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Delivery via email to: rharvey@ardmorevillage.com

July 1, 2024
License Number: AL1002

Ms. Rhonda Harvey, Administrator
Village Lodge Of Ardmore Village
1310 Knox Road

Ardmore, OK 73401

RE: Survey Event ID: 5YA611
Dear Ms. Harvey:

On June 12, 2024, agents from our office concluded a State Licensure survey at your facility. The deficiencies
found during the survey are identified on the enclosed STATE FORM.

These deficiencies represented the potential for more than minimal harm. Your facility will be given an
opportunity to correct deficiencies prior to assessing penalties. However, if upon revisit your facility has not
corrected the deficiencies, penalties will be applied starting on June 12, 2024,

Please note the items listed in the deficiency column of the STATE FORM. You have two choices of methods
to prepare the written plan of correction (POC). The first method is to type the plan of correction and
anticipated date of completion in the space provided on the right half of the STATE FORM. If additional space
is needed, supplemental sheets may be attached.

The second method is to prepare your plan on the Optional Plan of Correction Template (attached). Use of the
template is voluntary. It is intended to help you submit a complete and acceptable plan of correction. If you
choose to use the optional template, complete one template for each deficiency cited on the STATE FORM. In
the space provided on the right half of the STATE FORM, type a notation that the plan of correction is being
submitted using the optional template. Copies of the form and instructions are available at:
http://www.ok.gov/health. This link opens the OSDH home page. To find the optional POC, click on Services,
then click on Long Term Care. The link to the forms can be found by selecting Long Term Care Forms on the
left menu column.

To be found acceptable by the OSDH, the plan of correction must:
(1) Address how corrective action will be accomplished for affected residents;
(2) Address how other residents with the potential to be affected will be identified,;
(3) Address measures or systemic changes to ensure the deficiency will not recur;
(4) Indicate how the center plans to monitor performance to ensure corrections are sustained;
(5) Include dates when corrective action and monitoring will be completed for each violation;
(6) Be signed by the administrator.
Your development of the evidence referenced in item 4, above, is very important for establishing the actual
date your assisted living center corrected deficiencies and achieved compliance under the Continuum of Care
and Assisted Living Act. If the required evidence is available when the OSDH conducts a revisit, then the earliest
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date of compliance shown in the evidence can be used by the OSDH to establish the effective date of correction
and compliance. However, if there is no evidence of quality assurance being implemented, the correction date
can be no earlier than the date of the OSDH revisit. If the required evidence is not available, the revisit may
result in a repeated deficiency statement and another plan of correction may be required.

Avoid naming individuals, business firms or brand names on the enclosed form and any attachments. The
document will be a public record and any such names will be available for disclosure.

Please sign, date and return the completed form, along with any attachments, supplements and templates, to
this office within ten (10) OSDH business days of your receipt of this letter. OSDH business days are Monday
through Friday, excluding state holidays. Failure to submit a Plan of Correction will not delay the subsequent
revisit or any other phase of the enforcement process. Please retain a copy of the completed form for your
files.

In accordance with 0.5. 63-1-895, you have one opportunity to dispute citations of deficient practice through
an informal dispute resolution (IDR) process. The IDR in no way is to be construed as a formal evidentiary
hearing; it is an informal administrative process to discuss deficiencies. If you choose to contest a cited
deficiency, the facility must complete an IDR Request Form (ODH Form 833AL). An explanation must be listed
for each disputed deficiency. An attachment is acceptable if additional space is required for the dispute
explanation. The IDR Coordinator may be contacted at (405) 426-8200 or at the address below to acquire a
copy of the ODH Form 833AL and the Oklahoma IDR Process for Assisted Living Centers.

The IDR request must be submitted within 10 calendar days from receipt of the State Form deficiency
statement. Failure to submit a completed IDR Request form and supporting documentation within this
timeframe waives your right to the IDR. Failure to complete the IDR timely will not delay the effective date of
any enforcement action against the facility. A designee of the Department shall conduct the IDR. The IDR may
be accomplished by a desk review, conducted in a face-to-face, or virtual meeting. The facility shall receive
written confirmation of the IDR results.

The facility must submit the completed IDR Request Form and supporting documentation under separate cover
to: |DRCoordinator@health.ok.gov

Or mail to: IDR Coordinator
Long Term Care
Protective Health Services
Oklahoma State Department of Health
123 Robert S. Kerr Ave, Ste. 1702
Oklahoma City, OK 73102-6406

Facilities may not use the IDR process to delay the formal imposition of remedies or to challenge any other
aspect of the survey process, including the:

Remedy(ies) imposed by the Department,

Alleged failure of the surveyor to comply with a requirement of the survey process;

Alleged inconsistency of the surveyor in citing deficiencies among facilities; or

Alleged inadequacy or inaccuracy of the informal dispute resolution process

Oklahoma State Department of Health
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If you have any questions regarding the IDR process, please contact the IDR Coordinator via email at
IDRCoordinator@health.ok.gov, or telephone at (405) 426-8200.

If you have questions or need assistance, please feel free to send an email to LTCEnforcement@health.ok.gov
or call (405) 426-8200. When writing or calling, indicate whether you are asking about the enforcement
process, or about the survey process and deficiencies, and your inquiry will be directed to the appropriate
available staff members.

Respectfully,

Tempal Killman, Enforcement Analyst
Long Term Care | Enforcement Division
Oklahoma State Department of Health

Enclosure

Oklahoma State Department of Health
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INITIAL COMMENTS

A relicensure survey was conducted on 06/11/24
through 06/12/24.

