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C. Exceptions to admission, readmission and

retention. If a resident requires a greater degree

of care than the facility would normally provide or

is permitted to provide and the resident wishes to

be re-admitted or remain in the facility and the

facility wishes to re-admit or retain the resident.
The facility shall comply with the following

requirements.

(1) Convene a team, comprised of:

(a) the facility administrator and a facility health

care professional if desired;

(b) the resident or resident's surrogate decision
maker; and

(c) the hospice or home health clinician.

(2) The team shall jointly determine if the resident

should be admitted, readmitted or allowed to 

remain in the facility. Team approval shall be in 

writing, signed and dated by all team members

and the approval shall be maintained in the

resident's record and shall:

(a) be based upon an individual service plan

(ISP) which identifies the resident's specific

needs and addresses the manner that such

needs will be met;

(b) ensure that if the facility is licensed for more

than eight (8) residents and does not have

complete fire sprinkler coverage, the facility shall

maintain an evacuation rating score of prompt as

determined by the fire safety equivalency system

(FSES);
(c) evaluate and outline how meeting the specific

needs of the resident will impact the staff and the

other residents; and

(d) include an independent advocate such as a
certified ombudsman if requested by the resident,

the family or the facility.

(3) The team recommendation shall be

maintained on site in the resident ' s file.

(4) When a resident is discharged, the facility
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members, and other building occupants to be at 

risk of harm, injury, or death if a fire were to occur 
and the fire extinguishers did not work. The 
findings are: 

A. On /2.3 at 9:50 am, during observation of
the two facility fire extinguishers (one in the

Westside hallway and one in the laundry room), it
was observed that they had not been inspected
monthly as recommended by the manufacturer.

B. On 2.3 at 10:15 am, during an interview
with the Owner, she confirmed that both fire
extinguishers in the facility had not been
inspected monthly.

A 065 7 NMAC 8.2.65 Fire Drills 

FIRE DRILLS: All facilities shall conduct monthly 

fire drills which are to be documented. 
A. There shall be at least one (1) documented fire
drill per month and at a minimum, one
documented fire drill each eight (8) hours (day,

evening, night) per quarter that employs the use
of the fire alarm system or the detector system in
the facility.
B. A record of the monthly fire drills shall be
maintained on file in the facility and readily
available. Fire drill records shall show:

(1) the date of the drill;
(2) the time of the drill;

(3) the number of staff participating in the drill ;
(4) any problem noted during the drill; and
(5) the evacuation time in total minutes.
C. If applicable, the local fire department may be
requested to supervise and participate in fire
drills.

[7.8.2.65 NMAC - Rp, 7.8.2.65 NMAC,
01/15/2.010]
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Fire drills will be performed monthly and 
properly
documented. A record will be maintained on file 
in the
facility and will be readily available upon 
request. Fire
drill records will include: date, time, number of 
staff
participating in the drill. Any issues or problems 
occuring during
the drill will be documented along with 
evacuation time in
in total minutes.
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verbal report to the assisted living facility staff and 
also in the form of written documentation. 
(c) The assisted living facility or the
family/resident shall reserve the right to schedule
care conferences as the needs of the resident
and family dictate. The care conferences shall
include all care team members.
(d) Concerns that arise with regard to the delivery

. of services from either the assisted living facility 
or the hospice agency shall first be addressed 
with the facility administrator and the hospice 
agency administrator. 
(i) The process may be informal or formal
depending on the nature of the issue.
(ii) If an issue can not be resolved or if there is an
immediate danger to the resident the appropriate
authority shall be notified.
E. Additional provisions. An assisted living facility
that provides or coordinates hospice care and
services shall make additional provisions for the
following requirements:
(1) individual services and care: each resident
receiving hospice services shall be provided the
necessary palliative procedures to meet individual
needs as defined in the ISP;
(2) private visiting space:
(a) physical space for private family visits;
(b) accommodations for family members to
remain with the patient throughout the night; and
(c) accommodations for family privacy after a
resident' s death.
F. Medicare and medicaid restrictions. Assisted
living facilities shall not accept a resident

considered " hospice general inpatient " which
would be billable to medicare or medicaid
because the facility will not qualify for payment by 
medicare or medicaid.
[7.8.2.68 NMAC - N, 01/15/2010]
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