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(BACH DEFIGIENGY MUST BE PRECEDED BY FULL £ \CH GORRECTIVE AGTION SHOULD & i
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DEFICIENCY) !
C 00 tnitiz) Comments 000

v

e 10 A NCAC. 136G, - 0%bl/
. Aduit Care Licensure Section conducted an O&t : T
annual and follow-up survey on May 14, 2025, :

G074 10A NCAC 13G .0315 {a}(1) Housekeeping and c o074 ;
Fumishings :

5 _

10A NCAC 13G 0315 Housekeeping And yur Ité , (_,ﬂ'u;w ﬁz@u
Furnishings ﬂ.!

(@} Afamily care home shall: A0 ,,.4{{ 0t Y plunsd

{1) have walls, ceilings, and floors or floar ¥ ad 6 i

coverings that are clean, safe, and functional; '-!D ’f’j@ e A O

Al adeutlio st o e e Al w o o fee el o L, s oy
TITIRIN TS WY LT TOUUMIFCHITI D Ul MUIE SUau T ~

of this Section, this Rule shall apply to new and QA (_75, J_,ﬂu)_,
existing facilities.

i 0__91—
This Rule is not met as evidenced by: \W" Clta
Based on observations, interviews, and recard ' . ﬁﬁ“‘”ﬂ
review. the facllily failed fo assure walls, ceilings. . Marla.a0N

| LA ST Y

and floors were kept clean and in good repair in

the kilchen, bathronms, halls, and resident | 2 7’0

bedrooms. Mﬁ wla() M

The findings are: W jﬂ
e

Review of the most recent sanitation report

revealed: ' ¢ - el
~The inspection reporl was daled 02/24/25. v 1L
LI} ] minfl A

_'xrt-.c rn'.r:nr! Anmimantad 332 dsm‘\'}ﬁ‘w". W J‘M ——{ﬁ!j"""-—-——
Review of ths comment addendum to the . | as
ganitation inspaction report on 02/24/26 revealed TM "

demerits glven included ihe following areas: ' ( W(‘

~-There ware areas of peeled spackled ceiling L0 4

4

covering In the dining area and hatlway bathreom, N;l vou! JQ Q( Q.

~There was a hole In the badroom door, the a ! - 25,

approximate size of a lemon, at the end of the dﬂ‘b %L g.. { - ]

hall. N N I N Wy S,
dmmﬂm\ﬂaﬁm " a8 wwc;d Lok CRMERT ) - ]

W CTOR'S OR PR UPPLIER REPRESENTATIVE'S suszin IRE 1me (’JJ s s O DATE
v : W""""'ﬂj:‘ﬂ-@’v : mar 5
sect O\hg1e H I enntinustion sheat 1ef10

sawed g, Grad  59) 01 fooss
Bwanred angl MMW/% adliosdlien 4 W/‘Méﬁﬁ Ak 2)
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Piabere i 1w P IVHIARY STRYEMENT OF DEFIGIENGIES | ) i BROVIDER'S PLAN OF CORRECTION 1 o
TG A e ) TROMA N 8 AP S LI § VLA AL Ut v FREFIX [EALH LUHREL VE AL LN SHUULY oo R
REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSH-REFERENGED 10 THE ARPROPRIATE OAvE:
—— . DEFICIENCY)
™ e B 3
PRy bon“nueﬁ me i
l page 1 Cco74 LI-_‘ v__...a_ ALEN
The Usitoover iitie ingfivway was ey and /‘ i d‘ - AL e
needed replacing. ( AN
~The sink faucet in the haliway bathroom was ﬂb JM
detached.

between 8:00am and 9:00am revealed:
! ~There were multiple areas throughout the faclity 4800, ‘"

Inttizi observations of the faclity on 05114725 10 (upolalde ?J

st pm:uuy and GStasned SAatKed Ceinng / -
covering, including areas in the kitchen, hallway,

and a resident bedroom. g W s i t
~The blinds in the window of the bedroom next to H

the hall bathroom had five broken slats and two

rriissing slats. 1 3 h 'y
-The tiled floor covering in the kitchen from the —7
sl b in Frant Af Hh rafrinoratar osnd fraazae wno L Afg

s0ft and spongy with multiple cracked, chipped, Jpat Sypasd e
d ! ‘
and hroken areas ) e Ofl: i [

| - v o A rm-ln DO AN AR -Ta Lw (""P .
llﬂ.ﬁ"ﬂﬂ'l ‘"Hll L* Rl Pur«-‘!ur(ur AR RS NPARS (B e AF W H | .

