

February 12, 2024

Dr. Stebelton

Fax#:  989-775-1640

RE:  Alan Smith
DOB:  10/14/1951

Dear Dr. Stebelton:

This is a followup for Mr. Smith with chronic kidney disease, history of renal artery stenosis, stent on the right-sided, and small nonfunctioning left kidney.  Last visit August.  Shoulder problems follow with Dr. Ware using articular steroids with relative improvement.  Denies change of appetite.  No vomiting, dysphagia, diarrhea, bleeding, or urinary symptoms.  Denies edema or claudication symptoms.  No chest pain, palpitation, or increase of dyspnea.  Review of system is negative.  Overall, he is feeling well.

Medications:  Medication list reviewed.  I will highlight cholesterol treatment.  Otherwise, Norvasc, HCTZ, and beta-blockers for blood pressure.
Physical Examination:  Today, blood pressure by nurse 139/88 and weight 193 pounds.  Alert and oriented x3.  No respiratory distress.  Respiratory and cardiovascular normal.  No ascites, tenderness, or masses.  No edema.  He has an artificial right upper extremity limb.

Labs:  Most recent chemistries February, creatinine 1.5, which is baseline for a GFR of 49 stage III.  Bicarbonate elevated.  Normal sodium, potassium, nutrition, calcium, and phosphorus.  No evidence of anemia.

Assessment and Plan:
1. CKD stage III.

2. Atrophic left kidney.

3. Right-sided renal artery stenosis stent and kidney function is stable.  Blood pressure stable.  Recent ultrasound, size of the right kidney normal.

4. Hypertension in the office fairly well controlled.

5. History of peripheral vascular disease, clinically stable.  No active claudication.

6. Arthritis, avoiding antiinflammatory agents.

7. Mild degree of metabolic alkalosis probably from diuretics.  Other chemistries are stable.  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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