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- | practicable physical, mentatand psychosccial. |

| well-being of theresidents, according o the:

'. :3::,'apprcprsate leve) oflzbensmg Atleastone (1) |

] staff persan who has completed employee

: 'A'All licensees shall prc\rlde staffrng whlch JS : 1 the resident's. medication: They.
| also suggested the resident hold- -
| their own médication, ‘as our Med

1 Tech's are unable to- admlnaster

§ | a systemic turnaround time from
| the-written nofe 16 receiving '
-t the written order, allowing -

Schedule 1. harcotics:- There was
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G R sha!t be on’ the prem!ses at ail iimes ' :Z"ihat to oceur: Which happened to

arrive the dav the survey.took place - _: e
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{ admission to and fesidene i & assisted’ hvmg S
‘| residence be fimited 1o those individuals who -
' |'mest the definition of "restdenf‘ in accerdam:e

‘ '.;wrth §2. B(A)(St-i of this Part

o | This Requlrement is not met as ev:denced by s

| Based on record review and staff interview, it has-|-
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| resident that does not meet the definitionofa | = - | AR ! IR
| "resident’ for a singular resident reviewed for ~ | - e e

| eppropriatengss of fesidency, Resident ID#2.. 0 T e SR S
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S 'A faczhty repor‘ted sncedent sent to. the Rhode

- { Island:Department of Health.on.8/1/2026
" 1 revealed thata residentwas found on 5!29!2926
o lbatent7 A .tryzng ioentera buﬂdmg andwas
o brought back to fhe residence by the local pahce

g : Record review revealed: that Res:dent ID#2

moved info the residence in Septemher of 2022

: wmth ad:agnasis fhat includes, but is riot lirmited . 1.~ -
- Lo, ahvanoxic brain injury’ {damage ta the t}ram ;; S
- ,_;dua io the loss of oxygen) ' SR

; y Resord review reveaied that in add:taon to the '
| successful elopement.on 5/26/2026; the resident

had three successful e!npemenis from the. -

©* - | residence on 1‘Ef26!2019 8!9]2()22 -and
o[ ti2i2025

| 1 Record review revealed that an xnterventzon cfa
1 GPS (navigational system) tracker watch was m
E 'plac:e to mionitor his/her location, -

Recard review ravea]ed that the: GPS watch was

' 'malfunct;onmg and not mamta;nmg g charge

-. Durmg a suweyor Interv:ew on 6!112926 at
: approxrmateiy 1:30 PM with the resident, sihe: did

_facmty is nnt izcensedtdprowdeasecure ; ,embry BN
-'-t'careumt . ) e

| - residents will be evaluated for

~grounds, the residerit was :
| transferred to a facility with a
- secured unit on'6/4/26. Remainin

- appropriate level.of piacement
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“nheed to move to a higher Jeve] of e
| care facility with a secured unit. |
..... |- Due fo-the GPS watch failing to natify.

“the facility that the resident’ Eeft the-‘-

| within the facility and again at the : o
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not recall go:ng for a waik in the middleofthe - -

Fasllitics Regolation -
STATE FORM

B0

TIEOHT

if continuation shest 3.of B,




- PRINTED: 06/05/2036

Sl FORMAPPROVED“-
Rl Deparkment of Health ' : L L '- . _ '
'STATEMENT OF DEFICIENGIES | . | (¢8) FROVIDERISUPPLIERJGLIA -';.'3 2 MULTIPLE ccwsmucnou L R (Xa} rmesuavav :
AND PLAN OF coaaecmu _-: L IDENT]F[CATiON NUMBER: - .- 1a BU,LDENG e TEOMPLETED

