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 A 000 Initial Comment  A 000

Annual Licensure Survey  

 A4000 Section 295.4000 Physician/s Assessment

This Regulation  is not met as evidenced by:

 A4000

Section 295.4000 Physician's Assessment 

b) At least annually, once a resident has moved 
into the establishment, a comprehensive 
assessment shall be completed by a physician. 

Violation

Based on interview and record review, the 
establishment failed to obtain yearly 
comprehensive physician assessments for three 
of five residents, (R1, R2 and R3) reviewed for 
physician assessments in a sample of five.

Findings include:

R1's census sheet documents she moved into 
the establishment on 10-31-23.  R1's undated 
Physician Certification form is marked "Prior to 
Admission" documents R1 needs assistance 
dressing and bathing.  No other Physician 
Certification found in R1's record.

R2's census sheet documents she moved into 
the establishment on 10-11-23.  R2's 10-11-23 
Physician Certification form documents she 
needs assistance with eating and evacuation.  No 
other Physician Certification found in R2's record.

R3's census sheet documents she moved into 
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the establishment 10-13-23.  R3's undated 
Physician Certification form is marked "prior to 
Admission" documents R3 needs assistance with 
dressing and bathing.  No other Physician 
Certification was found in R3's record.  

On 4-17-25 at 1:00 pm, E2 (Wellness Director) 
stated they only obtain Physician Certifications 
upon move in for their residents. E2 verified R1, 
R2 and R3's Physician Certifications were not 
completed yearly after move in.    E2 stated they 
were not aware and would get them completed.
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