

March 17, 2025
Dr. Sarvepalli
Fax#:  866-419-3504
RE:  Janice Horak
DOB: 05/15/1939
Dear Dr. Sarvepalli:

This is a followup visit for Mrs. Horak with stage IIIB chronic kidney disease, diabetic nephropathy and hypertension.  Her last visit was September 16, 2024.  Her weight is stable and she has been feeling well since her last visit.  No hospitalizations or procedures have been done and blood sugar is well controlled on a very low dose of Lantus 10 units once daily.  She denies chest pain or palpitations.  No cough, wheezing or sputum production.  No nausea, vomiting, dysphagia, diarrhea, blood or melena.  Urine is clear without cloudiness or blood and stable edema of the lower extremities.
Medications:  She is on Lasix 20 mg daily as needed with potassium 20 mEq daily and diltiazem is 180 mg daily and she is anticoagulated with Coumadin also.
Physical Examination:  Weight 174 pounds, pulse 92 and blood pressure left arm sitting large adult cuff is 130/80.  Neck is supple without jugular venous distention.  Lungs are clear without rales, wheezes or effusion.  Heart is regular without murmur, rub or gallop.  Abdomen is soft and nontender.  No ascites.  She has non-pitting edema of feet and ankles bilaterally.
Labs:  Most recent lab studies were done March 5, 2025, creatinine is 1.43 with estimated GFR is 36, albumin 3.6, calcium 8.9, phosphorus 3.7, sodium 137, potassium 4.1, carbon dioxide 20 and hemoglobin is 13.3 with a normal white count and normal platelets.
Assessment and Plan:
1. Stage IIIB chronic kidney disease with stable creatinine levels.  We will continue to check labs every three months.
2. Diabetic nephropathy stable.
3. Hypertension currently at goal and the patient will have a followup visit with this practice 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,

MARY STUNER, CNP/JOSE FUENTE, M.D.
JF/vv
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