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Initial Comment
Annual Licensure Survey.

VIOLATION : 295.4010 c)

Section 295.4010 Service Plan

This Regulation is not met as evidenced by:
Section 295.4010 Service Plan

¢) The service plan shall be signed and dated by
all individuals involved in its development.

VIOLATION

Based on record review and interviews, the
establishment failed to have the service plan's
signed and dated by the family representative for
three of three sampled residents. (R1, R2, R3)

Findings include:

R1's Service Plan dated 3/5/25, does not have
the signature and date of the family
representative that is involved in the development
of R1's service plan.

R2's Service Plan dated 4/4/25, does not have
the signature and date of the family
representative that is involved in the development
of R2's service plan.

R3's Service Plan dated 3/18/24, does not have
the signature and date of the family
representative that is involved in the development
of R3's service plan.
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On 4/14/25 at 1:40 P.M., E1 (Regional Director of
Operations) confirmed that the establishment
failed to have R1's, R2's, and R3's Service Plans
signed and dated as required.
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