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 A 000 Initial Comment  A 000

Annual Licensure Survey

295.4010 b) c) cited

 

 A4010 Section 295.4010 Service Plan

This Regulation  is not met as evidenced by:

 A4010

Type 3 Violation

Section 295.4010 b)c) Service Plan 

 

b)         The service plan shall be developed 

by:

 

1)         The resident, resident's 

representative or any individual requested by the 

resident;

 

2)         The manager or manager's 

designee; and

 

3)         A registered nurse, if the resident 

is receiving nursing services or medication 

administration, or is unable to direct self-care.

 

c)         The service plan shall be signed and 

dated by all individuals involved in its 

development.

 

This requirement was not met, as evidenced by:

Based on interview and record review, the 

establishment failed to ensure the service plan 

was signed and dated by all individuals involved 

in its development. This applies to 4 of 8 

residents (R1, R2, R3, R6) reviewed for this 
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 A4010Continued From page 1 A4010

requirement. 

The findings include:

On 10/25/2025, there was no documentation 

provided to show the service plan was signed by 

all individuals involved in its development, for the 

following residents:

R1 - Service Plan dated 9/30/2025

R2 - Service Plan dated 7/10/2025

R3 - Service Plan dated 7/10/2025

R6 - Service Plan dated 7/10/2025

On 10/25/2025 at 11:00 am, E2 (Resident Care 

Director) confirmed the service plans were not 

signed. 

E1, Executive Director, presented undated 

establishment policy titled "Individualized Service 

Plan" which documents that ISP (Individualized 

Servie Plan) is a collaborative process with inout 

from an Interdisciplinary Team (IDT) that may 

include but is not limited to the  Resident, 

resident's responsible party or family, 

designanted facility staff nad support service 

providers such as physician, hospice, home 

health, physical therapist, etc. It also documents 

that the service plan is signed by the resident 

and/or responsible party as well as the IDT.

The facility failed to implement its own policy and 

regulatory requirements ensuring that service 

plans are signed and dated by all individuals 

involved in their development, resulting in 

incomplete documentation for four of eight 

residents reviewed.
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