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1o require the initials of the individual
who has administered the medication.
Formal training and discussion regarding

(D} Name and descriptipn of the this procedure took place on 02/20/14. |
| medication, inctuding prescrib?d dosage; X

o (C) Name and telephong numbar of the
| ¢ primary pharmacy;

ik _
ifld . .
,, (0 RECEIVED  pranbeo: garapors
' WY Dapt of Hoalik FARM APPROVED
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k5 ERGEE) -
NAME QHPROVIDER OR SUPPLIGR STREET ADDRESS, CITY, SrATesZIR coBy
i | £30 NORTH MAIN STREET
AGAPH,MANOR INC | BUFFALO, WY 82834
T MENT OF ' ’ ' PROVIDER'S PLAN OF CORRECTION L
éﬁ%—% d (E}\Csikl B“é‘,ﬁg,‘{gﬁéﬁfﬁﬂg%.?;.? g:a%EBCI;ESFULL i pngle {EACH CORRECTIVE ACTION SHOULD BE ! col\slm.)a*ra
Tas REGULATORY OR L.5C IDENTIFYING INFORMATION} ! TAG GROSS-HEFERESIEFEI%EQNJ‘:E APPROPRIATE ; PATE
: | = !
s e Ss049 —
580 i ) (i{']ulz gec 73(“)(!)(!\34() Assistad Living Facility 56040 Effective 02/24/14 all resid en&{{s ,
| (ALF) Core Service including #4, #10, #19, #23, MARs
i (d) Medications, have been edited to include %1]1
i () An individual record shal be kept for sach information required in Chap 12 Sec 7
' i) An individual record shall be kept for eac NeA TN - .
it ' resident, recording any prescription drugs (d)(D(A-K) ’ l;n cluding but not limi mfld
' administered by the facility. This record shall to the physician phone number, name
l‘,  include: of pharmacy and phone number of
) pharmacy. i
"-51 {A) Name of resident; p— - i
I (B) Name and telephong number of As ¢f 03/013’]5}/)&16 procedure for i,?/ { / f'7*
Ifl ~ primary physician; i fillingoui-the"MAR has been updated
I
11:
|

The Resident Care Director, LPN, and RN
. will all be periodically checking jw
(F) Quantity; MARs for adherence to the current
procedure. : w‘
Review of the MAR form and the
procedure will be reviewed annually

{E) Dosage admlnisteréd;

(G) Times and dates administered;

|
{(H) Method of adminlat"tation;

Basad on observation, medical racord review,
and staff interview, the facility falled to ensure the

Health Licensing and Surveys and the

! (1) Any advarse reactions to the during the Quality Assurance review. .

il medication; i ©02117M
} (1) Signature of ficensed staff S5067 : ]

| admintstering medicatlon; ang Effective 02/20/14 a copy of the updat

I () RN review date ang signature. Grievance Procedure has been posted in

‘1 the entry way of Agape Manor, Inc. Tile

I This State Rule and Regulatign Is not met as Grigvance Procedure includes current

I evidenced by; i contact information for the Depariment of

I 'l

i ,i

¥ WY Ombudsman local representati
i l
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contained the required Informal ion, Information
- was lacking in the individual records for 4 of 4
i gample residents (#4, #10, # 19, #23) who's
1 medications were administared by the Facility.

| The findings were: !

-
| ;

} | medication administration racords (MARs)
|

it . @t 7.45 AM showed certified medication aide
{C-MA) #1 adminiatered a pre-labelad packaga of

il! medications to resident #10. The resident's
name, the madication names and doses, and the

| pharmagy information was labeled on the

| package. After administering the medications, tha

¢ C-MA documented in the madication fog book

Il that she had given the residents “A.M."

i medications. Review of the mjdicalion jog book

! showed ithad a list for the day|of all the residents’
. names and a place to initlal for "A.M,, Noor, P.M,,
i NOG [nighf], PRN [as nacessary], and olher."