Census: 46

Listed below are abbreviations that will be used
throughout this document:

ACMA - advanced certified medication aide
EMAR - electronic medication administration
record

FSBS - finger stick blood sugar

IDG - interdisciplinary group

LPN - licensed practical nurse

MAT - medication administration technician
ST - start

X -times

310:663-5-3(b) ASSESSMENT FORM

(b) The comprehensive assessment
includes the following information:
(1) physical functional status;
(2) mental functional status;
(3) customary routine;
(4) disease diagnosis;
(5) oral/nutritional status;
(6) medications;
(7) devices and restraints;
(8) special treatments;
(9) skin condition;
(10) psychosocial status;
(11) sensory and physical
impairments; and
(12) medically defined conditions
and prior medical history.

C 000

C 532
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This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure comprehensive assessments
included the required components (diagnosis,
medical history/mental history, and infections) for
four (#3, 5, 6, and #8) of eight residents reviewed
for comprehensive assessments.

The administrator reported 46 residents resided
in the facility.

Findings:

An "Ardmore Village Senior Living Resident
Services Operations Manual”, read in part, "...The
evaluation and assessment process will comply
with state regulations and company standards..."

1. Resident #3 was admitted on 12/05/23.

A comprehensive assessment, dated 12/22/23,
documented no diagnosis, medical history or
mental health history.

On 06/12/24 at 12:40 p.m., LPN #1 reported
numerous blanks on Res #3's comprehensive
assessment.

2. Resident #5 was admitted on 07/22/16.
A comprehensive assessment, dated 07/12/23,

documented no diagnosis, medical history or
infections.

Oklahoma State Department of Health
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3. Resident #6 was admitted on 10/18/22.

A comprehensive assessment, dated 10/10/23,
documented no medical history or infections.

4. Resident #8 was admitted on 09/05/20.

A comprehensive assessment, dated 09/06/23,
documented no diagnosis, medical history or
infections.

On 06/11/24 at 4:30 p.m., LPN #1 reported
Resident's #5, 6, and #8 comprehensive
assessments were completed before she started
working at the facility. LPN #1 reported the
assessments documented no medical history or
infections for Resident/s #5, 6, and #8. LPN #1
reported the assessment for resident #6
documented no diagnoses.

C 552| 310:663-5-5(2) USE OF ASSESSMENT CiH52
SS=E
The assisted living center shall use the results of
the resident's assessment for the following:

(2) to develop a care plan for the resident, in
consultation with the resident.

This Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure:

a. a plan of care was developed for three (#6, 7,
and #8), and

Oklahoma State Department of Health
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b. a comprehensive assessment was completed
within 14 days after admission for one (#7) of four
residents reviewed for care plans and
comprehensive admission assessments.

The Administrator reported 46 residents resided
in the facility.

Findings:

A "Resident Services Operations" manual, not
dated, read in part "An overall interdisciplinary
individual service plan is generated from the
comprehensive assessment for each residents
who moves into the community... The individual
service plan describes the care or service that is
to be given...The plan assures that each resident
receives assistance that is individualized to
everyday living needs that promote health and
well being and guides..."

1. Resident #6 was admitted on 10/18/22.

A annual comprehensive assessment, dated
10/10/23, documented Resident #6 required no
assistance with ambulation or activities of daily
living.

On 06/11/24, Resident #6's medical record
documented no resident care plan.

2. Resident #7 was admitted on 05/01/24.
On 06/11/24, Resident #7's medical record
documented no resident care plan or a completed

comprehensive admission assessment.

3. Resident #8 was admitted on 09/05/20.

Oklahoma State Department of Health
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Each assisted living center and its staff shall be

familiar with and shall observe all resident rights
and responsibilities enumerated under Title 63

0.S. Supp. 1997, Section 1-1918.B

63 0.S. 1-1918.(B)(5)

(5) Every resident shall have the right to receive
adequate and appropriate medical care
consistent with established and recognized
medical practice standards within the community.
Every resident, unless adjudged to be mentally
incapacitated, shall be fully informed by the
resident's attending physician of the resident's
medical condition and advised in advance of
proposed treatment or changes in treatment in
terms and language that the resident can
understand, unless medically contraindicated,
and to participate in the planning of care and
treatment or changes in care and treatment.
Every resident shall have the right to refuse
medication and treatment after being fully
informed of and understanding the consequences
of such actions unless adjudged to be mentally
incapacitated.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
AL1002 8. WING 06/12/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1310 KNOX ROAD
VILLAGE LODGE OF ARDMORE VILLAGE
ARDMORE, OK 73401
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
C 552 | Continued From page 4 C 552
A annual comprehensive assessment, dated
09/06/23, documented resident #8 required
assistance of one staff member with bathing.
On 06/11/24 at 4:30 p.m., LPN #1 reported
Resident's #6, 7, and #8's medical chart did not
contain a care plan. LPN #1 reported Resident
#7's medical chart did not contain a completed
comprehensive admission assessment.
C1505| 310:663-15-1 & 63 OS 1-1918(B)(5) RESIDENT C1505
SS=E | RIGHTS - Medical Care
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This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and
interview, the facility failed to:

a. store medications and hazardous chemicals in
a safe manner, and

b. administer medications per physician orders
for resident #9 reviewed for medication pass.

The Administrator reported 46 resident resided in
the facility.

Findings:

a. On 06/11/24 at 11:38, the medicine storage
room located on the A1-13 Hall was not locked.
The room had patient medication out on the
counter, no staff were observed in the room or
out on the counter.

On 06/11/24 at 11:54 a.m., the janitor's room on
the B14-B27 hall was not locked. The room was
observed to have cleaning chemicals present, no
staff were observed inside or near the room.

On 06/11/24 at 11:56 a.m., the janitor's room on
the A14-A27 hall was not locked. The room was
observed to have cleaning chemicals present, no

Oklahoma State Department of Health
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staff were observed inside or near the room.

On 06/11/24 at 12:27 p.m., the janitor's room door
on B14-27 hall was not locked. The room was
observed to have a housekeeping cart with open
cleaning supplies on it. The room had cleaning
supplies stored in the room, no staff were present
in the room or near the room.

On 06/11/24 at 12:43 p.m., housekeeper #1
reported the cleaning cart is kept in the janitor
room locked up when not in use.

