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Initial Comment

Complaint Investigation

Complaint 2694198/1L201194
Allegations cannot be substantiated.
Complaint 2694286/1L.201211
Allegations cannot be substantiated.

During the course of investigation deficiencies
were discovered unrelated to the reported
incident

Violations cited at:

295.4000 a) b)
295.4010 a) b) c)

Section 295.4000 Physician/s Assessment

This Regulation is not met as evidenced by:
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.
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b) At least annually, once a resident has moved
into the establishment, a comprehensive
assessment shall be completed by a physician.

Based on record review and interview the
establishment failed to ensure resident physician
assessments were annually completed and
signed by a physician. This failure creates a
substantial probability of harm to residents.

Findings include:

R2 was admitted to the establishment on
01-06-2021.

R2's 06-26-2025 Physician Assessment Form
contains documentation that the form was
completed and signed by a nurse practicioner.

On 04-09-2026 at approximately 12:15pm, E1
(Executive Director,) states that R2 is receiving
hospice services.

On 04-14-2026 at approximately 10:00am, E3
(Director of Health and Wellness,) states that
R2's June 2025 physician assessment is the
current assessment for R2 and that she doesn't
have an updated assessment for R2 because R2
is not due for another one yet.

Section 295.4010 Service Plan

This Regulation is not met as evidenced by:
Type 2 Violation
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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.

b) The service plan shall be developed by:

1) The resident, resident's representative or any
individual requested by the resident;

2) The manager or manager's designee; and

3) Aregistered nurse, if the resident is receiving
nursing services or medication administration, or
is unable to direct self-care.

c) The service plan shall be signed and dated by
all individuals involved in its development.

Based on record review and interview the
establishment failed to ensure resident service
plans are signed and dated by all individuals
involved in the service plan development. This
failure creates a substantial probability of harm to
residents.

Findings include:

R1-R5's service plans were reviewed. R1-R5's
service plans contain documentation of E1
(Executive Director) and E3's (Health and
Wellness Director) signatures. The service plans
do not contain signatures of the residents or the
resident's representative.

On 04-13-2026, at approximately 8:57am, Z2
states that she is not sure if a service plan was in
place for R4. Z2 states that the establishment
never went over anything with them and that they
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were not aware of care services they were paying
for.

On 04-13-2026, at approximately 1:35pm, E3 was
asked if residents or their family members were
asked to sign the resident service plans and if the
establishment staff went over resident service
plans with the resident and their family. E3 states
that they provide a copy of the service plan to the
resident's family for their records along with the
resident's medication list.
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