


PROGRESS NOTE

RE: Salathiel (Tom) Lovelace

DOB: 02/24/1930

DOS: 08/15/2024
The Harrison AL

CC: Followup on initiation of Haldol.
HPI: A 94-year-old gentleman with dementia, which has staged and progressed over the last three months. Over the past couple of months, he had increased behavioral issues coming out into the lobby in his bathrobe he got mad about that and stated that he never came out without his underwear on and I told him that no one is saying that he had not but those are things that were different from him and a reason that I started the new medication. He also has had some episodes of going to the front desk at 10 o’clock at night and being demanding wanting to know what was going on next and got mad for nobody could tell them anything. Haldol 0.25 mg at 4 p.m. and 7 p.m. was started on 07/11. Staff who work evening shift state that he is not coming out in his robe anymore not wanting to know what he should be doing or what was going on at 10 o’clock at night getting mad when no one had anything for him to do and not repeating himself so frequently and things that he would ask for. He did become a little indignant with me and stated that he was just gonna go ahead move on out of here and when I asked him why he said while saying all these things about me and so I am not just going to sit here and take it and I told him that no one was talking about and it was just us in the room and it was clear there is still some sense of pride and feeling his dignities being insulted to some degree. Reassured him it is not.

DIAGNOSES: Advanced unspecified dementia most likely vascular in nature, hypertension, chronic seasonal allergies, OA, GERD, restless leg syndrome, depression, BPH, and insomnia.

MEDICATIONS: Abilify 5 mg q.d., Coreg 6.25 mg q.d., MVI q.d., Flonase nasal spray q.d., Imdur ER 30 mg q.d., meloxicam 7.5 mg q.d., Protonix 20 mg q.d., MiraLax MWF, Requip 3 mg h.s., Zoloft 50 mg q.d., Flomax one tablet q.d., and Ambien 6.25 mg ER h.s.

ALLERGIES: PCN.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and talkative. His facial expression and his mood changed, we talked about why people were saying that he had changed and he did not like hearing about the things that he had done.
VITAL SIGNS: Blood pressure 148/89, pulse 79, temperature 98.1, and respirations 18.

MUSCULOSKELETAL: He remains ambulatory with the use of a walker. He is a bit slower and more intentional. He has no lower extremity edema. Moves arms in a normal range of motion.

SKIN: He has some scattered purpura on forearms, senile keratoses on face, top of his head and neck, all appear benign.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ASSESSMENT & PLAN:

1. Dementia with BPSD. Haldol in low dose has helped with this we will continue. No need to increase dosing.

2. Cerumen accumulation another issue that was discussed mineral oil four drops per ear at h.s. with cotton ball in ear canal to be done every Monday for four weeks and then the first Monday of each month family will provide the mineral oil and that started on 07/11.

3. HTN. We will review blood pressure having them monitored daily.

I spoke with his son Larry who is a physician regarding the above. He is understanding and not surprised.

CPT 99350 and direct POA contact 15 minutes

Linda Lucio, M.D.
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