: 5 ALR01308 R B--WTNG _: — — ] o622
| ';NAMEOFPROWBEROR SUFF’LIER B -:'3 7 sTREETADDRESS, oY, sm*rr—: 2P can [ SRR R
EIOIEE S - FOREST‘VENUE '
_FOREST FARM AssxSTED LIVING Lo MiDDLETOWN Ri 02842 =
(D, | o SUMMARY STATEMENT OF GEFICIENGIES | 1o 1 . PROVIDERG FLAN oF CDRREGﬂGN {0 s ]
* PREFR. (EACH DE MUSTBEPRECEDEDBY FULL. - - | \: PREFIX | {EACH CORRECTVE ACTION SHOULD'BE -~ | comPLETE
TG | . R&GULATGRY.OR:LSC IDENTiFYING INFORMA'HON) BEE - FE CRGS&REFERENCEDTG THEAPPRGPRIATE A omre )
] :g o S TR S DEF;G;ENCY) E :
- ;7_5:;3'1:(3400?!{!1’2118(} From pageS SRR RN N 5319 o .
| night or that the police broughihmfher baok to. |00
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T 'tfme I T _
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met the definition of z resident for afacifitythat - | - - | - NIRRT NICEUE I I
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| foensure the safety of aii res:dents res;dmg m the| SRR IR
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8335 Residency Reqwrement324 *iSARes:dent 8 _33..5 ol
R fRecords R o

.“-24 16. (A} Res;dent Records L s

: A Each residence shall atamimmum mamtam
the following informat:on for _ea_c;h _re_s;dent

1, Theresfdent‘sname‘ R :: SRR R B  : SENREE PRI BT &

2 The resudent‘s last address

o - 3 The riame of the person or agency
U refemng the: resadent fo- the home

P71 4 The name, Specialty {if any),. tetephmne
] number and emergency telephona Aurber.of

.| edch physician whe i3 currentiy treatmg the

. resudent
5 The datethe resldent began re&dmg inthe:
home

6. A list of medications: taken by the resudent
‘including dosage, and spedific records of
| medication admmsstranon as required by fhe
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S lfa res:cient refuses to provide the information -
lcitedin§ 2.4 15{A) 6) of this Part, ‘this fact shalE

- | be documented in the resudent ‘s service.

B agreement

"4 problems of the resident. which may be usefulin |
o Famedical emergency, mcludmg diagnastic and/or
I8 .therapeutac orders; : B

- | 'which the residant has: entrusted io the
? _remdence _ -

- <} name, address; anid telephone number of the
ilega! guardran,_ L

- | pertinent information which the- resident requests
'?the re.v,idence fo kespon record :

| . 'assessments descrz"ned in §2.4.16 of this Part;

| : :rewew as descnbed in § 2.4 16 of: this Part;”

) [n res:dences iscensed at the MZ ievel

T Wntten acknowledgments ihatthe resrdent - R
fhas sm}ned and received copies of the rights. a8, e
: ‘prowded mRI Gen Laws§23 17416,

8 Informatxan about ; any spec:f’c heaith

9 A record of personai property and ﬁznds

0., The name, address and telephone

smergency. or.death of the resident and the =

11. Any Gther heafth-reiated emergency, or

12. A copy of the. mmai and penodrc
13 A copy of the service plan and niifse

L A copy of the resrdency agreement as .

numher of & person idéntifled by thiei resudeni whé R
| should be contacted in the eventiof an.
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_ 'Factllhes Regulation;
STATE FORM

T e
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| e[ SUMMARY STAT MENTOFDEFICIENCIES =~ ) = py o F 00 PROVEDER’SPLANOFCORREGTiON "_._.'-;(ks)
| PREFIX | {EACH DEFICIENCY MUST S8E PRECEDEDBY FULL . PREFIX _{EACH CORREGTIVE ACTION'SHOULD BE . | 'COMPLETE.
CTTAG: REGU[ATORYOR z.scmzrmwme NFDRMATJON) A, - GROSS-REFERENCED TO THE APPRopmA"rE :._."'D_ATE"j :
S R U SE E N H DEFiC!ENCY) 3 IR
| "_-jS}-3'35‘; 'Conﬁnued From pages R '3: 3335 3
s '3__3-'descnbedm§2414{C}efthtsPart :'i o s
L This. Requ:rement ls‘not met as- ewdenced by R The prlnted copy _Gf VJSVE notes fcr 0'61225"_2.6._' :
- - | Based:on record review-and staff intetview, the R | -any hOSPICG;TeSident will be. ST
“residence failed fo have information aboist - - | reviewed by the administr atwe

" | team at time of receipt. The
| Office Manager, or designee will -
1 be.given a copy fo zmmedlately
-} I 'scaninto the resident record.

