

June 26, 2025
Dr. Wager
Fax#:  989-352-8451
RE:  Gary Moore
DOB:  05/22/1956
Dear Dr. Wager:

This is a followup for Mr. Moore with chronic kidney disease, diabetes and hypertension.  Last visit is already two and half years ago.  He denies in this period of time any hospital admission.  There has been some weight loss.  Appetite is down.  Three small meals a day.  No reported nausea, vomiting or dysphagia.  No diarrhea or bleeding.  Denies decrease in urine volume or infection, cloudiness or blood.  No major nocturia or incontinence.  Denies any numbness, tingling, claudication symptoms, fluid or ulcers.  He walks the dog three times a day.  During that time no chest, palpitation or lightheadedness.  No dyspnea.  There is no orthopnea or PND.  Has not used any oxygen or CPAP machine.  No rash.
Review of Systems:  Done negative.  No smoking or alcohol.  Blood pressure at home 140s/70s.

Medications:  Medication list is reviewed.  Notice the HCTZ, lisinopril discontinued, now on hydralazine only if blood pressure is high, also takes diltiazem, on cholesterol management and insulin Humalog.  No antiinflammatory agents.
Physical Examination:  Weight is 165 and blood pressure 144/68.  Alert and oriented x3.  No respiratory distress.  No gross skin, mucosal or lymph nodes abnormalities.  Lungs are clear.  No arrhythmia.  No ascites.  No major edema.  Nonfocal.
Labs:  Chemistries in June.  Creatinine 3.7.  He has progressive chronic kidney disease since I saw him two and half years ago.  Kidney function is worse representing GFR 17 stage IV almost V.  Normal electrolytes and acid base.  Normal albumin, calcium and phosphorus.  Anemia 10.4.  Normal platelet count and white blood cells.  He has small kidneys 9.5 bilateral without obstruction.  Some degree of postvoid large urinary volume at 194, but not severe.
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Assessment and Plan:  Chronic kidney disease stage IV almost V and appears progressive overtime.  Some weight loss and decreased appetite could be symptoms of early uremia.  We discussed the meaning of advanced renal failure appears might need dialysis based on symptoms.  Symptoms develop usually around GFR 15 or less, also potential volume overload.  We discussed about anemia and potential treatment.  If adequate levels of iron with EPO, iron levels needs to be updated as well as B12 and folic acid.  We need to update for secondary hyperparathyroidism and potential vitamin D125.  Monitor chemistries for potential phosphorus binders.  Present levels in June appears stable.  No need to change diet for potassium.  No need to add bicarbonate replacement.  He needs to prepare for potential dialysis.  He needs to do education.  We offer a smart class.  We discussed about modalities including home, in-center, transplantation and AV fistula.  We will follow on the next few months to make sure that all this is accomplished.  Previously there has been low level proteinuria not in the nephrotic range.  Prolonged visit.

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
Transcribed by: www.aaamt.com