On 06/11/24 at 12:43 p.m., the Administrator
agreed the medication room door and the two
janitor room doors were unlocked and should
have been closed for resident safety. The
Administrator reported the doors would be locked
and staff would be in-serviced.

An in-service training "Med Room/Cleaning Carts
Locked, Best Practices Poison Control"
document, dated 06/11/24, read in part "Given
that many residents have Alzheimer's or
dementia, the potential for accidental exposure to
hazardous chemicals is not just a compliance
issue but a severe health risk ... The best
practices for safety ...Locked housekeeping carts:
To mitigate risks, lock all housekeeping carts
and/or ensure they're locked whenever not in use
...Locked med rooms/carts: Must be locked at all
time ...Restricted access: Chemical storage areas
should also remain locked at all times ..."

b. The facility's "Resident Services Operations”
manual, not dated, documented "A physician's
order must be obtained if mediations are to be
crushed or placed in food to assist with
swallowing or hiding mediations.

Oklahoma State Department of Health
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On 06/11/24 at 3:40 p.m., MAT #4 was observed
during medication pass, to open a capsule of
omeprazole 20 mg, mix with applesauce, and
administered with a spoon to resident #9.

Resident #9's current doctor's orders, printed
06/12/24, documented omeprazole cap 20 mg 1
cap by mouth daily, start date 03/16/22. The
doctor's orders documented no order to crush
meds or place in meds in food to administer.

On 06/12/24 at 09:30 a.m., LPN #1 reported
resident not being able to find the order for
resident #9's medication to be given in food. The
LPN reported resident #9 should have an order
documented on the doctor's orders to administer
medication in food.

63 O.S. 1-890.8(A-D) Care and Services -
Coordination of Care

A. Residents of an assisted living center may
receive home care services and intermittent,
periodic, or recurrent nursing care through a
home care agency under the provisions of the
Home Care Act.

B. Residents of an assisted living center may
receive hospice home services under the
provisions of the Oklahoma Hospice Licensing
Act.

C. Nothing in the foregoing provisions shall be
construed to prohibit any resident of an assisted
living center from receiving such services from
any person who is exempt from the provisions of
the Home Care Act.

D. The assisted living center shall monitor and

C1505

C5010
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assure the delivery of those services. All nursing
services shall be in accordance with the written
orders of the personal or attending physician of
the resident.

This Rule is not met as evidenced by:

Based on record review and interview, the center
failed to ensure coordination of services with third
party providers for two (#2 and #4) of two
residents reviewed for hospice services.

Findings:

The "Assisted Living Resident Condition and
Care Overview", dated 06/11/24, documented two
residents received hospice services.

The "Residence and Service Agreement and
Addenda", for Res #2 and Res #4, read in part,
"...Criteria for Residency...Require intermittent or
unscheduled nursing care provided by both The
Lodge staff and/or outside providers..."

1. Resident #2's "Hospice IDG Comprehensive
Assessment and Plan of Care Update Report”,
read in part, "...Benefit Period Dates: 04/13/24 to
06/11/24.. Diagnoses: Sarcopenia
(musculoskeletal disease), essential
hypertension, type 2 Diabetes Mellitus without

Oklahoma State Department of Health
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complications..."

Resident #2's "Hospice Physician Order", order
date: 07/14/23, read in part, "...Order Description:
Begin FSBS 1X Weekly..."

Resident #2's "Doctor's Orders”, dated April 2024,
read in part, "...Remind resident to get blood
sugar before meal, ACMA can obtain
manually...ST: 07/24/23..."

On 06/12/24 at 11:42 a.m., MAT #1 was asked
about Resident #2's FSBS. They reported the
FSBS was only on Monday's and when the
resident would refuse to obtain it, they would
document they refused.

On 06/12/24 at 11:46 a.m., LPN #1 reviewed the
hospice order and the center's physician's orders
for FSBS's. They reported the resident would
obtain her finger stick and the staff would chart.
The FSBS report from the eMAR was requested
and they were unable to obtain the report.

2. A"Physician's Plan of Care", faxed to the
center on 06/12/24, at 10:17 a.m., read in part,
"...Alzheimer's disease with late onset...New
Frequency Duration...Start date 03/28/24...End:
06/25/24...abnormal weight loss...Plan of
Care...Problem: Activity/Mobility diminished due
to disease progression...Mental function altered
due to Alzheimer's...Nutrition/Hydration
diminished due to disease process..."

On 06/12/24 at 08:45 a.m., Resident #4's family
member reported the resident previously received
home health services but currently received
hospice services for weight loss and the need for
assistance with bathing.
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
C5010| Continued From page 10 C3010

On 06/12/24 at 8:55 a.m., LPN #1 was asked
about the third-party provider for Resident #4.
They reported they currently received home
health services.

On 06/12/24 at 9:09 a.m., the sign in sheet
documented hospice was providing visits to
Resident #1. LPN #1 was not aware the resident
had changed from home health services to
hospice services. They reported they coordinated
care when the agency staff would stop by the
office, but it was not documented.

On 06/12/24 at 9:41 a.m., LPN #1 notified the
hospice agency and they would fax the hospice
plan of care to the center today.

Oklahoma State Department of Health

STATE FORM

B384 5YAB11

If continuation sheet 11 of 11
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Delivery via email to: rharvey@ardmorevillage.com

July 15, 2024
License Number: AL1002

Ms. Rhonda Harvey, Administrator
Village Lodge of Ardmore Village
1310 Knox Road

Ardmore, OK 73401

RE: Survey Event 5YA611

Dear Ms. Harvey:

On June 12, 2024, a Licensure inspection was conducted at your Assisted Living Center facility.
Deficiencies were identified and we have received your plan of correction for these deficiencies. Your
plan of correction is acceptable.

This acceptance acknowledges that your facility has indicated a willingness and ability to make corrections
adequately and timely. Our acceptance does not absolve the facility’s responsibility for compliance

should the implementation not result in correction and compliance.

