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Initial Comments.

Athird revisit to Complaint Investigation
#2021002247 was conducted at Crescent Wood
on and . The facility had an
uncorrected deficlency at the time of the survey.

59A-36.008(5) FAC Medication - Records

{6} MEDICATION RECORDS.
(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
or
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity fatled to ensure the Medication
Observation Record {(MOR) for 2 of 3 sampled
residents was properly updated (#17 & #18),

Findings:
1. Review of resident #18's

revealed her
as given on

, MOR
10 mg dose was not signed

At 3:38 pm on staff C said she did give
resident #18 the but forgot to sign the
MOR.

2. Review of resident #17's count sheet
for .\ 0.5 milligrams (mg) revealed
documentation that indicated the resident was
given the medication twice on . once on
and once on - However, review of the
resident’s .., MOR revealed it did not
contain documentation to indicate the resident
was given the medication on those dates.

At 1:45 p.m. on the administrator
confirmed the findings and was unable to provide
additional documentation.
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