. This documant did not includa the specific

- medications for the resldents, i

- Review of the Individual recosz for residant #10,
L, #4, #19, and #23 showed the MARs for January

1 and February 2014 had specific medications

! listed with the doses; howaver| thera ware no

4 initials to show who had administered the

11 medications. Instead there was an "x" In aach

. box. Additianally, the individug; resldent MARs

I falled to Include the physician phone number, and
- the name of the pharmacy and the pharmacy
phone number. Interview with the C-MA, who was
| also the resident care director on 2/11/14 at 3 PM
i varifled the system they wers qlsing failod to

1 document ali the required information on the

! MARs in the individual records,

{48) I SUMMARY STATEMENT OF DEFICIENCIES | PROVIDER'S PLAN OF CORRECTION .
PREFX: (EAGH DEFICIENGY MUST BE PREGECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE  * COMPLETE
el REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] i . . LEFIGIENCY)
; Fhe-6iri ' i
} . R o
$504% Continued From page 1 . 55049 | changes in state requirements will be

i Obsarvation during a medlcaﬂin pass on 2/1114 |

reviewed annually by the Resident Care
Director and the Executive Director
during the annual Quality Assurance
review.

0202001
85072 e |
Effective (02/27/14,) a Registered
Dietician will"b&gin visits to Agape
Manor, Inc. each month, { .?_\
New residents or residents with
dietary changes requiring special
needs, inchuding #4, #12, #17 #109,
will be reviewed by the RD each
month.

The RD will be coniracted to visit
Agape Manor, Inc. at a minimum of
once monthly to review residents’
dietary needs and the competency of
the dietary staff. The RD will oversés
. all therapeutic and/or modified diets
“and provide guidance related o
: dietary services. The RD will review
rall - new  residents’ dietaty
‘requirements. There will be formal
 training for necessary kitchen and
“nursing staff members after the RD
| visit, .

——

P.2718

J The RD. will meef with_the Kitchen

E
r
|
|

fopt of Hlealin, Aghg Dvision, Haalthcar? Tieansing and Gurveys

|
i
4
]

wifpager each month o, JeviEW,on 20r10
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FORM APPROVED
ara Llcensing and Survaeys 7 , —
MTOF DEFICIENCIES | (X4} PROVIDER/SURPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
Y A OF CORRECTION IDENTIF] FAT[ON NUMBER A BULDING: GCOMPLETED
ALFoi 8 WING _02/11/2014
NAME G PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP GODE
‘ 830 NORTH MAIN BTREET
AGAP 'LMA“"R INC | HUFFALO, WY 82834
SUMMARY STATEMENT OF Di:IGIENGIES ow PROVIDER'S PLAN OF CORRECTION L )
{EACH REFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GCORREGTIVE AGTION SHOULD BE . COMPLETE
REGULATORY OR LSC IDENTIFYINGI INFORMATION) TAG GROSE-REFERENCED TO THE APPROPRIATE ;DA
DEFICIENCY) :
g - ! 5087 S5049— -
jg\ Continued From page 2 - Effective  02/24/14 all resident’s,
%71 Ch 12 Sec 7 (g) Asslsted LivlnT Facility (ALF) 58087 including #4, #10, #19, #23, MARs
I Core Services have been edited to include all
| (g) Grisvance Procedure. ThF written grievance ° mfo.rmatlon 1‘.equ1rc'd in Chap 12 Sec 7 !
., procedure shall be posted in a consplcuous place | (&)(1)(A-K), including but not limited 9 ,
| within the facility. [ to the physician phone number, name
' This State Ruie and Regulation is not met as of pharmacy and phone number 'Of
i avidenced by pharmacy.
' Based on observation and staff interview, the !
ili facility failed to post the written grievance L
¢ precedure in a consplouous plgce within the l AS of 03/01/14 the prf’“"d“"" for
| facitity. The findings were: i : ﬁlhng 91.“; the M!’}R has been upda;ed
I 3 to require the initials of the individial
! Reviaw of the undaltaa fﬂa'gef“t policy and ] who has administered the medication
; procedures manual showed if & resident had a P o ; oo ? .
© grievance or complaint they shibuld speak with i qual tralnlng and discussion regard:ng
't the administrator and tegether they would this procedure took place on 02/20/14, }
© complete the report. The information contained in ] ;
| the written policy and procedure Included contact The Resident Care Director, LPN, and RN
i information for the State agency to be contacted If will all be periodically checking the
' problams were not resolved thyough the facility MMA ' g‘
i administration. However, the State agency Lf?[;s for adherence to the currr nt
i contact Information address was outdated and procedure. !
i not correct. In addition, the wriaen grievance . C
| procedures were not posted in/the facility other Review of the MAR form and the
than in the medicaliolnfntgges rea, where procedure will be reviewed annually
'\ resident's were not allowed. interview with the during tl i ;
i resident care director on 2/11/}4 al 325 PM ring the Quality Assurance review. “THTT
I verified the procedures ware nat posted in an -
It area where residents could see i, :
g | 55067
/ h Ch 12 Sec 7 {})(1} Assisted meg Facility (ALF) 55072 Eft;.‘ective 02/20/14 a copy of the updated
: Core Services | Grievance Procedure has heen posted in
o | the entry way of Agape Manor, Inc. The
| ' (i) Food Service and Nutrition] f Grievance Procedure includes currént
I[F (iy Assisted Living Fac!litia}ﬁthat chooseto contact information for the Department of
I: admit residents who need therapeutic or ! Health Licensing and Surveys and the
| WY Ombudsman local representative. i

