

May 12, 2025
Crystal Morrissey, PA-C
Fax #: 989-875-5023
RE:  Charles Smaltz
DOB:  12/03/1939
Dear Crystal,
This is a telemedicine followup visit for Mr. Smaltz with stage IIIB chronic kidney disease, hypertension, diabetic nephropathy and paroxysmal atrial fibrillation.  His last visit was November 12, 2024.  He has been feeling well.  He actually was not doing labs very regularly.  His last lab before the one in April this year was in October and that was stable with a creatinine of 1.58, but April 23, 2025, the creatinine increased up to 2.02 which is one of the highest levels he has had.  The estimated GFR is 32 so he remains in stage IIIB chronic kidney disease, but we are going to ask him to repeat that lab again in May about a month after the April lab to make sure there is no progression of chronic kidney disease.  He has no symptoms of any progression of disease and no chest pain or palpitations.  No dyspnea, cough or sputum production.  No nausea, vomiting, or dysphagia.  No diarrhea, blood or melena.  Urine is clear without cloudiness or blood.  No unusual rashes.

Medications:  I want to highlight the Norvasc 5 mg daily and bisoprolol 10 mg daily.  He is anticoagulated with Eliquis 2.5 mg twice a day, losartan is 50 mg daily, Plavix 75 mg daily, also Lipitor, Protonix, Lispro regular insulin, Tresiba a long-acting insulin, Protonix, nitroglycerin if needed, magnesium, Tylenol for pain, low dose aspirin, and metformin for diabetes.

Physical Examination:  Weight 224 pounds and that is a 3-pound decrease over six months.  Blood pressure 133/68.
Labs:  Most recent labs were done on 04/23/2025.  Creatinine 2.02, calcium 8.8, sodium 141, potassium 4.9, carbon dioxide is 19, albumin 4.2, hemoglobin is 11.0, hematocrit 33.6, normal white count, normal platelets and hemoglobin A1c was 7.7.
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Assessment and Plan:

1. Stage IIIB chronic kidney disease with slightly higher creatinine level than usual.  He is going to repeat his labs in May then hopefully if creatinine level has stabilized we will do them every three months thereafter.
2. Hypertension, currently at goal.
3. Diabetic nephropathy also stable.
4. He will have a followup visit with this practice in six months.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.
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