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Initial Comment

Annual Licensure Survey
Section 295.4000 a)b)
Section 295.4010 a)d)

Section 295.4000 Physician/s Assessment

This Regulation is not met as evidenced by:
Type 3 Violation

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.

Based on interview and record review the
Establishment failed to ensure the Physician's
Assessment is completed annually. (R1)

Findings include:

The Establishments resident roster documents
R1's admission date as 2/10/25.

R1's admission date is documented as 2/10/25.
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R1's most current signed Physician Certification
is dated 1/23/25.
On 3/10/26 at 9:20 AM, E1/Executive Director
and E2/Manager both confirmed that R1's
Physician Certification is late.
A4010| Section 295.4010 Service Plan A4010

This Regulation is not met as evidenced by:
Type 3 Violation

Section 295.4010 Service Plan

a) Based on the physician's assessment and
establishment evaluation (see Section 295.4000),
a written service plan shall be developed and
mutually agreed upon by the establishment and
the resident. (Section 15 of the Act) The
establishment shall respect and accept the
resident's choices regarding the service plan.

d) The service plan, which shall be reviewed
annually, or more often as the resident's
condition, preferences, or service needs change,
shall serve as a basis for the service delivery
contract between the provider and the resident
(see Section 295.2030). (Section 15 of the Act)

Based on interview and record review the
Establishment failed to ensure the Service Plan is
reviewed annually. (R1)

Findings include:

The Establishments resident roster document's
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R1's admission date as 2/10/25. R1's most
current Service Plan is dated 1/29/25.

On 3/10/26 at 9:20 AM, E1/Executive Director
and E2/Manager both confirmed that R1's
Service Plan has been initiated but not yet
reviewed and signed by R1 or provider.
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