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59A-36.008(6) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms o apariments if either the room is kept
locked wher residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
faciiity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
cenfral storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, FA.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
jocked storage receptacle, room, or area at all
times;
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2. Located in an area free of dampness and

©, except that a icati
requiring must be kept .
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-o , agsisting with self- in ion
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
{d) ication that has been di { but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication." Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
R
AL11968810 B.WING 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
13453 SW 288 TER
OPEN ARMS ALF, INC
HOMESTEAD, FL 33033
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A055 Continued From page 1 A0S5

AHCA Form 3020-0001

STATE FORM

NIVW12

i coninuastion sheet 2 of 20




PRINTED: 04/30/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11968810 B WING 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13453 SW 289 TER
OPEN ARMS ALF, INC
HOMESTEAD, FL. 33033
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A055; Continued From page 2 A0S5

resident's record. The medication may be taken
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensh
pharmacy pursuant to Ruie 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed to ensure prescribed or over-the-counter
medications were centrally stored in a locked
cabinet or closet.

Findings:

Observation on at 7:29 AM found a
pilt bottle containing tablets prescribed for Staff B
{Caregiver) left on Residents #1, 3, and &
bathroom sink. Photographic evidence obtained.

Interviewed on at 7:28 AM Staff B
stated that it was her medications.

Observation on at 7:34 AM found a
pilt bottle containing tables on the floor in a small
pink baskst prescribed for Staff B stored in the
closet in the room of Residents #1, 3, and 5.

Observation on at 7:41 AM a box
containing Cream was found on the
kitchen counter. Photographic evidence obtained.

Interviewed on at 9:12 AM the
Admini or stated that the ication belonged
1o a staff member.

Class #Hl
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(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference. asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at!
hitps:/fods.od.nib.gov/Healthinformation/Dietary
Reference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required, Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regis dietetic ici
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
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the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be subsiituted with items of
comparable nutritional value based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
1o comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
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Intervals between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of .. the fime between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to note substitutions
before or when the meal was served.

Findings:

Observation on at 7.56 AM Resident
#1 was served ham and eggs for breakfast.

Areview of the posted menu dated
showed juice, cereal, bread, margarine and mitk
for breakfast, However, no ham and eggs were
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noted on the menu,
Interviewed on at 9:12 AM the
Administrator acknowledged that ham and eggs
were not noted or substituted on the menu.
Class #Hl
{AQ00} Initial Comments {000}
A revisit survey was conducted at Open Arms
ALF, Inc. on . The provider had
deficiencies at the time of the survey.
{A 030} BOA-36.007(5) FAC; 420.28( ) FS420.27 {A 030}
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a surmnmary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
{o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in & common area accessible to alf
residents. The telephone numbers are: the
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Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823, the Agency Consumer Hotfine
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1{800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font,
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.008, F.A.C. The rules
and procedures must at a minimurm address the
facility's policies regarding:
1. Resident responsibilitie:
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident

, neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{&) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required fo clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
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resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must aliow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at 8 minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or fegal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent fiving environment,
free from and neglect.

{b) Be freated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, $o as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of $ a.m. and 9 p.m.
at a minimum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

{e) Freedom to participate in and benefit from
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community services and activities and fo pursue
the highest possible level of independence,
and i fion within the

{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429,27,
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civit and religious liberties, including
the right fo independent personal decisions. No
religious befiefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making
for health care services, the provision of or
arrangement of transportation to health care

.. , and the performance of heaith
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
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mentally N , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without nofice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and fo associate with advocacy or
special interest groups.

(2) The administrator of a facility shall ensure that
a written notice of the rights, , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mait address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
counci, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
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Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access 1o a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman counci, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Fiorida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or s under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facifity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safely of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure a safe and
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decent living environment free from and
neglect and be treated with consideration and
respect for their personal space for five (#1, 2, 3,
4, and 5) out of five sampled residents. The
facility failed 1o ensure residents had access to a
working phone in the facility.

Findings:

Observation on at 7:29 AM found a
pilt bottle containing tablets prescribed for Staff B
{Caregiver) left on Residents #1, 3, and &
bathroom sink. Photographic evidence obtained.

Interviewed on at 7:29 AM Staff 8
stated that it was her medications.

Observation on at 7:34 AM found a
pilt bottle containing tables on the floor in a small
pink basket prescribed for Staff B stored in the
cioset in the room of Residents #1, 3, and 5.

