

April 25, 2024
Stephanie Dailey, PA-C
Fax#:  989-593-3385
RE:  Sue Ann Fuhrman
DOB:  06/15/1955
Dear Mrs. Dailey:

This is a followup for Mrs. Fuhrman with chronic kidney disease and hypertension.  Last visit in October.  Problems of insomnia.  Weight is stable.  Denies vomiting, dysphagia, diarrhea or urinary symptoms.  No chest pain, palpitation, dyspnea, orthopnea or PND.  She tries to walk 2 to 2½ miles every day.  Review of systems is negative.
Medications:  Medication list is reviewed.  Takes no blood pressure medicines.  She does have beta-blockers for prophylaxis of migraines.

Physical Examination:  The blood pressure by nurse was 153/96.  Weight at 154.  No respiratory distress.  Respiratory and cardiovascular, no major abnormalities.  No edema or focal deficits.

We did renogram with Lasix because of question hydronephrosis, both kidneys has normal function without evidence of delay, a split function 47 on the right and 52 on the left.

Labs:  The most recent chemistries.  No anemia.  Normal sodium, potassium and acid base.  Creatinine at 1.13, baseline 0.9 to 1, present GFR 53.  Normal calcium, albumin and phosphorus in the low side.

Assessment and Plan:  CKD stage III.  Continue to monitor for progression.  No symptoms of uremia, encephalopathy or pericarditis.  Blood pressure in the office is in the upper side.  She takes no blood pressure medicine except beta-blocker for prophylaxis migraine.  Continue physical activity and salt restriction.  There was question hydronephrosis, but renal scan with Lasix do not show functional delay.  Monitor phosphorus in the low side.  Denies any diarrhea.  Update urine for albumin to creatinine ratio.  All issues discussed with the patient.
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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