You have alleged that the deficiencies cited on that survey will be corrected and you will be in substantial
compliance by July 10, 2024.

We will conduct a revisit at your facility to verify that all violations have been corrected. If you have any
questions, please contact this office at (405) 426-8200.

Respectfully,

Tempal Adbiman
Tempal Killman, Enforcement Analyst
Long Term Care | Enforcement Division

Oklahoma State Department of Health

Enclosure

Oklahoma State Department of Health
(405) 426-8000 - (800) 522-0203 - Oklahoma.gov/Health



OPTIONAL PLAN OF CORRECTION TEIMPLATE

Dklahoma State

Department of Health Current Date: 7/2/2024

Creating a State of Health

Facility Name: Village Lodge of Ardmore Village

License Number: AL1002

Protective Health Services Survey Event ID: 5YA611

Long Term Care Service

Date Survey Completed: 6/12/2024

SUMMARY OF DEFICIENCY CITED BY OSDH

ID Prefix Tag: C532

Based on: Rule not met as evidenced by: Resident #3 was admitted on 12/05/23. Comp
Assessment dated 12/22/23 documented no diagnosis, medical history or mentai health
histary. #5 admitted on 07/22/16 comp assessment dated 07/12/23 documented no
diagnosis,medical history or infections. #6 admitted on 10/18/22 comp assessment
10/10/23 no medical history or infections. #8 admitted on 09/05/20 comp assessment
dated 09/06/23 no diagnosis, medical history or infections.

ASSISTED LIVING CENTER'’S PLAN OF CORRECTION

Assisted Living Center’s Comments: This AL recently had a clinical leadership team turnover. Currently working through

alt processes and correcting where applicable.

REQUIRED ELEMENTS OF A PLAN

ASSISTED LIVING CENTER'S PLAN ELEMENTS

1. How will the corrective action be accomplished for
those residents found to have been affected by the
deficient practice?

Include all components required for a comprehensive

| assessment. #3, 5, 6 and #8 have been updated to include

diagnosis, medical history/mental history, and infections

OSDH Respense: Elementaccepted Yes | | WMo l:[

2. How will other residents having the potential to be
affected by the same deficient practice be identified?

All resident assessments have potential to be affected.
Nursing team & ED reviewed all assessments and updated
if applicable.

OSDH Response; Elementaccepted Yes [ | No [ |

3. What measures will be put into place or systemic
changes made to ensure that the deficient practice will not

Training for all clinical staff. Reminders placed on calendar
for all residents upon move in and review twice monthly.

recur?
No [ ]

OSDH Respense: Element accepted Yes [ |
4. How will the assisted living center monitor its
performance to make sure corrections are sustained?
Include:
a. How the correction will be evaluated for
effectiveness;
b. How the correction will be incorporated into the
center’s quality assurance system; and

¢. How monitoring records will be kept to.evidence the
correction.

Quarterly Assessment Schedule Review
Evaluate process and outcomes.

Includead in QA systems and all processes throughout the
year

Centinuation of monitoring and revision if neccessary

OSDH Response: Element accepted Yes E[ No D

5. On what date will corrective action be completed?

OSDH Response: Efementaccepted Yes [ | No [ ]

Click her ter »datiwhen corrective action will be
complete /e G:Zﬂ:&%

Administrator’s Signature
QAC 310:663-25-MF)

dmigtsshor sigpature regyupfed.
o wys;

22 aVD)

Date 7/42024

If this sheet amends or adds information to a Plan of Correction previ@usly submitted, indicate the date of the

addendum and by whom it is submitted.

Addendum Date | Enter 2 date of addendum.

‘ Submitted by | Enter name of person submitting addendum.

items Below Are For OSDH Use Only

10012013




Plan of Correction: [_| Acceptable DUnacceptat_)Ie Date: Click here to enter a date. Surveyor: Surveyor

If Plan of Correction is unacceptable, the reasons are as follows: Click here to enter text.
Facility in Compliance by: Click here to enter 2 date.

10012013




LONg lerm Care Service

- = gws mE BWFE RFW

123 Robert S. Kerr Ave., Suite 1702

. 8
& ﬁ State Departr it (_/ 53 Oklahoma City, OK 73102-6404

PRY  of Health
Recommended Assisted Living
Resyk,{nt Asséssment Form
*benotes ftems requirad for Admission Assessment.
Admission Date

All Areas Must Be Addressed, "N/A" if not applicdble.

Facility Name w [/Odouk, M

&

Wiy v !"
Assessment Da’ce_l &/ 2—2/ 2?\

Resident Name _ i N , -Room#:. __  Date of Birth:
Assessment Type (circle one). Preadmission <";‘Ml4day\ ' Annual SignificantChange

*Disease Diagnoses and h‘lgle\fﬁcally Defined Conditions: _ ) )
BN Huter, W, S 3 kol UL, dgmpning wub_behagray

A uincne, ,..' HYX Chvede, mewt{ma. \ex Hovbaiar aﬂuj SYUNCLvy

*History of Infections and Prior Medical History:

Phone: (405) 426-8200

¢

A uneechons / ehD, hypo dgrmeism | veacnve QUray cliseolse.

