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0000 - Initial Comments

A standard biennial survey was conducted on . Las Brisas Home Care had a deficiency
identified at the time of the survey:

P162 - Records - Resident - 58A-5.024(3) FAC

Based on record review and interview, the facility failed to have accurate | records for one of five
{#2) sampled residents.

Findings included:

Record review revealed that Resident #2's . log showed that on the resident
;on and s . . Further review of the record did not show

any information regarding Resident #2's  _  loss discrepancy.
Interview on at 1:00 pm Staff A acknowledged that Resident #2's ., had a significant loss of
between and . Staff A stated, i has to be a mistake with the scale.”
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