05/14/25 at 1:25pm revealed: U"ﬂ"o' b,q,
-He had no idea what happened to the kifchen w%g (}\ gj

ficor, ‘
~The homeowner was supposed to get ihe

kitchen floor repaired. _’-@p@/w, Q&..I 4
-He thought the homeowner had visited the ‘ - L&WLtE/'
facility a couple times and had taken pictures of o ﬂ,bo

the fioor. ‘

~He was not sure of when the homeowner visited ‘ W
the facilify. J@\i

rview with the Supervisor on 05/14/26 at Jo
:nf‘g?p'" ravealed: P %I ' 11’,& mmgab'ﬁ

~The facility managemeni contacted the

: & Sl o
homaownar aboui the repairs needed at the td/e* M ,w‘u—oﬂ‘
facility. aavdb
r

-The homsowner visited the facility.

=The staff at the facility moved the refrigefator SO LU0 O’L Jt’ub ] it -

5TA

ﬁ:e E:';TE::‘:—".‘-'{:E. ps 'j e :“3 E‘:wul PHEcH ] uwu\nns U‘ = =l = 5
repar.
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STATEMENT CF DEFICIENCIES (%1} PROVIDER/SUPPLIERACLIA & CONBTRUCTIC TE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: f?;;wmm.s SIETRUCTER | "“"’SSMH ETED
LOING:
FCL082028 B, WING . 05/14/2025
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SERENITY FAMILY GARE HOME #2 ;:‘R;‘;t:g“&" HLAL
. v 28444
4D SUNMMARY STATEMENT OF DEFICIENCIES o RREGTION 5
;SEE,FM i {EAGH DEMICIENGY MUST BE PRECEDED BY FULL ,,R'EDHX (E:;_? p gf:;m fci-ﬁ,?, SHOULD BE oora‘lPuj:l'E
™6 REGULATORY GRLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
%, ' DEFICIENCY)
€ 074| Continued From page 2 G 074 W« /aa W}‘/WZ’)‘/ with
~The homeowner visited the facility about two /@,@ /)QWW W Vi '%—%V?f @3‘%
weeks ago and walked around the outside ofthe
RIG.  mt gn e oty - Mo, Dpersitiio switd lodunct ekl |
- omeowner di go inside the facili tis/
when she visited about two weeks ago. Mﬁm"@-’ ﬁ Ao ary MMW
t
Telephone interview with the Administrator on mL #_o f f ; = . i , Z}Z
| 05/14/25 at 2:03pm revealed: Y ple %,,7 4%@4 s il Ae, /by
i ~She was not able to da major repairs at the 25 /é ok )’
facility because the home was rental property. o fne S /{W . ‘% <
~The ceiling had been epalred Hul anotier storm ANt % 24
messed it up again. : M MM& #U Wﬁy ﬂ()
-The fioor covering in the kilchen had been nalled ﬁ% %2 Qe
dawn but fifted back up because of the U MM Lp “‘WW Y
oleaninafemnanning nf fhe Bnnr I
chaerieglenpping . witlsio 36 fup.
-The homeowner had replaced the filter in the hall . * e 3 ﬂé"ﬂo
vent but had not replaced the vent cover. Mg ; { G ﬂ,“ o> W
~The bathroom sini had some repairs made bul LZ W '\‘7
had not been foed completely. /JZ ﬁ” h/;f& A W IIWN ,,éﬂﬁy
-She was responsibie for the residants' living
conditions in the hore and would have to get B.%f% A 1)7/9.? é{
sverything approved before making repairs. 1
€ 202] 10ANCAC 136 .0702 (a) Tubsrculosis Test and p\ ﬂ L 10 A Nepl ]36 .
Medical Examination
10A NCAC 13G 0702 Tuberculosts Test and O7 E L
Medical Examination, and Immunizations \ @ﬁal
{a) Upon admission o & family care home each -'f‘p{’bj.!ﬁi‘ wm 0@ f ,J . i
resident shall be tested for fuberculosis disease e
i cormpliance wilh the control measures adopted _pk O rQS\M Igg
by the Commission for Public Health as specified
in 10A NCAC 41A 0205 including subsequent W O.rv& u:&b
amendments and editions.
.r-rm . A Jr.n*rr‘.a.a ienfl ¥
W X TAAS AN 4 LAV W
oo Weeakeley et
\
Oudits o prake Do
| o A timalth Sarvics Regulation '
D""Tg FORM owNatt f
Ccontinuation ghyay dali0

