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For the unannauncLLd licensura syrvey started on '
10/03/18 and completed on 10/08/186, the : :
sampled included 5 residants for complete review :
and 1 closed recard for review, In addition, the | i
sample Included 2 supplemental residents to ; i !
verify spaclfic concﬁms during the survey. | é !
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2. Resident records must include: Records" ajjid signed on 10/11/2016.
: i
2. The resident's name, social security ' N
number, marital status, age, sex, previous For future ¢ scharges, RN/Clinical
address, religion, personal licensed health cara Director anfLPN will document death,
—_ prastitionar, dentist; and designated including c:fiise and disposition of the
representative or ather responsible person. resident’s pjirsonal effects, money, or
b. The lic enéjed health care praclifioner's valuables d posnted with the féc;llty.
orders and raport of an examination of the o o
resident's current health status. Housing Diiftctor will audit discharges
o monthly for | year and document on the
¢ Anadmission note. form titled “llsumen Evergree{s of Fargy
d. Acopy of an initial and current Manthly Dig ‘_ arge A;Ud't‘ ,
asaassment and care plan. 3
e. Documentation of resident | ; ;
observations by authorized staff. ] : | i
i |
f. Documentation of death, including | ! ‘
cause and disposition of the resident's personal : ;
effacts, money, or valuables deposited with the :
facility.
g. Aguarterly progress note documenting
the resident's current heslth condition, Jevel of
functioning, activity ifvolvernent, nutritional :
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Jeaith Resources Section

status, psychosocial interactions, and needs.

h. Documentation of review of prescribed
diets.

i. Transfer forms that are completed,
signed, and sent with the resident when
transferred to another
facility.

j. Amedication administration record
documenting medication administration
consistent
with applicable state laws, rules, and practice
acts.

k. Documentation of an annual medication
regimen review.

I. Awritten report of any funds kept at a
resident’s request. Such record shall show
deposits to and withdrawals from the fund.

m. Documentation of a fire drill
walk-through within five days of admission.

n. All agreements or contracts entered
into between the facllity and the resident or legal
representative.

o. Adischarge note.

This state licensing rule is not met as evidenced

Based on record review, review of facility policy,
and staff interview, the facility failed to maintain a
complete medical record for 1 of 1 closed record
reviewed (Resident #6).
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Findings include:

Review of the facility policy titled “Content of
Resident Records” occurred on 10/05/16. This
policy, dated March 2014, stated, ... A
discharge summary following the discontinuation
of services, which includes: . . . In the event of
death, documentation including cause and
disposition of resident's personal effects . . ."

Review of Resident #6's medical record occcurred
on 10/05/16. The record identified the facility
discharged Resident #6 on 03/14/16. The record
lacked evidence of disposition of the resident's
personal effects, money, or valuables deposited
with the facility.

During an interview on the morning of 10/05/16, a
supervisory nurse (#1) stated staff are expected
to include disposition of resident's personal
effects in the discharge summary.
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