. RN Compliance will be momtored
o S| weekly x4, monthly x3, and

| Recerd. re\newof Re&dent ID#isrecord o ’\\; quarterly thereafter, or untzl

T _'reveaied s/he was receiving hospice services due \§ _ i'_.:ccmphance has been met

1’:0 hislher medrcal;dzagnos;s s SR L R .

i specific health problems, including diagnostic
-~ |-angior therapautic orders fora singular ressdent
| reviewed for’ hospace servrces Resndent ID #1

i '_Fmdmgs are as’ failows

Sl _Record rewew fa:ied ta reveal vfsnt notes from the S

HEAE hosplce provider in the récord oravailable onsite | -
.| forreview: The records hiad o be obtained from - 0
.1 the p_rowder for clinical review.and -updates to the
- _plan of care at the. request ef the. surveyar o

S Dunnga surveyormtemew O 612/‘2026 at
| approxiniately 10:36 AM with the. Admimstrator
- |:she.acknowledged that the record did not have -
.| the hospice provider's notes. rncorporated into. the SRR I S S
reszdent‘sreoord TR S R IR I TS TS PR AU
8»385 Resn:fency Requ:rementsZM'fCRessdent o 8385 -
= AssessmenﬂSemce Plans S

Cpaar {C) Resident Assessment and Service
| Plans:

1'G. The: Dépaﬂm'enf-approved assessment i‘orm

.| ‘or such other assessment form as: approved by
-the Department, shall be utilized in completing |

1 the assessment on each resident who s adm!tted

Efae::niltles Regulatmn : : : o : . - T
STATE FORM CL8 TIFO1 T géntinuation sheet 6 of
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| ANDLAN OFCGRRECTEON ;_: zBENnF:CATIONNUMBER ABUILDiNG _ e Y eouelETED
_ ALR01308 | Bane, e | B60212028
'- :.NAMEGFPRQVEDERORSUPPUER S S'I?‘(EETADDRESS eIy, STATE,?_!PCODE R
3 h ol 191 FOREST AVENUE o
N E L ...... _
_FDR ST FARMASSiST‘ED ZVING . MIDDLETOWN RE 028 42 R _ G : .
D .ﬁ ‘SSMMARY STATEMENTOF DEFICIENGIES = ] v gm0 PROVfDER'S PLAN oF CORRECTIQN T o

COPREFIK {0 WUSTBE PRECEDED BY FULL - -’PREFD{ S --Q(EACH CORR }VEAOTION SHOULDBE i | coma-&re- 1
e REGULATOEY ORLSC I{}ENTIFYING 1NFE}RMATIGN) e :caossr-nsye' APPRO ' | BATE.

SRR B . SR : S SRS R R DEFIC{ENCYJ

' '_'3:3-35 Cﬁﬁﬁﬁued From pageﬁ '33"f'5-: o _53-5:3;85‘?_1 BT SR :

] tothé residence; (Approved Department form is

-1 available fmrdawnleadmg onling &t IR T

- U httpdfhiealth. rlgeWformsfassessmentlAssns{edL;v; PO Rt
| ngResident pdf ). S

3 1 Assisted hvmg rresmences not antend;ng to
Use the Departm s assessment form shall o
-_'Submlt their proposed assessment forms wfch a-

© | cover letter of Intent t6 the Center for Health
-1 Facilities Reguiai:on as. spec:ifed in §2 4. G(A) of
: _-;thls Part.

R Al assessment forms shail report -

s -’-mformat;on appropriate to determine: compahblhty '

. 1'and compliance with the residency.criteria, and-

©..|-shall indicate that the'resident s nesds canbe |

| metby the assisted living residence within its |

| licensure level, and shall gather: mformahon '

-7+ | appropriate for the--development ofan.
| individualized. semce plan '

| ha The assessment farm shallbe
B desngned to demonstrate. compliahge with. the
~jassisted living. rasndence g criteria for resndency

_ b, The dssessment form’ sha!i also be -
L desngned to demgnstrate that the assisted Iwmg
- | residence can meet'the resndent‘s needs and
R 'preferences :

