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The Adult Care Licensure Section conducted an
annual survey on June 24, 2021.
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10ANCAC 13G .0801 Resident Assessment !
{a) Afamily ¢care home Isha!.l assure that an initial 7 [ Th&ﬂd M TShator £ led ou sy ls |
assessment of each resident is completed within ! ResTdentda ond Resigentt 3
72 hours of admission using the Resident Foe ek 4 .
Register. 3 o Gy }i‘;‘ reqisier compledelyon
This Rule is not met as evidenced by: TA Hhe Suture wh s |
Based on Interviews and record reviews, the A e sm—e__‘tp : :?*me istrechon !
facility falled to ensure a Resident Register was 0dmissTen Thod- vhe. rc"d_‘ + |
completed for 2 of 3 sampled residents (%2 and + . fhoct 251 dep :
#3) within 72 hours of the residents’ admission to “Qq"i'fﬂ’ w1l be compiedely £
the facility. out and sr'ghe_d on ‘te. Same, dad,
. i . i
The findings are: - [The Rdministrochor winl Check
L[ the resi dents register 't'h.e_da-j |
: ;8" %?;;%W of g?s;dant #2's current FL-2 dated afer each newd admission o
| -Diagnoses included schizophrenla, constipation, 2ivled = +€,. t e aFe. compieie)y
| hypertension, hypsriipidemia, major oA and. 61% hecl. «
neurocognitive disorder, encephalopathy toxic, .
falls, hyperglycemia, hypeirigiyceridemia and
Vitamin D deficlency,
-There was an admission date of 08/19/19 for the |
current facility.
Review of Resident #2's Resident Register !
revealed: i
-There was an admission date of 08/19/19.
-Resident #2's birthdate, social security and
former residence wera documented on the
Residant Register; there was no other information |
on the Resident Reglster, i
~There were no signatures on Resident #2's i
Resident Register,
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Interview with the Administrator on 06/24/21 at
2:06pm revealed:

-She was responsible for ensuring Resident
Registers were completed for residents within 72
hours of admission to the faciny.

-She knew the Resldent Register was supposed
to be completad within 72 hours of admission for
new residents.

-She was aware Resident #2 did not have a
completed Resident Register,

-She did not have a blank Resident Register to
complete when Rasident #2 was admitted to the
facility.

-She got blank Resident Registers from another
Administrator the night before on 06/23/21 but
she had not had a chance to complete Resident
#2's Resldent Register,

Based on observations, interviews and record
reviews it was determined Tz ~ident #2 was not
interviewable,

2, Review of Resident #3's current FL-2 dated
Q4/16/21 revealed:

~Dlagnoses included hypertension, dementia,
deprassive apisades, pain in left lower leg,
coronary artery disease, chronlc kidney diseass
stage three, H10 thoraclc vertebrae fracture.
~There was an admission date of 04/07/21 for the
current facility,

Review of Resident #3's Resident Register
revealed:

-There was an admission date of 04/16/21.
-There were no signatures oh Resident #3's
Resident Register.

Interview with the Administrator on 06/24/21 at
2:08pm revesled:
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-She was responsible for ensuring Resident
Registers ware completed for residents within 72
hours of admissian to the facility.

- -She knew the Resident Register was supposed

to be completed within 72 hours of admission for

. new residents,

-She was aware Resident #3 did not have a
complated Resident Register,

-Bhe did not have a blank Resident Ragister to
complete when Resident #3 was admittad to the
facitity.

~Bhe got blank Resident Registers from another
Administrator the night before on 06/23/21 but
she had not had 2 chance to complete Resident
#3's Resident Register,

Based on observations, interviews and racord

: reviews it was détermined Resident #3 was not
_ interviewable,
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