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59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
Wi, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.,
during the license application process must be
reported to the Agency within 21 days of
oceurrence of the change, including:
{a) Insurance coverage renewat;
{b) Bond renewal;
{c} Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections.

i i 1of i
{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at
hitps: ahca.myflorida i ignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the cccurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and available at:
nttps:/iwww firules org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
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2. Assisted living facitities:
Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 428,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, | , which is hereby
incorporated by reference and avaitable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and available at:
hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https: _ahca.myflorida
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

OnPo

Cz821
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at:
https:/fwww.firules.org/Gateway/reference asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.

5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8,, electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,

. which is hereby incorporated by reference
and available at:
http:/vww. firules. asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
hitps://apps.ahca.myflorida. i ignOnPo
rtal.
6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambutatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report (15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up

Cz821
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to $50 per day late not to exceed $500.

(b) The licensee must retain a copy of all

documentanon generated at time of repomng as
irmation of f L

(c) if the Agency 's Single Sign On Portal or the

enline adverse incident reporting system is

temporarily out of service the licensee may

contact the Agency directly at 1(888)419-3456 for

assistance. Reporting will resume as soon as

online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to electronically submit an incident report to
the agency for 1 of 2 sampled residents (#1)
within the specific timeframes.

Findings:

Resident#1's record review revealed an
admission date of . The 1823
assessment dated listed & medical
history of . 8he is independent of
activities of daily living and needs assistance with
seif- administration of medications. She was not
an elopement risk.

Afacility note dated at 11:30 states the
resident left the facility while waiting for her sister
to transport her to a doctor's ., The
resident was found in the neighborhood a couple
of blocks from the facility. The resident's sister
found her and took her fo the scheduled doctor's
without notifying the facllity she was
p;cked up by her. The assistant administrator
commenced a search of the property and notified
faw enforcement, At 12:35pm the sister retumned
a call from law enforcement and stated she had

Cz821

her sister and tock her to the doctors.
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Resident #1's sister stated she did not notify the
faciiity.

{Photographic Evidence Obtained)

Review of the electronically submitted report
revealed it was sent to the agency on
The incident occurred on

On at tpm the administrator confirmed
the findings.

Unclassified

A00Q] Initial Comments

A complaint investigation (#2024000042) was
conducted on at Carmita's Assisted
Living, Orlando. The facility had deficiencies
identified at the time of the visit,

A008 420.26( ) FS; 59A-36.006(2) FAC Admissions -
85=D | Health Assessment

429.26

{5} Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of

A0O0
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Continued From page 5

the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner’s direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facitity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a psychiatris
¢clinical psychologist, clinical social worker, or

A008
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.\ nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An i upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnet
shail explain te the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shalf advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a) or (b} of this subsection.

{a) A medical examination completed within 80

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

A008
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problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of s

PN . or any other
communicable , which are likely to be
transmitted to other residents or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,
8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for

Assisted Living Facilities, | , which is.
incorporated by reference and available onlfine at:
hitp/iwww.firules.ol asp?No

=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner’s form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in

AHCA Form 3020-0001
STATE FORM o CKaat If continuation shest 8 of ¢
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writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.
{c} Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.8. and this rule.
{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

. ., or therapeutic diets, may be attached to
the health A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish . . to be
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the

A008
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Continued From page 9

facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachty in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to update the health assessment after an
elopement for resident #1.

Findings:

In & review of resident#1's health assessment
dated it revealed the resident was not
an elopement risk. In further review of the facility
observation notes it revealed on at
11:30am the resident left the facility while waiting
for her sister to transport her to the doctor's

.. . Resident was found in the
neighborhood (a couple of blocks). The resident's
sister found her and fook her {o her scheduled
doctor’s ., without notifying the facility
she picked up. The assistant administrator
commenced a search of the property and notified
faw enforcement.

In an interview on at 12pm with the
administrator, she confirmed that she did not
update the health assessment to reflect the
change in condition for elopement risk.

Class Il

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

A008

A025
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429.26
{7} The facility shall notify a ficensed physician
when a resident exhibits signs of or

" , or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making . ., for the
necessary care and services o treat the
condition. If the resident does not have a
representative or designes or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

A025
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{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure 1 of 3
residents (#1) was supervised by the caregivers
to avoid an elopement from the facility.

Findings:

Ir & record review of resident#1 revealed an
admission date of In a review of the
health assessment dated confirmed a
medical history to inciude .
iy TR . . ,and
. Resident#1 is independent of
assistance with daily living and requires
- ith medicati A

wi
Resident#1 is not listed as an elopement risk.
The facility did not have an updated health

assessment to reflect the elopement incident.

In review of the facility observation notes for
resident#1 it revealed the following incident:
at 11:30am resident 1 left the facility

A025

while waiting for her sister to transport her to her
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doctor’s ., - The resident was found in
the neighborhood (a couple of blocks). Resident
sister found her and took her to her scheduled
doctor's |, without notifying the facility
she was picked up by her. The assistant
administrator commenced a search of the
property and notified law enforcement. At
12:38pm the sister returned a call from law
enforcement and stated she had her sister and
took her to the doctors. She further stated she
did not notify the facitity. According to the
resident’s sister the resident was not injured.