g
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AL LA UF GURKEL HUN IDEN-nFchTIDN NUMBER' LA IS T I it - g %) DATE SURVEY
A BUILDING: ; COMMETED
FCLOB2D26 8. WiNG R
; 051412025
NAME OF PROVIDER QR SUPPLIER SYREET ADDRESS, GITY, STATE, ZIP CODE
SERENITY FAMILY CARE HOME 22 812 BUCKHORN ROAD
HAWYS) LS M 20444
(X8 D SUMMARY STATEMENT OF DEFICIENGIES D ‘ PROVIDER'E FLAN OF CORRECTION
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FifiL PREFIN {EACH :ORHECHVEAGTFO‘:IRSHOUL?) Beg con%ﬂm
TAG REGULATORY OR LEC IDENT| IFYING INFORMAYION) e CROSS-RI:FERENCED TO THE APPRGPRIATE OATE
DEFICIENGY)
€202 Continued From page 3 C 202 )
'!'h!o Dlg}g e mal == o n g‘g" (LIJ t e‘—l‘ 130 Q_M
Based on interviews and record reviews, the
facllity failed to ensune 1 of 3 sampled residents d . ,QM OQag O M
{70} WeTe fuobed uprony adiission for wberaiinsis i . 1
{TB} disoann In anmplisnes with tha cont! 3 { it o (4T !
ssmornes » e e D onh CEERRSULEL %3 i et !
| inBEbUNes by it Connnission for Public FHeaiit, (s B e -t . L
« 1 [
The findi 2 Voo dile, A
e findings are: W c}ij
3 ¥ / B g‘a
Revisw of Resident #3's curvent FL-2 daled t % i )
01/29/25 revealed diagnoses includad : W \-&A—i‘b
schizophrenia hypertension, gastro-esophageal Lj:}"‘g" " Mﬂﬁﬂ‘_
reiius distuse, chruniv iduey discase, aid iete = \ ot

osteodystrophy, ijhﬁ, - LD

- - LI SOV B 1o R o, YU U PR, JEG J S 1 -
TRRVIDVY U] MRUEDHIIET L 2 3 DSOS & wWorhiae) ww 5 (Al

revesdled Resident #3 was admitted to the facility . )
an 12/30/20. 000 M Lt

Review of Resident #3's record revealed there @ Tesk
were no TB test results available for review. g

interview with the Supervisor-in-Charge (SiC) on

0514125 at 12:03pm revealed: L . . o g
~She did not know wnere‘ FI’:IB r?suus "f.r Resideni Yo i At
#3's TB skin ‘testing would be if noi in ihe jﬁfu N ' i_,,:\ .
resident's record. 1 S % Q VB
-Dhao semomberod iranenorling the rocidant tn the -y @r’ej\:ﬁﬁ’ﬁ
{ocal health department for TB skin testing. CQM \ 3‘-0 )

- ol X
Interview with Resident #3 on 05/14/25 at u\:}@\ U U&’Q'
12:05pm revealed he remembered going o the '—ﬂu‘\ﬂ W ‘

iocat health depariment with the SIC for TB skin !
ety wiish 115 ¥ias aameeu s ine facility. OL’Q W . sz.v s,

o

Yelephone Interview with 2 medical records staff 'W T
ot the logal health donoriment nn NRMAIIER at ‘l 53 LR
Qen

)
1:40pm revealed: . Q:‘ Mw‘:i“’

-Sha did not see any documentafion in the health v‘b o Gk Con A ] ]
dgepariment records ior 1o shin tesiing i - . A -
W%mmmﬁm ‘
g7ATE FORM

I conlinuationenvel 4 of 10
e OViat
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Division of Health Service Regulation
STATEME,

NT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/GLIA
F GO

RRECTION IDENTIFICATION NUMBER:

(X2} MULTIPLE consch‘mon
A BUILDING;

8. WING

{¥3) DATE SURVEY

COMPLETED

R
051472025

—— FCLOB2025

STREET ADDRESS, CITY. STATE, ZIP COLE

912 BUCKHORN ROAD
HARRELLS, NC 28444

oo | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | {EACH DEFICIENGY MysT BE PRECEDED BY FyLs.

