

September 6, 2022
Dr. Michael Stack
Fax #:  989-875-5023
RE:  Gary Fidler
DOB:  01/23/1946

Dear Dr. Stack:

This is a followup for Mr. Fidler, comes accompanied with wife, underlying chronic kidney disease, diabetes and hypertension.  Last visit in March.  No hospital admission.  Weight is stable.  No vomiting or dysphagia.  No diarrhea or bleeding.  Urine without infection, cloudiness or blood.  Hard of hearing.  Denies chest pain, palpitation, dyspnea, orthopnea, PND or syncope.  Review of system otherwise is negative.  Stable dementia.
Medications:  Medication list is reviewed.  Diabetes cholesterol management, psychiatry medications, the only potential blood pressure will be the torsemide, a high dose of 100 mg twice a day.

Physical Examination:  Today blood pressure 120/68 on the left-sided, tall and large obese person, weight 260.  No localized rales or wheezes.  No arrhythmia.  No ascites, tenderness or masses.  No gross edema.  Speech is normal.  No expressive aphasia.
Labs:  Creatinine 1.8, GFR 37 stage IIIB, elevated bicarbonate from diuretics.  Normal sodium, potassium, nutrition, calcium and phosphorus.  Normal white blood cell and platelets.  Anemia 13.

Assessment and Plan:
1. CKD stage IIIB.  No progression overtime.  No symptoms.  No dialysis.
2. Hypertension well controlled.
3. Dementia.
4. Diabetes low level proteinuria likely diabetic nephropathy, no nephrotic range.
5. Kidneys normal size without obstruction or urinary retention.
6. Mild anemia, does not require treatment.
7. Metabolic alkalosis from high dose of diuretics.  All issues discussed with the patient and wife.  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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