Wyommg' Papt of Healih, Aging Division, Healihcar? Licansing and Survaya'
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PRINTED: 02/14/2014
i FORM APPROVED
vays .
(1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
INENTIFICATION NUMBER. A BUILDING: COMPLETED
ALFOR2 B, WING 0211112014
STREET ADDRESS, GITY, STATE, ZIP CORE
830 NORTH MAIN STREET
~ BUFFALO, WY 52834
SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORREGTION P K8y
{EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | GOMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENGED TO THEAPPROPRIATE AT
DEFICIENGY) i
myils 51\“.‘11 o uu , K
¥ Continued From page 3 85072 assigned. :
¢ mechanically modifled diets must emplay or |
© contract with a Registered Dietitian who shall The CDM will be checking he
! approve writlen menus and dlatary modifications, . h ' Kl tE
Il approve special dist needs, plgn individual dlets, kitchen area weekly FO ensure all
| and provide guidanca to dietary staff in areas of weekly/monthly cleaning checklist
Itl preparation, service, and mc?nl oring. The i items are items are completed : ln
1 frequency of visits is delermined by the residents'
Il needs and the compstency of the dietary staff but addition to ensuring safe food storagc
ili must include at ieast a monthly onsite review of requirements. [
- dislary sarvices. i '
| This State Rule and Regulatloﬁ i3 not met as Al;]il clezuung. schedules  will ib ©
¢ evidenced by: eveluated during the annual Quality
:  Based on medical record rawew and staff Assurance review. c02/22
| interview, the facility falled to employ a contract \
it Registered Dietitian (RD) to oversee therapeutic S5088 ;
{4 andfor modified dists, and to provide guidance e
' related to ditary services. There were § of 23 :
{gsit‘tlﬁimds (m #15'!. #1f3. -ﬁ]"s #1'19) 1?9 facﬂéty On 02/21/14 we developed a Quality
e antimed with grders Tor Qiabatic oriow sodium L . iof
' dists. The findings were: Assurance program 1o 1_dcnt1f3{ aIea.slpf
. concern. The QA program will utilize
Review of the physician orders showed the monthly resident council meeting
fUHQWing rasidents had diabetlp diets: mlnuteg rESIdent Satl fa on
{i; #4 had crders dated 6/14/10 ’ I ls itl " surveyv.
i #12 had orders dated 8/1/13 any grievances/complaints, tc.
¢ 17 with orders dated 8/1/13 :
| #19 had orders dated 6/12/13 | The Executive Director is responsitile
In addition, resident #13 had physician orders ; for mmd“‘,latmg thlc program. ) An
| dated 3/29/13 for a "No eddedsatt, Low Sodium” annual review of the WY Assisted
i diet. Interview with the adminigtrator on 2/11/14 at | Living Rules and Regulations wijll
i 12110 PM verified there wae not an RD that " clarifv in :
It worked with the facility relatedto the therapeutic ; i atrh y futureta requ., emenifs or changes
[I" diats or to provide a monthly chelte review of the  to the current requirements, |
il dietary services. i X
i | The Executive Director and the
Sﬁ(ﬂ .'IﬁI Ch 12 Sec 7 (){v) Assisted Living Facliity (ALF) | 86076 - Resident Care Director have added the
i Core Services = | “QA program to their annnal calendars.