REGULATORY OR LSC IDENTIFYING INFORMATION]

]
i

i

L]
PREFTX
YAG

PROVIDER'S PLAN OF CORRECTION
tACH CORRECRVEACTION SHOULD BE

1SS-REFERENCED TO THE APPRQPRIATE

DEFICIENGY)

(x5)
COMPLE
OATE

e S
Continued From page 4

Resident #3,
~She tevieweqd the health department records far
Resident &3 that were started in 2015 {0 prosent,

Second interview with the SIC on 05/14/25 at

! 143pm revesaled:
: When a resident was admitteq to the facility, she
Tansported the resident to have T8 skin testing

4 BCr T e,

-Resident #3 wag admitied from 3 Taciiity that was
closing.
~The sending facility did rot send any records of

! TB skin testing results when the resident was

| admitted,
-She had to take Resident #3 fo hava TB skin
testing perfarmed,

-She remembaered ransporting Residant #3tn

| frave Z-step TB skin testing performed atthe

health deparmeny,

05/14/25 at 2:1 8pm revealad:
-Resident #3's T8 skin lesting was parformed

{ Telephone interview with the Administrator on

skin test completeg prior o a resident admission,
-Resident #3 was admitteq from a facility thag
clased, so the resident wasg transported upon
admission o have TR skin testing performed.
-She performed monthly chan audils, and the T
skin testing information was kept in the resident
fecord behind the F .2,

-She expected the TR skin testing results 1o bein
the resident's recerg becaurse sha hag placed it
therg.

10ANCAC 135 1604() Medication
Administration

A=

when the resident was firgt admitted 1o the facilify.

G202

C 342

== Floah Servics Raguision
W«mu

OVNg11
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ECTioN IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
m FGLOB2024 B : 05/14{2025
OF PR .
VIDER OR SuPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
SERENITY FamiLy cARE HOME & 9§12 BUCKHORN ROAD
HARRELLS, NC 28444
Oy St :
PREFIX MARY STATEMENT OF DEFIGIENCIES PROVIDER'S PLAN OF CORRECTION #5)
e F‘ég%“ L;%‘:?EEY uﬂ'.}fr BE PRECEDED BY FULL pRE’m {EACH (SORRECTIVE ACTION SHOULD BE GUMELETE
o HERTINVING INFORMATION) TAG CROSS-RIFFERENCED TG THE AFPROPRIATE
DEFICIENCY)
C 342 Continued From page 5 "
G342 i N [
} 10ANCAC 13G .1004 Medicalj This waden unl dousee ,Qg
() The residents mu . cation Administration (9"‘
& medication administration + @ i'[ &E To pﬁo}’ [
record (MAR) shall be acourate and includa the Ul s i
foliowing: s, TTRehmor
{1} resident's name: Rrine. oL W
(2} fiame of the medication or fre |
atment order; tnedes aliord
%} sirength ana aosage or quantity of e qu‘""‘:‘—i “ea
Zﬂedlcat;on administered:
4) instructions for administerin icali . 5
g the medica J weodren—
o imelats o Morlhley nad
(5} reason or justification for the administration of
medications or freatments as needed (PRN) and vediea)s m M o
-dnr‘.umnnimn the racidtinn 0 affnnt o das oot Aflla
(6} date and time of adrrumsb'atmn, ’ p’Q‘z‘LQ" 2 &
(7) documentation of any omission of
madications or treatmants and the reason far the ﬂwf@“‘" . E'W
omission, including refusals; and \ 9y
; D %,‘ T
{8) name o inittals of the parson administering Ve igad O"'@Q ©
the medication or treatment. if initials are used, a {) IOl
signature equivalent fo those initials is to be \_‘/L\_ﬂ_wz CovThorm— il
documented and maintained with the medication
administration record (MAR). u)e,bg,.lg M\w Mj:’/\
This Rule is not met as evidenced by: \/9 } wardeale
Based on observations, record reviews, and A u@
mterviews, me faciity fatied 10 ensure accuraie e ’
dotumentation of the administration of M aal de-—g,
medications on the medication administration ‘ £
records (MARs) for 1 of 3 residents {#3) sampled. (208 ADCMM&MM—
The findings are: U\e/ V‘*ﬁw’dj“’ e 6
Review of Resident #3's curront FL-2 dated &Mm&w QL.
(44429125 revedled diagnoses included n A
schizophrenia hypenension, gastro-esopiageai (le- 4o muww
isease, chroni dis , and renal
refiux disease, chronic kidney disease QM %a_ s ) 3
osteodystrophy.
Toekipn @y ,H. L— r‘eo«Qf
A. Review of physiclan orders for Resident #3 -h:v-t., N\Oljima. o-g. Pevcon @
dated 01/29/25 revealed there was a physician’s iidiale pf .
" o Rogstaten ke Ovhati : "*)‘ * ]

