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22000, Initial Comments 2z000

An unannounced bienniat survey, including a
review of the facility's Limited Nursing Services as
wellas a was

at Canterfield of Tallahassee, an assisted living
facility in Tallahassee, FL, on

through | . At the time of the
survey, deficiencies were identified.

27875, 430.5025(4 & ) / H 72875
$8=D | Traihing

{4) Employees of covered providers must
complete the following training for 's

and related forms of :
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have s

or related forms of .
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the depariment.
1. The department shall provide training that is
available online at no cost, The 1-hour fraining
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with

's or related forms of
. Arecord of the completion of the

training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of compietion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM =3 3B7L i continuation sheet 1 of 21




Agency for Healih Care Administration

PRINTED: 01/05/2028
FORM APPROVED

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
c
AL11969551 BWNG 11/13/2025
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
208 E THARPE ST
CANTERFIELD OF TALLAHASSEE, L1.C
TALLAHASSEE, FL 32303
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE

22875 Continued From page 1

employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personai care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
10, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult famity-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and (b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily fiving,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with 's

or related forms of » In addition
to the training specified in paragraphs {a) and {b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or

22875
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participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and retated forms of
ihe stages of 's s
0! ies, medical ir

and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .- Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the emp oyee 's skills for
caring for a person with ora
related form of .The contmumg
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year, The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d),

AHCA Form 3020-0001
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or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The doecumentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a hursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, ,or
referred to provide services before |, | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training.completed before | | s
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after |, | , may complete fraining using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 3 of 3 sampled tenured
employees completed an annuai 4 hour
Training. {Employees E, F, and G)
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The findings include:

On . a record review of the personnel
files for Employee E, a Resident Assistant hired
on , revealed that the last
hour training was . Arecord review of the
personnel files for Employee F, a Medication
Technician hired on , revealed the last

4 hour training was . Arecord
review of the personnel fites for Employee G, a
Medication Technician hired on , revealed
the last 4 hour training was B
None of these employees received the required
training within the past 12 months.

An interview was conducted on at
approximately 11:30 AM with the Executive
Director (ED). The ED confirmed the dates of the
3 sampled employee files and acknowledged no
current annual ‘s Training. The ED
revealed she did not know the employees that
provide personal care to residents with a
diagnosis of or related forms of

needed to have an annual 4 hour
training in /

Class il
AB00, Initial Comments

An unannounced biennial survey, including a
review of the facility's Limited Nursing Services as
wellas a was

at Canterfield of Tallahassee, an assisted living
facility in Tallahassee, FL., on

through . . At the time of the
survey, deficiencies were identified.

22875
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428.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 80 days before admission
o 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 oron 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
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 fo, continued
residency in, of the delivery of services at the
facifity and must be used only as an informative
too! 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
facility'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.
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429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Chitdren and Families must
have been examined by medical personnet 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 exarnination 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 mentat
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mentaf hospital meets the requitements of
this fon related to ; for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission fo the facility. The Department of
Children and Farnilies 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 personnel
shall explain to the facility operator any speciat
needs of the resident and advise the operator
whom to call should problems arise, The
Department of Children and Families shall advise
and assist the facility administrator when the
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special needs of residents who are recipients of
.. require such

assistance.

59A-36.0068

(2) HEALTH ASSESSMENT. As part of the

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

health care practitioner as specified in either

paragraph (@} or (b} of this subsection.

{a) Amedical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(3), F.8. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-retated

problems and functional imitations,

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 .

. ) 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
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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 onfine at:
http:/iwww firules.org/Gateway/reference. 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. i 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
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 oraily
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 Children
and Families, 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.S. and this rule.
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{e) Any orders issued by the health care

iti ing the medical i
for medications, nursing services, treatments,

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

Form, for residents who do not

wish R . 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
415.1051, F.8., 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
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident acoepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure the resident heaith
assessment was completed for 1 of 3 sampled
residents reviewed for health assessments.
{Resident #14)

The findings include:

A review of Resident #14’s most recent health
assessment (AHCA form 1823) revealed the
assessment was not dated and the section of this
form concerning elopement risks was blank,

An interview was conducted with the Director of
AHCA Form 3020-0001
STATE FORM e 3B7LI 1§ continuation sheet 10 0f 21
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88=D ! Assistance with Seif-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilted by the manufacturer are considered

icati in previ i properly
labeled containers.
{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver o opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c) Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by lifting the container to his
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Nursing {DON) on at 12:40 PM. The
DON stated she checks the health assessments
to ensure they are complete. She verified
Resident #14’s most recent health assessment
was incomplete with no date or elopement risk
status.
Class Hl
A052 420.256( ); 59A-36.008(3) Medication - A0S2
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or her .
{d) Applying | medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with seif-administration under this

section.

{g) Assisting with the use of a . including
removing the cap of a , opening the unit
dose of solution, and pouring the

prescribed premeasured dose of medication into
the dispensing cup of the .
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, . . converting, or
.. medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

route.
{c) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with . Lor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific

that preciude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{1t} Medications for which the time of
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administration, the amount, the strength of

dosage, the method of administration, or the

reason for administration requires judgment or

discretion on the part of the unlicensed person.
i with the self-administration of

by an unli person as
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be
. . orolder, trained to assist with self
administered medication pursuant o the training
requirements of Rule 59A-36.011, F A.C,, and
must be available to assist residents with

ini ications in accordance with
procedures described in Section 429.256, F.S.
and this rule.
{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbatly prompting a resident
to take medications as prescribed.
{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such iterns as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the

A0S52
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resident's record.

