

August 7, 2024

Katelyn Geitman, PA-C
Fax#: 989-775-1640
RE: Timothy Olsen
DOB:  12/24/1958
Dear Mrs. Geitman:
This is a consultation for Mr. Olsen with abnormal kidney function.  Weight and appetite are stable.  Denies vomiting, dysphagia, diarrhea, or bleeding.  Some esophageal reflux, occasionally Prilosec may be one or twice a week.  Some nocturia but urine without infection, cloudiness or blood.  No changes of volume.  Good stream.  He keeps himself active walks the dog.  No associated claudication, discolor of the toes, or edema.  Denies chest pain, palpitations, syncope, dyspnea, orthopnea, or PND.  Extensive review of system done being negative.
Past Medical History:  Diabetes for the last eight years well-controlled.  A1c around 6.1.  No documented retinopathy or peripheral neuropathy.  Hypertension appears to be well-controlled.  Remote history of kidney stone.  He passed spontaneously.  No interventions.  It was not *_______* tested.  This is like two years ago without recurrence.  Denies deep vein thrombosis, pulmonary embolism, TIAs or stroke.  No heart abnormalities.  No gastrointestinal bleeding, anemia, blood transfusion, or liver disease.  He is not aware of blood protein in the urine.

Reported side effects to shellfish.  No medication allergy.
Past Surgical History:  Norton neuroma on the feet. Three scopes on the left knee and eventually left-sided total knee replacement, tendon repair on the left wrist apparently from statin exposure, and colonoscopies benign.
Allergies:  No reported allergies.
Medications:  Medications include metformin tends from standard dose, short-acting to long-acting that has resolved the prior diarrhea.  On lisinopril for anxiety, BuSpar, citalopram, HCTZ and Crestor.
Family History:  No family history of kidney disease.
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Social History:  Smoking as a teenager, not for the long-term.  Does drink beer frequently.
Physical Exam:  Weight 218 pounds.  Height 76” tall.  Blood pressure 120/80 on the right and 110/80 on the left.  Very pleasant.  Alert and oriented x3.  No skin, mucosal or joint abnormalities.  Normal eyes.  Normal speech.  No facial asymmetry.  No expressive aphasia or dysarthria.  No palpable thyroid, lymph nodes, carotid bruits or JVD.  Respiratory and cardiovascular normal.  No masses, ascites, tenderness or palpable liver or spleen.  No gross edema.  Good pulses.  No neurological deficit.  Nonfocal.
Labs:  Most recent chemistries.  Creatinine from July 1.64, GFR 46, normal electrolytes, acid base, nutrition, calcium and phosphorus in the low side.  No activity in the urine for blood, protein or cells.  Normal cell count differential.  Normal hemoglobin and platelets.  Back in May, creatinine 1.62 at that time normal PTH and vitamin D25.  Normal calcium.  Another in May calcium was briefly elevated 10.6.  Normal liver function test.  No albumin in the urine.  A year ago creatinine 1.2.
Assessment and Plan:  CKD stage III question progression, well-controlled diabetes, well-controlled blood pressure.  No evidence of hypovolemia.  No activity in the urine to suggest active glomerulonephritis or vasculitis.  Kidney ultrasound is going to be assessed for asymmetry, obstruction or urinary retention.  Isolated high calcium returned to normal.  Other chemistries stable.  He has no symptoms of uremia, encephalopathy or pericarditis.  Prior diarrhea resolved by taking long-acting metformin.  I did not change the dose of lisinopril.  We will repeat chemistries and further workup depending on results of kidney and bladder ultrasound.
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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