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This Facility is in Compliance with all New
Mexico Regulations Goveming Adult Residential
Care Facilities 7 NMAC 8.2.

No deficiencies were cited on 7/9/2008 for New
Mexico regulations governing Adult Residential
Care Facilites, NMAC 7.8.2.

A 01 OPENING REMARKS

A 01
Refer to 7.8.2.35 - CONSULTING
PHARMACIST: The facility shall maintain fi (E
records demonstrating the consulting pharmacist 0
provides the following: ’;P’ (-5’

{1) Reviews the medication regimen as /\ g
needed, but at least quarterly (every three (3) 0
months), o determine that all medications and
records are accurate and current. All
irregularities must be reported to the Director of
the facility and these imegularities must be acted
upon.

(2) A system of records of receipt and
disposition of all drugs in sufficient detail to
enable an accurate reconciliation.

(3) Consuitation is provided on all
aspects of pharmacy services in the facility,
including reference information regarding side
effects and, when needed, physician consultation
in cases involving the use of psychotropic
medications.

Based on record review and interview, the facility
has not yet had an initial review by a registered
pharmacist. The findings are:

A. On 7/9/08 during review of the facility
records, a faxed notice to the facility read that
the consultant pharmacist visit is scheduled for
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August 2008.

B. On 7/9/08 during interview with the
Administrator, he confirmed that the Registered
Pharmacist visii is scheduled for August 2008.
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