(1]
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il FORM APPROVED
Heaithdare Licanslig and Surveys ,
STATEMENT OF DEFICIENCIES {%1) PROVIDER/ISUPPLIER/CLIA (X2) MULTIFLE CONSTRUGTION (X3) DATE S8URVEY
AND PLAN OF CORRECTION 1 IDENTIFIGATION NUMBER A BUILDING: COMPLETER
; “ '
ik ALEDZ2 B WING 02111/2014
NAMEQ] j.i[PROVIDE.R OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
Iy , 830 NORTH MAIN STREET
AGAPE,MANOR INC ! BUFFALO, WY 82834 |
(ol SUMMARY STATEMENT OF DEFICIENGIES w o PROVIDER'S FLAN OF GORRECTION Lo
PREFIY! (EACH DEFICIENCY MUIST BE PRECEDER BY FULL PREFIX | (EAGH CORREGTIVEACTION SHOULDBE | ‘GOMPLETE
™G || REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG GROSS-REFERENGED 7O THE APPROPRIATE | DATE
1l ' DEFIGIENCY) :
86078 Co ed Frol 85078 1 o )
.i Continued From page 4 review the QA process annually and
see if it can be improved upon, 02/21/14

Ao e

(i) Faod Service and Nutrition.|

|
{v) Individugls with food prgparation
responsibilities shall be in goud health and shall
practice safe food handling tacnriques in
accordance with the currant edition of the Food
Code published by the U.S. Public Health
Sawvice, Food and Drug Adm‘ln?stration.

I This State Rule and Regulation s not met a9

i evidenced by. ‘

! Based on observation and. ataf} Intarview, the

I facllity failed to ensure a sanitary gnvironment in
ihe kitchen related to food storpge and

| cleanlingss. The findings were|

| 4. Observation on 2111714 at 7:30 AM showed
g raw chicken, raw pork roast, and a "fully cocked"
| ready-to-eat ham ware all placbd on tha sama
| tray thawing in the refrigerator, Each type of meat
. was packaged; howaver, they paere not separated
| as required, Interview with cook #1 at that time
| varified the foods should be separated.

|

l!

i According to Food Coda 2013 U.S. Public Health
4 Setvica, 3-302.11 "(A) FOODi
' from cross contamination by: |
(1) Separating raw animal FQODS during
«  storage, preparation, !
i . holding, and display from:

{a) Rew READY-TQ-BAT FQOD
including other raw animal
| FOOD sueh as FISH for sushilor MOLLUSCAN
1. SHELLFISH, or other raw READY-TO-EAT
1 - FOOD such as fruits and veggtables, and
(b} Cooked READY-TD-EAT FOOD;. "

hall be protected

| following items/equipment were identified as

S5089

As of 02/21/14 Agape Manor has
amended  their policies and
procedures to include a. Disciplinary
procedures regarding substantiated
cases of resident abuse. b.
Notification of change in condition of
resident ¢. Identification of change in
resident’s condition d. Notification of
change in established per
diem/rate/charges/fees  e. Outside
contractual responsibilities. |

i
i
¥
b

7:30 AM showed the

'

| Annually the Rules and Regulations

| will be reviewed to insure we have all

‘the required written policies and
procedures in place. |

All policies and procedutes will be
evaluated during the annual Qualily
ASsurance review,

02/22/14

i
1

|
|
|
l
I

&p1 of Haallh, Aging Divison, Haakhcarg Licensing and Survaya
: FBRM ‘
1
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|
‘ PRINTEL: 02/14/2014
|

) a. Three ceiling vents and the surrounding I
g' celiing tiles located in the production area of the |
1" Kitehen. These vents and tiles had accumuiation i
il of dust.