*List All Current Medications and dosages (list additional medications on separate page if needed):

MU aktoon

*Mental I Cognitive Functional Status (G=Good, F=Fair, P=Poor, if fair or poor, descrihe) (circle one)

Alert/Non-Alert/Oriented x @ ConfusedatTimes /Forgetful Judgment: G@P'
Rosicent e 7y “Cowegpers [ SV ers

*Mental Health History  Mental Retardation or Developmental Disabilities:

Leenna. wikn pendovoy  dusivrbain o

*Physical Functional Status {(G=Good, F=Fair, P=Pooj iffairor pocr, describe):

Mability: (E)F /P Strength{ G/F / P Gat{ GYF/p

Range of Motion: Full/Limited/Contractures (describe)

Weight Bearing:@ {No (describe)

ithout Assistance /Wifh Staff Assistance {describe)

Bedfast/Chalrfast/Geri-chair /Walker IWheelchair per Self /With Staff Assistance

“List Number of Parsans Required to Assist Resident with Activities of Daily Living to Include:

Bathing ! Eating g& Dressing gé Transferring Q Toileting g} Ambulation f)

Devices/Restraints (Describe):
Side rails used? Yes i J)
Restraint Devices {Describe) Utilized When and Why (describe)

Jklahoma State Department of Health ODH Form No. Pending

Darma L nf"n (4% i Talele]

Ame Torma Mara Qamrina



whianuilid Didie Uepartment of Healih

Fq‘) OKL AHOMA Long Term Care Service
e 123 Robert S. Kerr Ave., Suite 1702

< 7 R L :
- ﬂg SFal-tlgaEI)t%pa rtme. - g,« >~ Oklahoma City, OK 73102-6404
N O Phone: (405) 426-8200

Recommended Assisted Living
Resident Assessment Form

All Areas Must Be Addressed, "N/A"if not applicable. ftems required for Admission Assessment.

Admission Date__

Assessment Date | :/ ) 2/ @k

Facility Name_ TV QG CUE Brrduniovel

Resident Name ] Room# ____.Date of Birth:
. —_ ,T:‘j-q o =
Assessment Type (circle one): Preadmission 14 day ér’;@ i Significant Change

*Disease Diagnoses and Medically Defined Conditions: . _ _
N ahesin MO0t fodu,, Chupnic adihey) dadease Sieage =

O0LNUKD Y i’\t,;wfnx}pm(ﬂm S Ao Gy
*History of Infections and Prior Medical History:
GERD, u WW@&W@ AL Ordd, \igy o, Clocdponaina 0, MO&N’\%)
*List All Current Medications and dosages (list additional medications on separate page if needed):
WL GAtein

*Mental / Cognitive Functional Status (G=Good, F=Fair, P=Poor, if fair or poor, describe) (circle one)
Alert/Non-Alert/Oriented x ) Confused/Confusedat Times / orgetfu‘l Judgment: G @ P

*Mental Health History /Mental Retardation or Developmental Disabilities:
Represinue disorger

*Physical Functional Status (G=Good, F=Fair, P=Poor, iffair or poor,describe):

Mobilty: GfR/P Strength: G AE'/ P Gait: G/Eyp

Range of Motion: FulfLimited [Contractures (describe)

Weight Bearing:@ INo (describe)
Ambulatory Without Assistance /With Staff Assistance {(describe)

—
Bedfast/Chairfast!/Geri-chair I@@y IWheelchair per Self /With Staff Assistance

*List Number of Persons Required to Assist Resident with Activities of Daily Living to Include;

,. ) , 4
Bathing s?’} Eating @ Drassing ,(Z‘ Transferring 'Q’ Toileting @!1 Ambulation @

Devices/Restraints (Describe):
Side rails used? Yes /No
Restraint Devices (Describe) Utilized When and Why (describe)

Oklahoma State Department of Health ODH Form No. Pending

T armoaTara Mara Qarmrl nn Dama 1 ~nfn AT e ¥ate Iod



Leng Term Care Serwce

W OKLAHOMA 123 Robert . Kerr Ave., Suite 1702

/ ve., oulte
%‘g ggalﬁgal:l)t?‘lpar tment C £ 2 Oklahoma City, OK 73102-6404
Recommended Assisted Living Phone: (405) 426-8200

Resident Assessment.Eorm
All Areas Must Be Addressed, "N/A" if not applicable. Denotes r'?ems required for Admission Assessment.

%Udmission Date _
Facility Name A0 LOdO)& At~ _Hrmnd \\ Assessment Date__ | () - {() 'o93

Resident Name, _ _ Room#:._,___Date of Birth: | B

\J + e ’ &
Assessment Type (circle one): Preadmission 14 day Significant Change

DH Diagnoses and Medically Defined Gonditions:
’aﬁ ?f\u\/(oﬂ/ RUANG, (NG Cud o o LRMAUITNDYY  SUlip  apnetl, DY)

C\PO‘CHP {m/?/mh\ oo Cajore

*History of lnfect:ons and Pnor Medical History:
Chuonie els "iuu Qlerreancnie Rodden o 3D @ riumng

*List All Current Medtcat!ons and dosages (list additional medications on separate page if needed):

SLL e

*Mental / Cognitive Functional Status (G=Good, F=Fair, P=Poor, if fair or poor, describe) (circle one)
Alert INon-Alert /Oriented x Confused/Confused at Times /Forgetful Judgment@ F/P

*Mental Health History /Mental Retardation or Developmental Disabilities:

*Physlcal Functional Status {G= Good F=Fair, P=Pogr, iffair or poor,describe):
Mobllity@l FI/IP Strength.@/ F/P Gait @F/P
RangeofMotion: Full/Limited /Contractures (d escriibe)

Weight Bearing: Yes /No (describe)

Ambulatory Without Assistance /With Staff Assistance (describe)

Bedfast/Chairfast/Geri-chair /Walker IWheelchair per SelfIWith Staff Assistance

*List Number of Persons Required to Assist Resident with Activities of Daily Living to Include:

Bathing (;)j Eating g Dressing’@ Transferring Q Toileting QZS Ambulation %23

Devices/Restraints (Describe):

Side rails used? Yes |
Restraint Devices (Describe) Utilized When and Why {describe)
Oklahoma State Department of Health ODH Form No. Pending

Damca L AF"D [aleFieTatels]
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Oklahoma State Department of Health
Long Term Care Service

123 Rabert S. Kerr Ave., Suite 1702
Oklahoma City, OK 73102-6404
Phaone: (405) 426-8200

aht
M. okLAHOMA

}‘? f State Department
“PR>  of Health

Recommended Assisted Living
Resident Assessment Form

All Areas Must Be Addressed, "W/A" if not applicable. * Denotes items reguired for Admission Assessment.
Admission Date__

Facsllty\Name B¢ \—;&d{u &3( Q(VL\YKY(.« \[ \\bjﬂ_) Assessment Date C//(O/CQ\?