Observation on at 7:31 AM found on
Resident #5's bed a torn and worn reusable bed
chuck for

Observation on at 9:12 AM found no
phone accessible for the residents.

Interviewed on at 9:12 AM 9:12 AM
when asked if the residents had access to a
facility phone, the Administrator stated that the
phone company took all the phone lines out.
When asked what the phone number to the
facility was, the Administrator stated that it was
her celiular phone number. The Administrator
stated further, "Residents had a phone.
[Residents #1, 2, 4, and 5, but not Resident #3]."
The Administrator stated that she was looking at
another [companyl.” The Administrator stated
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that the medications belonged to [Staff B] that
was left in the room.

Areview of Staff B's personnei records showed a
hire date of and management on

i with seif- in ion of icati
training on

Uncorrected Class 11l

A D31} 59A-36.007(6) FAC Resident Care - Third Party A031
$8=0 | Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident’s representative
from independently arranging, .. and
paying for services provided by a third party of the
resident's choice, including a licensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy refating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident’s condition and the setvices being
provided.

{b) When residents require or arrangs for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency, The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs,

AHCA Form 3020-0001
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{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response 1o treatment or services ordered by
the physician which may impact the resident's
appropr for continued resi inthe
facility;

2. Communications occur at least once every 30
days and whenever there Is a significant change
in the resident’s condition; and

3. i physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When comrmunication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 53A-36.007(6)(c)2.
and 3.

{d) if residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services will be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents"
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain an updated
hospice care plan documenting the resident's
condition and response to treatment provided by
a third-party service every 30 days and whenever
there is a significant change for one out of five
sampled residents,

Findings:

Observation on at 7:20 AM Resident
#1 was in bed.

Areview of Resident #1's health assessment
dated showed a diagnosis of

, Degenerate f
Land .The
physical status showed unsteady gait, walker and
hospice care. The status showed alert
and awake and poor memory. The resident had

pre i The nursing requit

showed hospice.

Areview of Resident #1's records found no
updated. hospice care plan.

Interviewed on at 9:12 AM the
Administrator stated that the hospice care plan
was every year.

Class il

A 036 5OA-36.007(10) CONTROL A038
88=D| PROCEDURES

(10} CONTROL PROCEDURES.
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Facilities must provide services in a manner that
reduces the risk of tansmission of

{a) The facility must implement a hygiene
program before and after the provision of
personat services to residents whenever there is
an expectation of possible exposure to
materials o . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an exposure to transmissible
agents in s . ,
, nonintact skin, and mucuous

during the provision of personat
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and.after each use
according fo the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed fo ensure Staff B
{Caregiver) provide services in manner that
reduces the risk of transmission of

for five (#1, 2, 3, 4, 5} out of five
sampled residents.

Findings:

Observation on at 7:25 AM found
what appeared to be uncleaned excess water on
the hathroom floor in the main hallway.
Photographic evidence obtained.
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Observation on at 7:26 AM found two
portable left on the half bedrail in # .
Photographic evidence obtained.

Observation on at 7:27 AM Staff B

{Caregiver) picked up the two portable

and emptied them in the bathroom and left the
in # standing shower.

Observation an at 7:28 AM found
soiled and soggy adult brief on the floor in
# .

Observation on Staff B picked up the
adult brief and left it in the small garbage can in
the room and did not immediately wash

Observation on Staff B while waking
in the hallway touched Resident #1 on the
with her unwashed

Observation on at 8:04 AM Staff B
popped each of the following medications from

the pack and touched each before she
offered Resident #1 to swallow them: .
285 MG, 500 MG, 25
MG, ,and 8.5MG.

Interviewed on at 9:12 AM when
informed that there were soiled adult briefs left on
the ground near Resident #3's bed, the
Administrator stated that was the time they were
getting up and they do showers.

Areview of Staff B's personnel records showed a
hire date of and control
training on

Class il
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{5) MEDICATION RECORDS.
(&) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the pr 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 seif-administration of
eations of medicati inistration. A
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
. theresident may have;

2. The name of the resident’s health care
provider and the health care provider's felephone
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
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to list any known

for one (Resident #2) out of five
sampled residents, including the resident's heaith
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care provider's tefephone number on the
medication observation record (MOR).

Findings:
at 7:20 AM found

Observation on
Resident #2 in bed asleep.

Areview of Resident #2's medication observation
record (MOR) found no known listed and
a primary care physician's telephone number no
listed on the MOR.

Interviewed on at 9:12 AM the
Administrator acknowledged the and
the felephone number of his primary care
physician was not listed.

Class il
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