

November 4, 2025
Dr. Sarvepalli
Fax#: 866-419-3504
RE:  Leisa Chapin
DOB:  11/06/1953
Dear Dr. Sarvepalli:
This is a followup for Mrs. Chapin.  Last visit in August.  Denies change of weight or appetite.  Denies nausea, vomiting, dysphagia, diarrhea, bleeding or changes in urination.  Variable blood pressure at home highs, normals and lows.  Prior dizziness.  No recurrence.
Review of Systems:  Other review of system is negative.
Present Medications:  Off blood pressure, prior lisinopril and HCTZ discontinued.
Physical Examination:  Today blood pressure 128/70 on the left-sided and standing 120/80, repeat 120/80.  No respiratory distress.  Lungs are clear.  No arrhythmia.  No ascites or tenderness.  No edema.  Nonfocal.
Labs:  Most recent chemistries, creatinine 1.17, previously 121 and present GFR 50.  Normal electrolyte, acid base, nutrition and calcium.  Normal liver function test.
Assessment and Plan:  Chronic kidney disease and long-term hypertension.  No progression.  No symptoms.  Repeat ultrasound normal size kidneys previously reported one size small.  No evidence for renal artery stenosis.  Renal Doppler was negative.  Electrolyte, acid base, nutrition, calcium and phosphorus normal.  No gross anemia.  Update urine for albumin to creatinine ratio.  Come back in six months.
All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
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