Resident Name__ . i | , Room#:..__ Date of Birth:__ .
Assessment Type (circle one): Preadmissio‘nj 14 day Annual Significant Change

*Disease Diagno an ically Deflned Conditions:
&Q aﬁéaM Dt inennch  HIN inSomiues ﬂpnmmm
dusorder, Clavonae Oam diverhcoading_of ceteny

*History of Infections and Prior Medlcal History:

QUnxahh . depresSioh, deimeiniia ndeerUpicume @ iakecnans

*List All Curant Medi:cjations and dosages (list additional medications on separate page if needed):

“Mental / Cognitive Functional Status (G=Good, F=Falr, P=Poor, if fair or poor, describe) (circle one)
Alert /Non-Alert/ Oriented x 3_ Confused atTimes /IForgetful Judgment: G/ F@

*Mental Health History /Mental Retardation or Developmental Disabilities:
S i3

*Physical Functional Status (G=Good, F=Fair,P=Poor, iffair or poor, describe}:
Mobnity@/F/P Strength{ G )F / P Gait(GYF /P
RangeofMotion: Fulllgimited fContractures (describe)

Weight Bearing® Yes)/ No(describe)

mbulatory Without AssistanceyWith Staff Assistance (describe)

Bedfast/Chairfast { Geri-chair /Walker /Wheelchair per Self {With Staff Assistance

*List Number of F’ersonsﬁ;quired to Assist Resident with Activities of Daily Living to Include:
Bathing i Eating_ A Dressing é! Transferring J\ 5 Toileting 155 Ambulation@

Devices/Restraintsg%ribe):
Side rails used? Ye

Restraint Devices (Describe} Utilized When and Why (describe)

Oklahoma State Department of Health ODH Form No. Pending
Long Term Care Service Page lof 2 02/2022
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QA Comprehensive Resident
Centered Care Plans &
Resident Assessments

* Intent

* Promote continuity of care

* Communication among care staff
* Increase resident safety

* Safeguard against adverse events that are most likely to
occur right after admission

* Ensure the resident and representative if applicable are
informed of the initial plan for delivery of care and
services by written summary of a 14 day assessment. This
is imperative after admission which provides a baseline
care plan.

* The care plan should strike a balance between conditions
and risks affecting the resident’s health and safety, and
what is important to him or her; within the limitations of
the care plan timeframe.




What is Person Centered Care

The facitity focuses on the resident as the center
of control,and supports each resident in making
his or her own choices.

This includes making an effort to understand:
What each resident is communicating, verbally
and nonverbally

identifying what is important to each resident
with regard to daily routines and preferred
activities

having an understanding of the resident’s life
befare coming to reside in the assisted living
facility.

Documentation

Goals, objectives and include interventions that
address his or her current needs. It must be based
on the admission orders, information about the
resident available from the transferring provider, and
discussion with the resident and resident
representative, if applicable.






Goals

EU e Uy Do

* In the event that the * Once the comprehensive care plan has
comprehensive assessment and been developed and implemented, and a
comprehensive care plan identified summary of the updates given to the

h o dent’ _ resident, the facility is no longer required
a change in the resiaent’s goals, or to revise/update the written summary of

n_._<mmmm_‘. mental, or psychosocial the care plan. Rather, each resident will
functioning, which was otherwise remain actively engaged in his or her care
not identified in the baseline care planning process through the resident’s
plan, those changes must be rights to participate in the development

; : of,and be informed in advance of changes
Incorporated into an updated to the care plan; see the care plan; and

summary provided to the _.mmﬁ_msﬂ sign the care plan after significant
and his or her representative, if changes.
applicable.



OPTIONAL PLAN OF CORRECTION TEMPLATE

Oklahoma State
Department of Health

Current Date: 7/2/2024

Creating a State of Health

Facility Name: Village Lodge of Ardmore Village

License Number: AL1002

Protective Health Services

Survey Event ID: 5YAG11

Long Term Care Service

Date Survey Completed: 6/12/2024

SUMMARY OF DEFICIENCY CIT

ED BY OSDH

ID Prefix Tag: C552

Based on: Rule not met evidenced by: failed to ensure a plan of care was developed for
three (#6, 7, and #8 and a comp assessment was completed within 14 days after
admission for one {#7) of four residents reviewed for care plans and comprehensive
admission assessments. #6 admitted on 10/18/22 annual dated 10/10/23 on 06/11/24
resident no resident care plan. #7 admitted on 05/01/24 no care plan or comp
admission assessment, #8 admited on 09/05/20 annual assessment 09/06/23 resident
required assistance of one staff with bathing. #6 #7 and #8 did not contain a care plan.

#7 did not contain a compl comprehensive admission assessment,

ASSISTED LIVING CENTER’S PLAN OF CORRECTION

Assisted Living Center's Comments: Recent clinical leadership turnover. New team has reviewed all assessments and
ensured applicable care plans are in place.

REQUIRED ELEMENTS OF A PLAN ASSISTED LIVING CENTER’S PLAN ELEMENTS
1. How will the corrective action be accomplished for Service plan/care plan for residents #6, #7 and #8 and a
those residents found to have been affected by the comprehensive assessment within 14 days for #7 these

deficient practice?

items have been completed and in charts.

- OSDH Respanse: Elementaccepted Yes [ | Mo | |

2. How will other residents having the potential to be Ali residents have potential to be affected. Team has

affected by the same deficient practice be identified? . developed new care plan form updated charts where
applicable.