ORM

afconumumm Sat1g
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R
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x4 SUMMARY STATEMENT OF DEFICIENGIES f D PROVIDER'S BLAN OF CORRECTION 5]
PREFIX (EACH DEFICIENGY MUST BE PRECEDFR RY FLH) | pREMY (BACH CORRECTIVE ACTION SHOULD BE GODNETLEEYE
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€ 342 Confinued From page 6 c 2 Mo nredi cadion or vesred.
order for vitamin D3 {a dietary supplement} N g Q bg,
LJC,U\SQDL Y

50,000 unit capsule weekly on Friday.

Review of Resident #3's medication W% YeAero s ot
administration records (MAR) for May 2025 +
revealed: s i b s D ) M}

~There was a printed entry for Vitamin D3 50,000 w
unit capsule weekly on Friday scheduled at }‘ o
P Y y schedul e .«.;Lﬂ,uu-',r et

8:00am.
-There was documentation of administration for 1 E i
the Vitamin D3 capsule dally from 05/01/25 - Gl 5
through 0514125, will ans WM_W
Observation of Resident #3's Vitamin D capsules ﬂ.CLUJﬁ;E‘

unech 84
on hand on 05/14/25 revealed: . i; .
~There was a phamacy dispensed blister pack LUL@/Q -2 } ;
for Vitamin D3 50,000 unit capsule with Wl_,,c_a.ﬁ-s’”o Qe
instructions for administration weekly on Friday. O,Q,Q. AW .
-There was a dispense date of 05/05/25, quantity " M
of four Vitamin D3 capsules. bto ﬁﬂ%&, ng
~There were three vitamnin D3 capsules remalning i COM
- not e ek
Telephone interview with the medication aide o 0 () bQ, Gl,@f)——

{MA) an 05/14/25 at 11:35am rovealed:

-He administered Resident #3 the Vitamin D3
avery Friday.

~The reason for documenting administration of
the Vitamin D3 daily of the MAR was because
"probably looked &t il wrong”.

Interview with Resident #3 on 05/14/25 at 1:10pm
revealed:

He was administered a vitamin pill on Fridays.
~The pill he was administered was "a whife pill, a
capsule®,

-He was not adminfstered the capsule on
05414125 in the moming, and “will take it on

Friday”™
|_——eripeits Savvion RoGUEtD '
o ] W oonfinnsiion shast 7 otan

W..fnnu
gTATEF
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D4 m
PREFIX

e

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LsC IDENTIFYING INFORMATION)

"
PREFIX
TAG

F":!’IDVIDER'S PLAN OF CORRECTION

[EACH CORRECTIVE ACTION SHOULD BE

cnos%:-nsssnsmceu TO THE APPROPRIATE
DEFICIENCY)

C 342

Continued From page 7

Telaphone interview with the Administrator on
05/14/25 at 2:25pm revealed:

~The residents’ medication was dispensed by the
Contracted pharmacy provider on a 28-day eytls
fili.

~The pharmaey only dispensed four cansitas of
Vitamin D3 at each cycle fill.

Refer to the interview with the
Supervisor-in-Charge dated 05/14/2025 at
T1:53am.

B. Review of physiclan orders for Resident #3
dated 01/29/25 revealed there was a physician’s
arder for Carvedilol {used to treat hypertension)
25mg tablet two times a day.

Review of Resident #3's medication
administration records (MAR) for April 2025
revealed:

~Thera was a printed entry for Carveditol 25mg
ieblot bvice o day with msals schadilsd at
8:00am and 5:00pm.

~There was no documentatiorn of administration
for the Carvedilo] 25mg tablet at 5:00pm from
{14/01/25 thraugh 04/30/25.

Observation of Resident #3's Carvedilo) 26mg
tablets on hand on §5/14/25 revealed:

~There was a pharmacy dispensed biister pack
for Carvedilol 25mg tabjat with instructions for
administration twice a day with meals.

