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A. Each residence shall, ai a minimum, maintain
the following information for sach resident

{. The sesident’s naime;
2. The resident's last address;

3. The name of the parson or agency
referving the reskdent to the home;

4. The name, specially {if any), telephone
number, and emergency telephone number of
each physician who s currently treating tha
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5. The date the resident began residing in the
homs;
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including dosage, and specific records of
medication administration as required by the
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if a resikient refuses {o provide the information
cited in § 2.4,45(A)(B) of this Part, this fact shall
be documented in the resident * s service
agreement.
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has signed and recelved coplas of the rights as
provided in R, Gen, Laws § 23-17.4-16;
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