

September 30, 2025
Brian Thwaites, PA-C
Fax#:  989-291-5348
RE:  William Jeffers
DOB:  11/03/1958
Dear Mr. Thwaites:

This is a followup for William with chronic kidney disease, hypertension and proteinuria.  Last visit in March.  Right shoulder pain avoiding antiinflammatory agents.  MRI pending to make decisions about surgical procedures, right-sided eye retinal disease shots every month improved and underlying atrial fibrillation pacemaker.
Review of Systems:  Extensive review of systems is negative.
Medications:  Medication list is reviewed.  I will highlight diuretics, potassium, losartan, Cardizem, isosorbide dose increased, and Coreg.
Physical Examination:  Present weight 198 and blood pressure at home 140s/80s-100 today was 140-100.  No respiratory distress.  Lungs are clear and pacemaker.  Irregular rhythm rate is 69.  No pericardial rub.  No ascites or tenderness.  No edema.  Nonfocal.
Labs:  Chemistries, creatinine 1.48 and GFR 51 stage III stable.  Labs review.
Assessment and Plan:  CKD stage III stable overtime, no progression and underlying hypertension.  Normal size kidneys without obstruction.  Negative testing for renal artery stenosis.  No urinary retention.  He has gross proteinuria.  Normal electrolytes and acid base.  Normal nutrition, calcium and phosphorus.  No binders.  No need for EPO treatment.  Maximal dose ARB losartan, Coreg and nitrates.  Continue same diuretic dose and potassium replacement, anticoagulation for atrial fibrillation and cholesterol management.  Update PTH for secondary hyperparathyroidism.  Follow up in six months.
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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