{e) When a resident who receives assistance with

medication is away from the facility and from

facility staff, the following options are available to

enable the resident {o take medication as

prescrived:

1. The health care provider may prescribe a

medication schedule that coincides with the

resident's presence in the facility,

2. The medication container may be given to the

resident, a friend, or family member upon leaving

the facifity, with this fact noted in the resident's

medication record,

3. The medication may be fransferred to a pifl

organizer pursuant to the requirements of

subsection {2}, and given to the resident, a friend,

or family member upon leaving the facility, with

this fact noted in the resident's medication record,

or

4. Medications may be separately prescribed and

dispensed in an easier fo use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activities detailed

in Section 429.256(4), F.S.

{9) As used in Section 429.256(4)(h), F.S., the

terms "judgment” and “discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{n) Al trained staff must adhere fo the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, staff interview, and record
review, the facility failed to ensure unlicensed
staff providing assistance with self-administration
of medications provide medications as ordered by
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the provider and failed to ensure unficensed staff

do not prepare syringes for administration

for 1 of 3 sampled residents reviewed for

L N or administati
{Resident #12)

The findings include:

An observation of assistance with
self-administration of medications for Resident
#12 was conducted with Employee | (Medication

Technician) on at 4:25 PM. Employee |
was observed to provide Resident #12

1000 mg by at 4:25 PM. Employee ! also
dialed 40 units of and applied the
needie to the . for Resident #12.

Areview of Resident #12's medication orders
revealed a current order for 1000 mg
one tablet by every 12 hours. The current
medication record for indicated
the medication should be given at 9:00 AM and
9:00 PM.

Aninterview was conducted with Employee | on
at4:33 PM. Employee | verified the
should have been given at 8:00 PM
and stated she would notify the Director of
Nursing of the medication error. She further
stated the facility allows medication technicians to
dial .\ and apply the needie; they just

cannot inject the

An interview was conducted with the Director of
Nursing {DON) on at 2:03 PM. The
DON stated the medication technicians are
dialing and injecting for the residents; they
only have 2 licensed practical nurses who work in
the facility.
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A 161 429.275(2) FS; 59A-38.015(2) FAC Records - A181
$8=0 | Staff
429.275

{2) The administrator or owner of a facility shalf
maintain personne! records for each staff
member which contain, at a minimum,
dot ion of background ing, if

i ion of i with alt
training requirements of this part or applicable
rule, and a copy of afl icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.016
{2) STAFF RECORDS,
{a) Personne! records for each staff member
must contain, at a minimum, a copy of the
ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. in addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-36.011, FA.C.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.8., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
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59A-36.010, FAC,,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 50A-36.010, F.A.C.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rute
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to document participation in elopement
drills for 3 of 3 sampled direct care staff.
{Employees E, F, and G)

The findings include:

Record reviews of Employee E, a Resident
Assistant hired on ; Employee ¥, a
Medication Technician hired on s and
Employee G, a Medication Technician hired on

. revealed that none of these employees
had documentation of elopement drill
participation.

On at approximately 14:156 AM, an
interview with the Executive Direcor (ED) was
conducted. The ED confirmed no elopement drilis
had been completed and documented for
Employess E, F, or G, The ED revealed she was
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not aware of the required training for elopement
drills for direct care staff.

Class #ll

A165 42023( & ) FSRisk Mgmt & QA A165
88=D
429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiercies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

(2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

(&) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1 K

2. or | damage;
3. Permanent H
4. or of bones or joints;

5. Any condition that required medical attention o
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility o a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
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its personnel for investigation; or

{p) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's onfine portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilifies shall provide within 15
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a fuil report to
the agency on all adverse incidents specified in
this section. The report must include the results
of the facility’s investigation into the adverse
incident.

{6) \ neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons ficensed under chapter 458, chapter 458,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject fo disciplinary action, in which
case the provisions of s. 4566.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shalt review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of

A185
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$. 456,073 apply.

{8) I the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of &
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10} The agency may adopt rules necessary fo
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility falled to maintain and file an adverse
incident report for 1 of 1 sampled resident
elopements. (Resident #14)

The findings include:

Areview of the facility's elopement binder
revealed an elopement drilt entry dated

4:00 PM, which indicated that Resident #14
watked outside & door and was on
where she was going, causing a search to be
conducted by all staff. According o the report, alt
areas were searched and the resident was found
with her daughter at a nearby grocery store at
4:10 PM. Areview of Resident #14's medical
record revealed no documentation of the
elopement.

An interview was conducted with the
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Administrator on at 10:07 AM. The
Administrator confirmed she had no other
documentation of the efopament for Resident #14
other than what was in the elopement drill binder.
A foliow-up interview was conducted with the
Administrator on at 11:45 AM. She
stated Resident #14 did actually elope from the
facility on and she used itio countas a
drifl,

Class il
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