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Initial Comments.

Adimited nursing service monitoring visit was
conducted at Arden Courts of Palm Harbor on

. Deficiencies were identified at the
time of survey.

59A-36.022(3) FAC; 429.07 (3)(¢)2, FS LNS -
Records

59A-36.022

{3) RECORDS.

{a) A record of alf residents receiving limited
nursing services and the type of services
provided must be maintained at the facility.
{b) Nursing progress notes must be maintained
for each resident who receives limited nursing
services.

{c) A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service.

429.07 (3){c)2, FS

Afacility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services from the facility's staff. The report must
describe the type, amount, duration, scope, and
outcome of services that are rendered and the
general status of the resident’s health.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed o obtain monthly assessments performed
by a Registered Nurse for one Resident (#1) that
was admitted to the Facility's imited nursing
services.

Findings Included:

Arecord review for Resident #1, conducted on
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, revealed that Resident #1 had a
monthly assessment dated that was
not signed as performed by a Registered Nurse
{photographic evidence obtained). There were no
other monthly assessments in Resident #1's
record to review. Resident #1 was admitted into
the Facility on and into limited nursing
services on for . management.
During an interview with the Administrator,
conducted on at 02:05pm, the
Administrator agreed that the Facility had not
obtained monthly assessments for Resident #1
as required.
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