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A 420, Continued From page 9 
interventions or referrals, and to ensure that the 
prescription medication orders are current and 
that the prescription medications are 
administered consistent with such orders 

This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the 
program failed to complete nurse reviews for 2 of 
2 tenants who received medication management 
services and resided at the program for over 
three months (Tenant #2 and Tenant #4 ). 
Findings follow: 

1. On 1 /15/25 record review revealed Tenant #2's
occupancy date of 8/21 /24. According to her
assessments and service plan dated 9/25/24,
Tenant #2 received medication management
services from the program. No quarterly nurse
reviews related to Tenant #2's medication could
be located in her record.

During an interview on 2/05/25 at 1 :30 p.m the 
Director of Health and Wellness (DHW) 
confirmed the lack of nurse reviews with 
information regarding medications. 

1
2. On 2/10/25 record review revealed Tenant #4's
occupancy date of 4/02/24. According to her 
service plan dated 10/25/24, Tenant #4 received 
medication management services from the 
program. No quarterly nurse reviews related to 
Tenant #2's medication could be located in her 
record. 

During an interview on 2/10/25 at 5:05 p.m the 
Director of Health and Wellness (DHW) 
confirmed the lack of nurse reviews with 
information regarding medications. 
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By 4/4/2025, nurse will address in a narrative 
note the residents' prescription medications for 
adverse reactions to the medications, in order 
to make appropriate interventions and referrals 
to 
ensure that the prescription orders are current 
and administered consistently with orders. 

The Director of Health and Wellness (DOHW) 
or their designee will conduct random audits 
weekly for the next 3 months to ensure that 
nurse review includes the resident's 
prescription medications for adverse reactions 
to the medications and to make appropriate 
interventions and referrals to ensure 
that the prescription orders are current and 
administered consistently with orders. 
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