: b. The hood vents located above the range
| had a thick accumulation of dugt and grease.
{ ¢. The range top burners were crustad with
+1 burned and spilled food i 1
d. The interior of the refrlg[Trator and freezer :

FORM APPROVED
nsing and Surveys ‘ ‘
NT OF DEFICIENGIES (X1) PROVIDER/SURPLIERIGLIA 1X2) MULTIRLE GONSTRUGTION {X3) DATE SURVEY
: IDENTIFICATION NUMBER A BUILDING: COMFLETED
ALF0%2 B WING D2/11/2014
1 ;PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
' B30 NORTH MAIN STREET
BUFFALO, WY 82834 _
SUMMARY STATEMENT OF DEFIGIENCIES D ‘ PROVIDER'S PLAN DF CORRECTION [
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GBMFLETE
| REGULATORY OR LSC IDENTIFYING INFORMATION} Y CROSB-REFERENCED TO THEAPPROPRIATE | DATE
l 1 Il { REFICIENCY) l
o i i j t * i ‘ i
78 Continued From page 5 | | $5076 *
i neading to be cleaned: i i

it units had food crumbs and debris on the shalves ;
1 and the floors of the units ;

e. The convection oven and the standard

i oven inferiors were unclean with burned black

1 food accumulation in the bottoms and o {he

| sldes of the ovens. l

! interview with cook #1 on 211114 at 8:40 AM
' varified there was not a cleanlmg schedule for the |
it kitchan, She stated the kitcher staff cleaned as

i needed. At 12:10 PM that day,ithe administrator !
i verified there was not a cleaning schedule for the |
1 kitchen; further, the calling vents woutd need to
be scheduled with maintenanqe 1o be cleaned.

According to Food Code 2013] LS. Public Heath |
il Saervica 4-601.11 Equipment, Food-Contact

: . Burfaces, Nonfood-Contact Surfaces, and
Utensils. "...(C) NonFOQD-CONTACT
SURFACES of EQUIPMENT shall be kept free of
an accumulation of dust, dirt, FQOD residue, and
other gebris."

J 1
qg8 Gh 12 Sec 7 (I)(I){A-D) Assistad Living Facility 85088
i {ALF) Core Services :

(i Quality Improvemant,

(i) The facility shall have an active quality 1'

7 apt of Health, Aging Divialoh, Healthcarp Licensing and Sunveys
‘RM &40 MFJL11 If continuriion shes! Gof 10
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| PRINTED: 02/14/2014
i FORMAPPROVED
HealtPeare Licensing and Survevs ] _ :
STATERENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA 062) MELTIPLE CONSTRUGTION (X8) DATE SURVEY
AND PLAN OF CORREGTION IENTIFICATION NUMBER: 4 BUILDING: COMPLETED
ALF022 B. WING _ 02111/2014
NAME- -. PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZIF CODE
i 830 NORTH MAIN STREET
1
AGARE MANOR ING ! BUFFALO, WY 82834
BUMMARY STATEMENT OF DEFICIENCIES | D ‘ PROVIDER'S PLAN OF CORRECTION L
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
BEGULATGRY OR LSC IDENTIFYING INFORMATION) | 7AG . CROSG-REFERENCED TO THE APPROPRIATE  ~ OATE
DEFICIENCY)
‘ )
s5088 Continued From page & 86088 | ;
. ' improvement program to ensyre effective : ;
[

utilization and delivery of r.esi:;lan‘t care services.
i

(A) Amember of the f#c‘llity‘s staff shall be ;
desighated to coordinate the Fuality improvamant '
program.

(B) The quallty ImprovLmen't program aharl'
encompass @ review of all services and programs ,
provided for all residants. Ttie program shall :
have;

(1} Awritten descri p,t’ion;
(1) Problem arens|identified; i
(1Il} Monitor identification; L
(IV) Frequency of monitoring; }

|

(V) A provision requlring the fagility 1o
complete annually a self ass essment survey of
compliance with regulations and 1

I
1

(V1) A satisfaction survay shall be
provided to the resident, resident's family, or
resident's responsible party at least annually.

