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A000| Initial Comment A 000
Annual Licensure Survey.
295.4000 b)
A4000, Section 295.4000 Physician/s Assessment A4000
This Regulation is not met as evidenced by:
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 record review and interviews, the
establishment failed to complete an annual
physician's assessment on one of six sampled
residents. (R1)
Findings include:
Review of R1's records note that the last
physician's assessment was completed on 8/2/23
just prior to her admission on 8/5/23.
On 5/30/25 at 10:52 A.M., E1 (Executive Director)
confirmed that R1's annual physician's
assessment has not been done as required. E1
stated that they have been having problems
getting these completed on time with certain
physician's.
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