

December 13, 2022
Dr. Ernest
Fax#:  989-466-5956

RE:  Regal Boehs
DOB:  11/18/1949
Dear Dr. Ernest:

This is a telemedicine followup visit for Mr. Boehs with stage IIIA chronic kidney disease, diabetic nephropathy, congestive heart failure with low ejection fraction and history of CLL.  His last visit was June 28 and he goes by Reggie.  He denies hospital admission and his weight is stable.  No nausea, vomiting or dysphagia.  No bowel changes, blood or melena.  No cloudiness or blood in the urine.  No incontinence and there is minimal orthopnea 1 to 2 times per night.  No edema.  No chest pain or palpitations.  No dyspnea.

Medications:  Medication list is reviewed.  I want to highlight the Lasix 40 mg twice a day, also hydralazine is 25 mg three times a day, is on spironolactone 25 mg daily, Ramipril is 1.25 mg once daily.

Physical Examination:  Weight 167 pounds.  Blood pressure137/78.

Labs:  He has not done renal chemistries since April 25 at that time creatinine was 1.1.  We do have a lipid panel that was done 12/06/22 that is normal, hemoglobin A1c is 6.7, digoxin level 0.4, TSH is 2.14 and the PSA 0.42.

Assessment and Plan:  Stage IIIA chronic kidney disease as of April 2022, diabetic nephropathy and congestive heart failure.  The patient was advised to have lab studies done this month and we will mail him a lab order and also fax a copy to the labs at Alma Hospital.  He should follow a low-salt diabetic diet and limit fluid intake to 56 ounces per 24 hours and he is going to have a followup visit in practice in the next six months.

All above issues were discussed with the patient.  Education provided, questions answered to patient's satisfaction.  Patient verbalized understanding.

Sincerely,

MARY STUNER, C.N.P./JOSE FUENTE, M.D.
JF/vv
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