. 3.The assessment farm shali also be _

designed to provide information appropnate for _ o

. the developmiefit of an individualized service pian R
- |.in accordance with §2.4. 16({3)(1) of thzs Part. -

| This Requ:rement is niot. met ag ewdenced by

r-acfimesRegulabon _ B - B N T -
STATE FORM BosE TR0 i contitumion sheat 7.0f8
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" STATEMENT OF DEFICIENCIES ~ (m} PROV!DERJ‘SUPPUER!CLIA N ) MULTEPLE cowsmucnon EREL RN L)X DATE SURVEYS b
.Ath PLAN OF CGRREGTION ' IDENTIFJCAT!ON NUMBER L A BU"_DING - - COMPLETED 01
i e
S ALR01308 _ | miains. — - 06102/2026 )
'NAMEOFPRGVIDEROR SUPPLEER _ | STREET ADDRESS, CITY, STATE, ZPCoDE R
1 S 191 FORESTAVENUE
_.EOR_E_ST FARMASSISTED Lfvma o wiobLeTownR m 42 | |
- (451D $UMMARYSTATEMENTOF DEFOENGIES T B ] PROVIDERSPLANGOF con_aecmn CF ey .
o pREF;x (EAGH DEFICIENCY MUST BE PRECEDEDBY FULL - | preex | EacH CORREGTIVE AGTION SHOULD BE. . - | - COMPLETE:. |-
Lo TaG REGUIATORY@R LSC EDENTIFYING mmmmom 3 BRGE V- R CRQSS-REFERENCEDTO EAF’PROPREATE | oDATE
| : AN : S e e ¢ DEFIGIENCY)
e 5335 Continved From page 7 = 1 sas {An auditwill be conducted o 07]02]26 E
AU | Based o record review and staif mtemew lt has i ?sirggzr;}necn%?ple’[e _c.omprehenswe B
.| been determined that the residence failed fo. - I e :
1 ensure that the: comprehenszve assessments _ S L s :
were completed in their enfirety and were . | EAn audlt will HESO bﬁ ; o
acoorate, for 1 af4 resrdents rewewed Res:dent - conducted to identify residents tha_t S
D#. _ _ - “ineed:a Self- Administration of :
| R TR SRS - [ Medication Assessmen’{ Gc_)mg
Fmdmgs are. as foliows rfor.\.rvard ‘the Self-Admini
50 | Buring:a stirnveyor 1nfeiﬁ=ew on6/1/2026 4t /. lcompleted quarterly and/cr at
. [ approximately 1:30 PM with the resident; sthe . - 1 \J/. § -Signlf cant change R
-, | revealed that sfhe self-administers histher pain | % ' i
- Emedication. Thls surveyor-abserved the narcotic | NN 'Audlts for assessments above w&!l ST
tobe stored ina lacked box n the “‘?5_"36’_‘1'_ \% conducted monthly X3 and quarterly =~
| bathircom. NN X2 or until compliance has been. met.
o © - {The DNS or designee will report
| Record review of Resident D#7s f 0 | results at the quarterfy QAPI
- .| comprehensive assessment, dated 4/2/2025, B meetmg X4 o
. lindicated that the residence adman:sters T ; e
: medicatson tothe res;deni BT Dunng Inltlal assessment ofa _____ e
" Durmg &n observation of the Medication Atde she o pgtﬁl’\}ft{!ﬁi i‘g\:lsd;r;tntge&isD(gH }?sts ését
.| administered medication fo the resident.-She. - L % : fg da ch nkt tc n]‘;pbe i
. j acknowledged that she doss not providethe -+ | Om% glwgr ? ecxiist will be
- | resident with the narcotic pain medication; he!she | . |Provided indicating necessary -
! se!f,admmlsters that medication. _ - tdécumentation prior to: admnss&on STTNEN: :
o - .| Insuring thoroughness of compietlor: 5
s ..'-'Furthermore an assessment fof the- res:dent's - {of the comprehensive assessment. |
| ability to self-admzmster was.not completed as . The assessments will be eViewed
' rrequired _ by the admlnistratsve team L
' During & surveyor mtervrew an 6!212026 at B 45
- AM-with the Administrator, she was unable 20
- | provide evidence of aserrwadmxmsiratlan
_;assessment for Res;dent iD#1.
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