In & review of the facility's elopement policy, it
states the ability of a . resident
who is not capable of protecting themselves from
harm, to successfully leave the facility
unsupervised and unnoticed and who may enter
harm's way.

In an observation on of the front porch
and gate, where the incident occurred, the front
gate, around the front porch is approximately 3

high with a latch and no Jock and can be
easily opened to exit the facility.

In an observation on at 10am, resident
#1 was observed sitting in her room. She did not
have any identification on her person.

In an interview on at 11am with
resident#1, she stated she was waiting for her
sister on the front porch with caregiver A. She
stated caregiver A went inside to use the
restroom and she saw her sister's car a and
away and went to her. She stated she did not
think she was doing anything wrong. She stated
all the caregivers always sit on the front porch
with her or other residents, she stated that is the

A025

rule. She stated she would never do anything
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against the rules as she loves living there and
wants to stay at the facility, She stated she is
aware of the rules of the facility but thought the
caregiver would just realize she left with her sister
as planned.

in an interview on 11:30am with
caregiver A, she stated on the day of the incident
she sat outside on the front porch with resident
#1 as she waited for her sister to pick her up to
take her to the doctor. She stated she went inside
for a minute to use the bathroom. She stated
when she returned a minute or two later the
resident was gone. She stated she looked outside
and inside for her and then called the
administrator who then called faw enforcement.
She stated the caregivers always sit on the front
porch with the residents and supervise them. She
stated she was only gone a minute or two. She
stated she also attempted to call the sister, but
she did not pick up the phone. She stated the
administrator also attempted to call her and she
did not pick up the phone. She stated if she did,
we would have known where the resident was
and would have not thought she was missing.
She stated resident #1 is not an elopement risk,
She stated it was a misunderstanding that the
sister shoufd have contacted the facility to let us
know she had picked her up.

In an interview on at 12:30pm with the
administrator, she stated the sister never cafled
the facility to alert us that the resident was with
her. She stated we attempted to call her several
times even after notifying law enforcement. She
stated the sister did not pick up the phone untit
taw enforcement called her and left a message.
She staled the sister called faw enforcement

to say she had the resident and was at the

A025

doctor’s office and she was not injured. She
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stated since the incident the caregivers have
been informed to never leave any resident on the
front porch unattended for any reason. She stated
the fire department informed her she could not
put a lock on the front gate due to a fire hazard
and needs to remain unlocked at all times.

In an interview on at 12pm with
resident#1's power of attorney, he confirmed the
resident is not an elopement risk and very
independent. He stated the resident's sister
should have informed the facility that she had
picked up the resident.

Class Il

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessad at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,

A025

A032
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at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or {c).
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facitity must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.
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This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview the facility faited to ensure an elopement
risk resident (#1) had the required identification
on her person at all imes.

Findings;

In a review of the facility observation notes of
resident #1 revealed on at 11:30am
resident left the facility while waiting for her sister
to transport her to the doctor's | | .
Resident was on the front porch unsupervised at
the time of the incident. Resident was found in
the neighborhood (a couple of blocks). Resident
sister found her and took her to the scheduled
doctor | without notifying the facility
she was picked up by her.

In an observation on at 11am, revealed
the resident did not have the required
identification on her person.

In an interview with the administrator on
at 12pm, she confirmed the findings.

Class i

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2.,

3. Race,

4. Date of birth,

A032

A182
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5. Place of birth, if known,
6. Social security number,
7. Medicaid and/or Medicare number, or name of
other heaith insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b} A copy of the Resident Heaith Assessment
form, AHCA Form 1823 or the health care

it 's medical ination form

in Rule 59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, of
implemented by the facility that require a heaith
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C,, if applicable.

{e) The resident care record described in
paragraph 53A-36.007(1)(f), F. A.C.

HA record that is initiated on admission,
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

{g) For facilities that will have unficensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
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such consent is not included in the resident's
contract.
{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in Rule 58A-36.018, FAC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CE-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
(m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
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a hospice patient as required in Rule 59A-36.006,
F.AC,

{0} The resident's

Form 1898, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

| DH

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a resident's record on the
premises for 1 of 5 resident (#1).

Findings:

Arequest was made on 10 review
residen ##1's record to include: Resident
demographic data as follows: Name, address,
and telephone number of next of kin, legal

p ive, or indivi i by the
resident for notification in case of an emergency;
and, name, address, and telephone number of
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the resident’s health care practioner and a copy
of the Resident Health Assessment.
In an interview with caregiver B on at
9:30am, she stated resident#t was out of the
country with her family so the administrator
focked up resident #1's records until the resident
returns to the facility.
In an interview on at t1am with the
i , she confirmed resi 1's records
were locked away until the resident returns to the
facitity and the caregiver did not have access the
records. The administrator stated she was not
available to come to the faciiity today to assist in
getting the requested records.
Class Il
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