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Dr. Jacob, VA Hospital in Santa Rosa

RE:
LEE HOSKINS
CHIEF COMPLAINT
CKD level III.

HISTORY OF PRESENT ILLNESS
Mr. Hoskins is a 68-year-old gentleman previously seen by my associate Dr. Gaiki, found to have acute renal failure with an elevated serum creatinine of 5.1 on 06/01/12 while he was admitted to the hospital at Santa Rosa Memorial with an episode of asymptomatic bradycardia and an ejection fraction showing 80% ejection fraction with grade I diastolic dysfunction.  The patient was also found at that time to have evidence of B12 deficiency.  The patient was seen here in August at which time he was noted to be asymptomatic off antihypertensive therapy with a baseline creatinine previously known to be 1.3-1.6, having decreased to a creatinine of 1.9 mg% with calculated GFR of 48 mL/min.  The patient returns today reporting that he feels “fine”, just asking if he needed to be resumed on antihypertensive therapy.

PAST MEDICAL HISTORY
History of type 2 diabetes mellitus previously treated with metformin, but more recently not taking that medication.  Hypertension, also off antihypertensive therapy, anemia with B12 deficiency, history of peptic ulcer disease, seborrheic keratosis, a prior history of colonic polyp, and sensory neural hearing loss.

CURRENT MEDICATIONS
Simvastatin 80 mg p.o. q.d.

B12 1000 mg p.o. q.d.

Multivitamin one tablet p.o. q.d.

REVIEW OF SYSTEMS

Negative for nausea and vomiting.  His appetite is described as good.  Denies lower extremity edema and reports nocturia x 0.

PHYSICAL EXAMINATION

Weight 180 lbs.  Blood pressure 130/90.  Heart rate 76 bpm and regular.  Neck shows no neck vein distention.  Lung fields are clear.  Cardiac exam, regular rate and rhythm.  Extremities without edema.

LABORATORY DATA
Laboratory at this time shows stable BUN and creatinine of 35 and 1.9 with the potassium level of 4.2, calcium of 9.1, and phosphorus 3.3.  The patient’s most recent hemoglobin and hematocrit of 14.3 and 42.7 with a microalbumin level of 59.

DISCUSSION/PLAN

First of all this patient’s correct blood pressure medication should be reinstituted at this time because of the potential possibility that we may be dealing with microalbuminuria as well and therefore lisinopril 10 mg p.o. q.d. will be utilized.  The patient’s renal function remains stable at this time with the GFR of approximately 48 mL/min making him at CKD level III and I will obtain a repeat TSH level.  In view of the most recent findings of the TSH that it was on the high range of normal with low T4.  Otherwise, no changes in the patient’s current medications will take place.  The patient will return to see me in three months.
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