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Residential Care Services
Investigation Summary Report

Provider/Facility: PARK VISTA
RETIREMENT& ASSISTED LIVING
COMMUNITY
License/Cert.#: 1810

Provider Type: Assisted Living Facility

Compliance Determination #: 56097

Intake ID: 166651

Investigator: Nikolas Jennings

Region/Unit #: RCS Region 3 / Unit D

Investigation Date(s): 03/13/2025 through 03/24/2025
Complainant Contact Date(s):

1) Quality of care/treatment- Medications being delivered incorrectly
2) Resident/patient/client rights- HIPAA documents being left in other resident rooms.

Allegation(s):

Total residents:
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Identified staff
Nursing staff
Family members
Memory care director
Executive director

Interviews:

Medical records
Grievance log
Facility policies
Staff training records

Record Reviews:

1) Quality of care/treatment- Medications being delivered incorrectly.  Interview revealed staff
have been "pre-pouring" medications and bringing up multiple cups at the same time.  This is
against facility policy.  Staff are also failing to adequately document when a medication is not
given per alert charting, which is also facility policy.  Failed practice identified.

Investigation Summary:

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



2) Resident/patient/client rights- HIPAA documents being left in other resident rooms.  "Stamp
book" was found in another residents room, however the book did not have any protected health
information on it.  Based off observation, interview, and record review there is insufficient
evidence to substantiate failed practice.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: PARK VISTA
RETIREMENT& ASSISTED LIVING
COMMUNITY
License/Cert.#: 1810

Provider Type: Assisted Living Facility

Compliance Determination #: 56097

Intake ID: 170860

Investigator: Nikolas Jennings

Region/Unit #: RCS Region 3 / Unit D

Investigation Date(s): 03/13/2025 through 03/24/2025
Complainant Contact Date(s):

1) Quality of care/treatment- Medications being given incorrectly
2) Resident/patient/client rights- Medication technicians are not telling the resident which
medications they are taking.
3) Nursing services- Medications are delivered late
4) Resident/patient/client neglect- Facility failed to obtain medication.

Allegation(s):

Total residents:
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Identified staff
Nursing staff
Family members
Memory care director
Executive director

Interviews:

Medical records
Grievance log
Facility policies
Staff training records

Record Reviews:

1) Quality of care/treatment- Medications being delivered incorrectly.  Interview revealed staff
have been "pre-pouring" medications and bringing up multiple cups at the same time.  This is
against facility policy.  Staff are also failing to adequately document when a medication is not
given per alert charting, which is also facility
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policy.  Failed practice identified.

2) Resident/patient/client rights- Medication technicians are not telling the resident which
medications they are taking.  Interview with residents shows that they are often not told the
medications they are taking.  Interview with staff shows that the act of "pre-pouring" medications
is taking place which likely leads to the medication technician being unaware of what medication
specifically they are giving.  This act is against their policy.  Failed practice identified.

3) Nursing services- Medications are delivered late.  Interview with affected residents showed
that medications were generally within an acceptable timeframe, although occasionally they
arrived late.  Based off interview and record review, unable to substantiate failed practice.

4) Resident/patient/client neglect- Facility failed to obtain medication.  Physicians order revealed
that medication was ordered on 02/27 and the order was implemented on 03/06 on the
medication administration record.  The drug was not obtained from the pharmacy until 03/12.
Failed practice identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: PARK VISTA
RETIREMENT& ASSISTED LIVING
COMMUNITY
License/Cert.#: 1810

Provider Type: Assisted Living Facility

Compliance Determination #: 56097

Intake ID: 168671

Investigator: Nikolas Jennings

Region/Unit #: RCS Region 3 / Unit D

Investigation Date(s): 03/13/2025 through 03/24/2025
Complainant Contact Date(s):

1) Quality of care/treatment- Medications being delivered incorrectly
Allegation(s):

Total residents:
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Identified staff
Nursing staff
Family members
Memory care director
Executive director

Interviews:

Medical records
Grievance log
Facility policies
Staff training records

Record Reviews:

1) Quality of care/treatment- Medications being delivered incorrectly.  Interview revealed staff
have been "pre-pouring" medications and bringing up multiple cups at the same time.  This is
against facility policy.  Staff are also failing to adequately document when a medication is not
given per alert charting, which is also facility policy.  Failed practice identified.

Investigation Summary:

Conclusion / Action:

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

N/A
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