

April 5, 2022
Dr. Strom
Fax#:  989-463-1713
RE:  Allen Smith
DOB:  12/31/1955
Dear Dr. Strom:

This is a followup for Mr. Smith with chronic kidney disease, hypertension and small kidney on the right-sided, elevated PTH.  Last visit in August.  No hospital admission, has gained weight presently 324.  He retired 13 months ago, has not been physically active.  Good appetite.  No vomiting or dysphagia.  No diarrhea or bleeding.  No infection in the urine, cloudiness or blood.  No gross edema, claudication symptoms or ulcers.  No chest pain, palpitation or syncope.  Denies dyspnea, orthopnea or PND.  No cough or sputum production.  No sleep apnea.  No skin rash.  Review of system is negative.

Medications:  Medication list is reviewed.  I will highlight HCTZ, beta-blockers losartan, cholesterol treatment, anticoagulation Eliquis, anti-arrhythmics amiodarone.

Physical Examination:  Blood pressure 121/84.  Alert and oriented x3.  Full speech.  No respiratory distress.

Labs:  Chemistries from March, creatinine 1.6.  He has fluctuated around this level, GFR 43 stage III.  Electrolytes, acid base, nutrition, calcium and phosphorus normal.  No anemia.

Assessment and Plan:
1. CKD stage III, still within his range.  Continue to monitor for progression.  No symptoms of uremia, encephalopathy, pericarditis or pulmonary edema.

2. Hypertension appears to be well controlled, tolerating ACE inhibitors among others.

3. Small kidney on the right side.

4. Atrial fibrillation, anti-arrhythmics anticoagulated.

5. Secondary hyperparathyroidism.  Continue to monitor, does not require active treatment.  Continue chemistries in a regular basis.

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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