumonia.
Surgeries:  Back surgery at Henry Ford in two opportunities persistent back pain, breast cancer right-sided lumpectomy in 1990s.  No recurrence.  No radiation, chemotherapy or hormonal treatment.  Gallbladder surgery and prior colonoscopies no abnormalities.  Right-sided total hip replacement and left-sided knee replacement.
Social History:  No smoking present or past.  Very rare alcohol intake.
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Family History:  Family history for heart problems.  Has two sons and one daughter.  No kidney disease.
Allergies:  Side effects to amoxicillin.
Present Medications:  Insulin Lantus, Ozempic, Fosamax and potassium replacement I am not sure why, she is not taking diuretics may be GI losses, thyroid replacement, Crestor, lisinopril and number of vitamin supplements.  No antiinflammatory agents and presently off Lyrica.
Review of Systems:  Done as indicated above.
Physical Examination:  Height 60” tall, weight 155 and blood pressure was 116/70 on the right and 120/70 on the left, on the right-sided standing drop to 98/64.  Very pleasant.  Alert and oriented x4 slender built.  No respiratory distress.  Normal eye movements.  Normal speech.  No facial asymmetry.  No gross mucosal abnormalities.  No palpable thyroid or lymph nodes.  No gross carotid bruits or JVD.  Lungs are clear.  No arrhythmia.  No palpable liver, spleen, ascites or masses.  No gross edema.  No ischemic changes of the toes.  Pulses are fair.  Nonfocal.
Labs:  Recent chemistries are from September, creatinine 1.5 representing a GFR of 35.  Normal electrolytes and acid base.  Normal nutrition, calcium and phosphorus.  Normal TSH.  In July no gross anemia.  Normal white blood cell and platelets.  Well controlled cholesterol and triglycerides.  Creatinine at that time 1.6 with GFR 33.  A1c 6.2.  There has been normal B12, vitamin D and thyroid.  Back in April 2025 creatinine 1.3 and GFR 43.  Few years back urine no blood, no protein and no albumin.  There is no imaging for kidneys.  There has been imaging for scoliosis on the lumbar spine.
Assessment and Plan:  Chronic kidney disease question progression, well controlled diabetes and blood pressure with evidence of postural blood pressure drop.  No symptoms of uremia, encephalopathy or pericarditis.  No evidence of volume overload.  Normal electrolytes, acid base, nutrition, calcium and phosphorus.  No gross anemia.  Kidney ultrasound and postvoid bladder would be done.  Update urine sample as the prior one is few years old.  Avoid antiinflammatory agents.  I did not change any medications.  Continue the same lisinopril for the time being.  I am not sure why she has required potassium replacement.  She does not recall low levels.  Presently no diuretics.  She reports soft stools but not severe.  I did not change that medicine either.  Update PTH for secondary hyperparathyroidism.  All issues discussed with the patient.  We will follow overtime.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
JF/vv
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