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Initial Comment

Annual Licensure Survey.

295.4010 g) 5)

Section 295.4010 Service Plan

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

g) Service plans shall address:

5) Whether the resident requires medication
reminders, supervision of self-administration, or
medication administration.

VIOLATION

Based on record review and interview, the
establishment failed to address medication needs
on the service plan for one of three sampled
residents. (R2)

Findings include:

Review of R2's current service plan dated
12/19/24 noted that medications needs were not
addressed.

On 5/16/25 at 10:50 A.M., E2 (Wellness Director)
confirmed that they failed to address R2
medication needs on the service plan.
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