OSDH Response: Elementaccepted Yes [ | No | |

3. What measures will be put into place or systemic New Move In Checklist implemented. Administrator and

changes made to ensure that the deficient practice will not | DON must sign off that there is POC and applicable

recur?

assessments on any and all residents.

OSDH Response: Elementaccepted Yes [ | Ne | |

4. How will the assisted living center monitor its Monthly audits of residents files/charts

performance to make sure corrections are sustained?

Include:

a. How the correction will be evaluated for

effectivenass;

A meetings topics on assessments and POC

Review process and revise as needed.

b. How the correction will be incorporated into the Audlts to provgde alerts {)f any needed Changes and or

center’s quality assuranc

¢. How monitoring records will be kept to evidence the

correction.

e system; and revisions.

OSDH Response: Elementaccepted Yes [ | No [ ]

5. On what date will corrective action be complet’e’d? 7/15/010_,; o

OSDH Response: Element accepted Yes [ | No

Administrator’s Signature W reqwred Date Enmjﬁat% ‘-ﬁ
DAC 310:663-25-4{F) \

If this sheet amends or adds information to a Plaii of Correctﬂn previously submitted, indicafe the/date of the
addendum and by whom it is submitted.

10032013




Addendum Date | Enter a date of addendum. ‘Submitted by Enter name of person submitting addendum.

{tems Below Are For OSDH Use Only

Plan of Correction: | | Acceptable [:lUnacceptab!e Date Cimk here to enter a date. Surveyor: Surveyor

If Plan of Correction is unacceptable, the reasons are as follows: Click here to enter text.
Facility in Compliance by: Click here to enter a date,

10012013




BG/ 26/ 2024

14:48 156882236125

The Lodge Assisted Living
@ Ardmore Village

PAGE B82/84

=g

RN

A

Phone: 5B0-223-8460 Prysigian/Healt are Provider Plan of Care
Feax: 580-223-8125
S
Resident’s Name ] " | Datelof Physlc  /HCP Visit
Physiclan/HCP Name-D-SAMPSOR: L qser| Fhone Numbe
Phyaleian/HCP Name “ | Fax Numben o

Primary Madications/PRN

Sec a,’..{—p*:d.l(wcﬂ

Parameter BE (range)/Pulsa if applicable

liﬁ’/'/(;o ‘e [K/po

Allergies (Medication, Environmental, Foocd)

Lipﬁﬁf’

Currant Tegatments:

{tc c({’hﬂff\uﬁ

o s Ty T Ty

AL T TTRATT STTR S

mT TOA TOO WO.T



BE/28/2024 18:48 15882236125

PAGE _83184

i
H
i
.
i
H

[ Residant’s Nams

Date of P

Madication Admin|stration

Hasident Assistants administer medications. A physieian/HCP r

counter medications.

Please check one:

]

iclan/HGP Visit

t order PRN and all over-the-

without staff sunarvision.

1 be kept in resldent’s room and taken

®/ May self-administer medlcations. Medicationsr

Staff-admintster the medications. Msdications:
administerad by staff only.,

gtored In a cantral location and

Diat: (Plaase indicata the diet desired from the options listed belay

Availabla Diets
Regular Diet

Available Thickened Liquids

O Nectar Thick Liquids
Q Honey thick Liquids

Daily=once,

O —
q

oid=twice

£
£

D Hou Supplements___dally _bid_tia_qid
1=thrae times daily, ¢id = four times dally

TvA TAAM EVMT Ao T (e dat® e ) TILZ AT FUAIL A T TRATT SE TR S AT

FTa Yne

R

7



Be/2a/2824 16:48 15802236125 . PAGE B4/8B4

Dateof F sician/HCP Visit

| Resident’s Name

Therapy Sefvicas

Tharapy services can b e made available to residents of dssistadli g, These services must he ordered by 2
physician/HCP to be Initiated. ;

Resident svaluation and treatment as indicated. Checkallthatar -
]:I Homea Heatth ‘ :
l:' Physical Therapy i

l___.] Occupational Thetrapy

I:l Sneech Therapy

Related to the following:

Fhis section may be comploted by tha nursa,

Assisti\a‘%ﬁ\;i es»:(!’ !O{ U(;-gf\ nf‘]{"f{'ﬁ

Other Instructions:

Appropriateness for Aseisted Living Setting

This parson's needs can be met in the Assisted Living Cente  atting. Additionally, this person does
not pose a threat to themseives or others. i

A«/‘ G 2 -2

%Idan/HCP Signature - Date

T A TOET VBT oan T TS Y An'ac'o R?PA7?7/R7 /0 NT JTAATAO ¥WPvJd



I TRANSMISSION VERIFICATION REPORT

TIME : 87/18/2B24 14:@9

NAME
v o
;{%7 M SER. # : UE3274C9JE83178

Y LT s, R
DATE, TIME AasEan 14
Fa NO. /NAME SR02205425
DURATION 98:86: 55
PAGE (5) B3
RESULT 0K
MODE STANDARD

N

A
552

\

The Lodge Assisted Living

@ Ardmore Village
Phone: 580-223-8400 thysiciam Mealthicare Provider Plan of Gare
Fax: 580-223-6125

Resident’s Name e Date of Physician/HGP Visit
Physician/HCP Name GUULS Phone Number
Physician/HCF Name Fax Numper 580 220-b425

Primiary Medications/PRN

Parameter BP (range}/Pulse if applicable

Altergies (Medication, Environmental, Food)




TRAMNSMISSION YERIFICATION REPORT

TIME : RA7/A9/2924 21:53
NAME  :

Féax

TEL :

SER. # : UB327d4C9JE83175

DATE, TIME B7/69 21:53
Fis% N0 /NAME 58A2206428
DURSTTON B Af: 55
PAGE (57 83
RESLLT oK
MODE STANDARD
The Lodge Assisted Living
@ Ardmore Village

Phone: 580-223-8400

Fax: 580-223-6125

Physician/Healthcare Provider Plan of Care

Resident's Name . Date of Physician/MCP Visit
Physician/HCP Name E1448 Phane Number

