

October 14, 2025
Dr. Sarvepalli
Masonic Home
Fax #: 989-466-3008

RE:  Jane Large
DOB:  03/02/1933
Dear Dr. Sarvepalli:
This is a followup for Jane with advanced renal failure, CHF, and hypertension.  Last visit in April.   Uses a walker.  Weight loss, poor appetite, two small meals.  Denies vomiting, dysphagia, diarrhea or bleeding.  Denies infection in the urine, cloudiness, blood or incontinence.  Stable edema, compression stockings.  No ulcers.  Chronic dyspnea.  No purulent material or hemoptysis.  No oxygen or CPAP machine.  No gross orthopnea.  Chronic tremors.  Review of systems done.

Medications:  Medication list reviewed.  Metoprolol, Bumex, potassium, and anticoagulated with Xarelto.

Physical Examination:   Weight down to 126 pounds.  Blood pressure by nurse 133/73.  Few coarse rales on the bases, otherwise clear.  Increased S1 and S2.  Atrial fibrillation.  No pericardial rub.  No ascites.  2+ edema bilateral.  Looks frail.  Some degree of muscle wasting.  Diffuse tremors probably more on the left.
Labs:  Chemistries October.  Creatinine 1.46 which is baseline.  Anemia 12.1.  Normal electrolytes and acid base.  Normal albumin and calcium.  Phosphorus is not elevated.
Assessment and Plan:  CKD stage IIIB with a GFR of 34, stable overtime.  No progression.  No symptoms.  No dialysis.  Anemia has not required EPO treatment.  No need to change diet for potential or bicarbonate.  Present potassium replacement diuretics are appropriate.  Anticoagulation without bleeding.  No need for phosphorus binders.  She has moderate pulmonary hypertension.  She has preserved ejection fraction.  Continue present regimen and chemistries in a regular basis.  Plan to see her 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.

JOSE FUENTE, M.D.
JF/vv
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