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 A 000 Initial Comment  A 000

Annual Licensure

Violations cited:

295.4000 b)

 

 A4000 Section 295.4000 Physician/s Assessment

This Regulation  is not met as evidenced by:

 A4000

Type 3 Violation

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.

Based on interview and record review, the 

Establishment failed to complete a Physician's 

Assessment in a timely manner.

Findings include:

R3's Face Sheet documents R3 was admitted to 

the establishment on 2/26/2023. 

R3's Medical Record was reviewed and 

documents R3's annual Physician Certification 

was completed on 2/28/2025. 

On 4/7/2026 at 11:56 AM, E4, Social Services, 

stated she has called R3's doctor's office 

requesting they complete a Physician's 

Certification and added, "It's hard to get the 

doctors to sign and return them". 

On 4/7/2026 at 1:05 PM, E2, Facility Nurse 
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 A4000Continued From page 1 A4000

Manager stated the Physician's Certification in 

R3's Medical Record, dated 2/28/25, was the 

most current one they have. 

On 4/7/2026 at 3:42 PM, E2 provided a new 

Physician's Certification for R3, dated 4/7/2026. 

On 4/8/2026 at 1:40 PM, E1, Administrator, 

confirmed R3's Physician's Certification should 

have been completed prior to 4/7/2026.
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