Physician/HCP Name Fax Number 586+ 22p-b426
Primary Medications/PRN

Parameter BP [range)/Pulse if applicable

Allergios {(Medication, Envitonmsntal, Food)




The Lodge Assisted Living
@ Ardmore Village

Phone: 580-223-8400 Physician/Healthcare Provider Plan of Care
Fax: 580-223-6125

Resident’s Name | Date of Physician/HCP Visit

Physician/HCP Name EU4S | Phone Number -

Physician/HCP Name Fax Number 580 - 22p-042%
e

Primary Medications/PRN

. Parameter BP {range)/Pulse if applicable

—El_lergies (Medidétion, Environmental, Food)

Current Treatments:




F Resident’'s Name R T'Darfe of Physician/HCP Visit . _]

Medication Administration

Resident Assistants administer medications. A physician/HCP must order PRN and all over-the-
counter medications,

Please check one:

O May self-administer medications. Medications may be kept in resident’s room and taken
without staff supervision.
O Staff-administer the medications. Medications are stored in a central location and
administered by staff only.,

_ | : -

Diet: (Please indicate the diet desired from the options listed below.)

Available Diets

OReguLar Diet

Availabte Thickened Liquids

 Oiectar Thick Liuids O -

OHoneythick Liquids O House Supplements  daily _ btd__ tid__ gid
Daily=once, bid=twice, tid=three times daily, gid = four times daily




"

|

Oklahoma State Department of Health|
‘ Long Term Care Service
123 Robert S. Kerr Ave., Suite 1702
Oklahoma City, QK 73102-6404
Phone: (405) 426-8200

1 h

i » OKLAHOMA
¢ State Department
NS of Health

Recommended Assisted Living
Resident Assessment Form

All Areas Must Be Addressed, "N/A" if not applicable. * Denotes items required for Admission Assessment

Admission Date

Facilitv\ﬂame’m, \—Q&cﬁfq_/ &)( Q(YL\N(YL \[ ;\\ij Assessment Date ?/ (Q /(Q\‘%

Resident Name . SR — Room#:, Date of Birth:_ i
— 7T -
Assessment Type (circle one): Preadmissio‘ﬁf 14 day Annual Significant Change

*Disease, Diagnoses an ically Deflned Conditions:
Q aﬁé}M Peivennica - HTN SO fides m,rw Lo
ru,sorcuf Clayonae r‘cu,n diverncoing of colery

*Histery of Infections and Prior Medlcal History:

G Ut , depressioh, deimendic, hdperUpicime @ ntecnan'

*List All Curant Medijations and dosages (list additional medications on separate page if needed):

*Mental / Cognitive Functional Status G-Good F=Fair, P=Poor, if fair or poor, describe) (circle one}
Alert Non-Alert/Oriented x g_ Confused atTimes /IForgetful Judgment: G/F,(P )

*Mental Health History fMental Retardation or Developmental Disabilities:
i Ak

*Physical Functional Status (G=Good, F=Fair, P=Poor, iffair or poor, describe}:
Mbbiiity@ FIpP Strengthy G AF /P Gait: F/P
Rangeof Motion: Full/Eimited /Contractures (describe)

Weight Bearing” Yes)/ No (describe)

mbulatory Without Assistance With Staff Assistance (describe)

Bedfast/Chairfast/Geri~chair /Walker IWheelchair per Self / With Staff Assistance
*List Number of Persons gﬁquired to Assist Resident with Activities,of Daily Living to Ihclude:
Bathing \ Eating__«( Dressing i! Transferring 4( ! Toileting A! Ambulationé

Devices/Restraints (Degcribe):
Siderailsused? Ye@

Restraint Devices (Describe) Utilized When and Why (describe)
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NOTICE OF CONFIDENTIALITY

If you have received this fax transmission in error, please notify the sender above. Any documents
accompanying this fax transmission contain confidential information belonging to the sender, which is
privileged information. The information contained in this transmission is intended for the use of the
individual, or organization named above. If you are not the intended recipient, you are hereby notified
that any disclosure, copying, distribution or using any of the contents of these documents are strictly
prohibited.




The Lodge Assisted Living
@ Ardmore Village

Phone: 580-223-8400

Fax: 580-223-6125

Physician/Healthcare Provider Plan of Care

Resident’s Name Date of Physician/HCP Visit
Physician/HCP Name Phone Number
Physician/HCP Name Fax Number

Primary {List All)

\'
-

U\
A\
\)-)A.

Secondary {List All)

Allergies (Medication, Environmental, Food)

Current Treatments:




Resident’s Name Date of Physician/HCP Visit

Medication Administration

Resident Assistants administer medications. A physician/HCP must order PRN and all over-the-
counter medications.

Please check one: O 6/89‘

O May self-administer medications. Medications may be kept in resident’s room and taken
without staff supervision.

O Staff-administer the medications. Medications are stored in a central location and

administered by staff only.,

Diet: (Please indicate the diet desired from the options listed below.)

Available Diets

O Regular Diet

Available Thickened Liquids

O Nectar Thick Liquids O

(D Honey thick Liquids 2 House Supplements __dally _bid__tid__gid
Daily=once, bid=twice, tid=three times daily, qid = four times daily




Resident’s Name | Date of Physician/HCP Visit

Therapy Services

Therapy services can b e made available to residents of assisted living. These services must be ordered by a
physician/HCP to be initiated.

Resident evaluation and treatment as indicated. Check all that apply: )
i Y
l. I Home Health C )

1,, | Physical Therapy

i‘ Occupational Therapy

I_j Speech Therapy

Related to the following:

This section may be completed by the nurse.

Assistive Devices

Other Instructions:

Appropriateness for Assisted Living Setting

This person’s needs can be met in the Assisted Living Center setting. Additionally, this person does
not pose a threat to themselves or others.

Physician/HCP Signature Date




