

July 28, 2025
Dr. Power
Fax#:  989-775-1640
RE:  Pamela Dingman
DOB:  04/29/1949
Dear Dr. Power:

This is a followup for Mrs. Dingman with chronic kidney disease.  Last visit in January.  Stable weight.  States to be eating two to three meals a day.  No vomiting or dysphagia.  Isolated diarrhea otherwise normal to constipation without bleeding.  No infection in the urine, cloudiness or blood.  Acceptable flow.  No gross edema or claudication.  No chest pain, palpitation or syncope.  Denies dyspnea of activity.  No orthopnea or PND.  Does not check blood pressure at home.
Review of Systems:  Done.
Medications:  Medication list is reviewed.  She has diabetes and cholesterol treatment, blood pressure lisinopril and HCTZ, no changes from baseline.  Has been on calcium and vitamin D.
Physical Examination:  Present weight 183 stable and blood pressure by nurse 128/69.  Lungs are clear.  No respiratory distress.  No arrhythmia.  No abdominal or back tenderness.  Obesity of the abdomen.  No gross edema.  Nonfocal.
Labs:  Most recent chemistries creatinine worse, baseline is around 1.3 and 1.4 this was 1.56.  Calcium was high at 10.5.  Normal electrolytes and acid base.  Normal albumin and phosphorus.  No significant blood in the urine or protein.  Stable anemia 12.3.
Assessment and Plan:  Question progressive chronic kidney disease.  Blood test to be repeated.  New high calcium, stop calcium and vitamin D.  No symptoms of uremia, encephalopathy or pericarditis.  No indication for dialysis.  Blood pressure well controlled, same lisinopril and HCTZ.  Continue present diabetes cholesterol management.  If stable, come back 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,

JOSE FUENTE, M.D.
JF/vv
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