(C) Problems identifizd during the anfhual
survey or the guality Improvement process shall
be addressed with appropriate written corrective
actions. :

(D) The quality improvement prograrn shall!
be re-avaluated at least anpually. ;

i This State Rule and Regulption isnotmetas
1 evidenced by: :

] i : ‘
Wyofigng Dept of Vi, Aging Diviglon, Hesltpeare Ticensing and Surveys ’
seud MFJLH It continuntlon shagt 7:of 10
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FORM APPROVED

(X1) PROVICIERISUPPLIERICLIA (¥2) MULTIPLE CONSTRUCTION N (X3} DATE SUARVEY
IDENTIFICATION NUMBER A BUILDING COMPLETED

ALF022 B. WING 02/11/2014

STREST ADDRESS, CITY, GTATE, ZiP CODE
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BUFFALO, WY 82034

D
{EACH DEFICIENCY MUST BE P EGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULP BE
REGULATORY OR L3¢ IDENTIFYING INFORMATION) TAG CROSSREFPERENCED TO THE APPROPRIATE

DEFICIENCY)

SUMMARY STATEMENT OF &EFIGJENC[&B PROVIDER'S PLAN OF GORRECTION |
]

! - . 1
I

!

|

|

i

088 Continued From page 7 | $5088

Based on review of quality prégram information
and staff interview, the facllity failed 1o develop a
quality program o ideritify an monitor areas of
resident services and programs. The findings
were; ‘ 1

" Review of the facllity guality grogram information
 showed It was not comprehensive. The 2012 and :

2013 Information consisted of annual satisfaction

surveys of residents and famjlies, Interview with -

the adminiatrator and the resident care directar

on 2111714 at 3:25 P\ verified the program did

not have specific arsas identlfied to monitor. The

adminlsirator stated the facility was small and

there was frequent informal monitoring of rasident

senvices. She verlfied the process needed to be

developed into & formal written process.

689 Ch 12 Sec 7 (m)()(A-R) Asslsted Living Facility . 86088
_(ALF) Cora Services

_(m) Facility Policles and Prq cadures. )

procedures that are availablp to ragidents and

(i) Management shall develop policies and
staff, Including but not limiteﬁ to:

{A) Resident rights,

(B) Diselplinary procedures surrounding : i
substantiated cases of resi [ent abuse; )

and discharge of residents;

(C) Admission, transrer. bad held days,

() Medication man#gement: !
(E) Emergency are of residents {Including :
missing resident, blizzard, water outage, eto.)

p Dept af Heatth, Aging Division, Healtfears Licensing end Suiveys
! FORM o MFJL1T If centinuatlon shast & of 10
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i
[

! FORM APPROVED
jpare Licensing and Surveys _ _ _
STATEMENT OF DEFICIENCIES (X1} PROVIDERISURPLIER/CLIA {x2} MULTIPLE GONSTRUCTION (%3) DATE SURVEY
N OF CORREGTION IGENTIFICATION NUMBER: A BUILDING: GOMPLETED
|
ALF022 B, wiNG 02/11/2014
| PROVIDER OR SUPPLIER i STREET ADDRESS, CITY, STATE, 2IP GORE
A 830 NORTH BMAIN STREET
P C
AGARIE MANOR IN BUFFALO, WY 82834
(X4) 1 ¢ SUMMARY STATEMENT OF DEFICIENGIES 13! ' PROVIDER'S PLAN OF CORRECTION } o)
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| accounts;

l: : (L) Personnel policles 3
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and
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in resident's condition.

This State Rule and Regulation is not met as
evidenced by
Based on document review and staff intarview,
the facility failed to ensure all required policy and
procedures were developed. The findings were:

: Review of facllity policies and proceduras, and |
¢ Dapt of Health, Aging Dlvislon, Healthcale Liconslng and Surveya
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| resident.

interview with the administratd
director on 2/11/14 at 3.25 PN
following raquired policy and f

available, and had not been developed:

a. Disciplinary procedures
substantiated cases of reside
b. Nolification of change |

¢, identification of changd
conditian.
d. Nofification of changa i
diem ratefcharges/fees.

e, Qulside contractual responsiblities.
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