

December 8, 2025
Dr. Russell Anderson

Fax#:  989-875-8304
RE:  John Denniston
DOB:  07/17/1947
Dear Dr. Anderson:
This is a followup visit for Mr. Denniston with history of contrast-induced nephropathy with current normal renal function and hypertension.  His last visit was one year ago.  He has been feeling very well.  His weight is stable and he has been very active physically.
Review of Systems:  Negative.
Medications:  I want to highlight Norvasc 5 mg twice a day, atenolol is 12.5 mg daily, Lasix 20 mg daily, Flomax 0.4 mg daily and other routine medications are unchanged.
Physical Examination:  Weight 217 pounds, pulse 60 and blood pressure right arm sitting large adult cuff 134/76.  Neck is supple without jugular venous distention.  Lungs are clear without rales, wheezes or effusion.  Heart is regular without murmur, rub or gallop.  Abdomen is soft and nontender without ascites.  No peripheral edema.
Labs:  Most recent lab studies were done November 18, 2025.  Creatinine is stable at 1.14, estimated GFR greater than 60, calcium is 9.7, sodium 142, potassium is 136, carbon dioxide 29, albumin 4.1, phosphorus is 24 and hemoglobin is 15.4 with normal white count and normal platelets.
Assessment and Plan:
1. History of contrast-induced nephropathy with current normal renal function.  We will continue to check labs every 6 to 12 months.
2. Hypertension, currently at goal.
3. The patient will have a followup visit with this practice in 12 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,

MARY STUNER, CNP/JOSE FUENTE, M.D.
JF/vv
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