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Initial Comment
Change of Ownership Licensure Survey

Section 295.4000 a) b)

Section 295.4000 Physician/s Assessment

This Regulation is not met as evidenced by:
Section 295.4000 Physician's Assessment

a) No more than 120 days prior to admission of a
resident to any establishment, a comprehensive
assessment that includes an evaluation of the
prospective resident's physical, cognitive, and
psychosocial condition shall be completed by a
physician. The physician's assessment shall
include documentation of the presence or the
absence of tuberculosis infection in accordance
with the Control of Tuberculosis Code. At the time
of admission, the physician's assessment must
reflect the resident's current condition.

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 have resident's physician's
assessment completed annually for R2 and R3
and completed by a physician for R1, three of
three residents reviewed for physician's
assessments in a sample of three.

Findings include:
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R1's face sheet documents R1 moved into the
establishment on 1-25-24. R1's 8-19-25
physician's assessment was completed and
signed by a physician assistant and not a
physician.

R2's face sheet documents R2 moved into the
establishment on 10-15-24. R2's most current
establishment provided physician's assessment is
R2 admission assessment dated 10-9-24.

R3's face sheet documents R3 moved into the
establishment on 8-7-24. R3's most current
establishment provided physician's assessment is
R3's admission assessment dated 7-30-24.

On 3-6-26 and 3-10-26, E2 Director of Nursing
stated she was unaware until recently that
physician's assessments had to be completed by
a physician. E2 verified R2 and R3's physician's
assessments were not completed yearly.
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