~There was a dispense dale of G5/06/25 for tha
Carvedilol 25mg tables, fuaniity of 56 fablets,
~Fhere were 37 Carvediiof 25mg tablets
remaining on hand,

Saforviow with the Supsvisor-in-Charge {SIC}on
05/14125 at 11:22am revaaled:
-She could not provide an answer regarding the

C342

W Service Reguintion
SoaTE POl

OVN41t

H oontimantion shee} a1
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODJ
SERENFTY FAMILY CARE HOME 12 912 BUCKHORN ROAD
HARRELLS, NG 28444
04 1D SUMMARY STATEMENT OF DEFICIENGIES 7
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lack of documentation of administration for Coreg
25mg tablet at 5:00pm to Resident #2 for the
month of April 2025,

~She was recponsible for reviowing ths MA
the faciiity.

-Bhe reviewed MARSs "abnout every week”,
~She should have caught that the documentation
of administration for the Coreg 25mg tabiet
scheduled at 5:00pm daily was not documented.

Telephone intervisw with the medication aide
(MA) en 05/14/25 at 11:35am revealed:

-He worked at the facility during Aprit 2025 from
8:00pm to 8:00am.

-He administered medications to two residents at
5:00pm, "if not mistaken”.

-When he administered medications, he
doecumented the administration of medications
after observing the resident take the medications.
~He could not provide an answer as to why there
was no documentation for administration of the
Coreg 25mg tablet to Resident #3 at 5:00pm daily
on far April 20256 MAR,

Interview with Resident #3 on 05/14/25 at 1:10pm

favealed:
«Ha used 1o take a pill a¥ 5:00pm buk now it was

administered af 8:00pm.
-He never missed the adminisfration of the

medication al 5:00pm.
~He cotld not remember the name of the

medication he was administered at 5.00pm.
116 Was GURTISIGI OU ITGWICaoi1 101 TTgH WoUd

pressure.
Tefephone interview with the Administrator on

Lk el o e L T e oty o
-Resident #3's Carvedilal was administered at
8:00am and 5:00pm.

-She had been at the facility in the evening and
on of Hoallh Sotnee Kaguiation ' w
B OVN4 11 ' :
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knew Resident #3 was administered the
Carvedilol but did not actually see the MA
document the administration of the medication.

Telephone interview with the confracted
pharmacy provider on 05/14/25 at 4:11pm
revealed:

-There was a current order for Carvedilol 25mg
{ablef twice a day for Resident #3.

-On (}3/03125, a 28-day supply, a quantity of 56
tablets of Carvedilol was dispensed to the facility.
-On 03/31/25, a 28-day supply, a quantity of 56
tablets of Carvedilol was dispensed io the facility,
-On 04/28/25, a 28-day supply, quantity of 56
tablets of Carvedilol was dispensed 1o the facllity.
-She was not showing a record of any returned
supply of the Canvedilol 25mg tahlets for Resident

#3.

Refer fo the interview with the
Supervisor-in-Charge dated 05/14/2025 at

11:53am.

Interview with the SIC on 05/14/25 at 11:53am
revealed:

-She checked MARs “every three days or more”.
-She recently started working at the facility from
5:00pm to 8:08pm.

-She administered the 5:00pm and 8:00pm
medications to the residents.

-She expected the MAs lo have the MARs nextto
the medications when administering medications.
-She expecied the MAs o document the
administration of medication when the medication
was dispensed for administration,

-if MAs did not document the administration of
medication as the medicalion was dispensen 1or
adminisiration, the MAs could make an error in
documentation.
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Forte, Hope

From: Lovin, Jill

Sent: Monday, July 7, 2025 11:29 AM
To: Forte, Hope

Subject: Serenity FCH

Good morning,

Serenity FCH faxed their POC, | placed it in your regular staff folder.

Jill Lovin, MSN, RN

Team 6 Supervisor

Adult Care Licensure Section, Division of Health Service Regulation
NC Department of Heaith and Human Services

Mobile/Office: (252) 955-0127

jill.lovin@dhhs.ne.gov

815 Palmer Drive, Dobbin Building
2708 Mail Service Center
Raleigh, NC 27699-2708

NCDHHS provides essential services to improve the health, sa izty and well-being of all North
Carolinians. Learn more about NCDHHS initiatives and priorifies.
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Learn more at Medicaid.nc.gov,

Twitter | Facebook | Instagram | YouTube | LinkedIn

o L e = e

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an autharized State
offictal. Unauthorized disclosure of juvenile, health, legally privilaged, or otherwise confidential Information, In}:luding confidential information relating tq an engoing
State procurement effort, [s prohibited by law. If you have received this email in error, please noflfy the sender immediately and delete all records of this email,



