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$6054; Ch 12 Sec 7 (e)(INA-K) Assisted Living Facillly
. (ALF) Core Services

(e} Resldent Records and Reports.  Each
resident's records shail be current, organized and
maintained In individual folders which shall ba

i made available to the resident, the Licensing
Divisian, or designated representative upon

i request.

i () Each folder shall inciude the following:
!

{A} Information from the referring agent, if
+ applicable,

(B) History and physlcal performed by ]
- physician or physician extender;

(C) Individual admission form. The form
- shall, at a minimum, contain the following
information;

i () Full name of resident and former
address,

{1} Date of admission;

; () Sex, race, date of birth, social
: sacurity numbet, and former occupalion;

, (IV) Nams, home address, and
; telephone number of relative, friend, Power of
Attorney, or guardian;

: (V) Name, address, and telephone
" number of resident's personal physician, dentlst,
" ophthalmologist or optemetrist;

(V1) Medicare number of other medical
insurance identifying data;
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{VIl) Awritten Inventory of all personal

possessions; however, this inventory need not 5
include personal clothing. :

(D) All accidents, Injuries, Incidents,

. llnesses, and allegations of abuse, neglect or

- exploitation shall be reported to the resident's

_family or responsible party and be documanted in

- the Individual resident racords. All such
ocourrences shall alse be reported to the

- appropriate entity for follow up and resolution.

" Reports of afl incidents affecting the healith,

- welfare or gafety of a resident shalt be provided to

: tha Licensing Division immediately (within one

: buginass day). Reporting shalt be done by
lelephone or fax. The facility's investigation of

» the incident shaft be reported to the Licensing

" Division and the Long Term Care Qmbudsman
within five (5) working days. Documentation to
stpport the faclity reporting the situation and
fallow up must also be present in the resident

- records;

) (E) An accounting of all personal funds
: deposited with and disbursed by the facility;

f} Upon written authorization of a :
cliant, the facillty must hold, safeguard, manage :
* and account for the personal funds of the client.

{(1.) The facllity must deposit any
. personal funds in excess of $100 in an interest
- bearing account.

; maintain a system that assures a full and
, complete and separate accounting according o
. generally accepted accounting principies of esch

: &
i (2.} The facllity must eslablish and |
resident's parsonal funds entrusted to the facility. |
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: (3.} Upon the death of a resident with

; @ parsonal fund depoesitad with the fagility, the

. faciity must convay, within 30 days, the resident’

- s funds a final accounting of those funds, to the
individual or probate Jurisdiction administering the 1

. resident ' 5 estate,

{4.) The factlity must not impose a
charge against the personal funds of a resident
for any item or sarvice for which payment is made
under Medicald or Medicare except for appilcable
deductivle and colnsurance amounts.

{F) A signed copy of the resident's rights;

{G) The resident's assessment and
individualized aseistance plan,

{H) Copies of all applicable resident
assistance contracts, signed by both parties;

(I Written acknowledgment of the receipt
_and explanation of all facllity policles including
admisslonidischarge policies,

{J) Copy of all ALF 102's; and

{K) Copy of outside contractual
* responsibilities, if applicable,

This State Ruke and Regulation is not mat as
evidenced by:
Based on chservation, medical record review and
staff interview the facility falled to report incldents
involving resident health, welfare or safely fo the
- Licensing Division In a timealy manner for 2 of 2
sample residants with observable ihjurles ({#23,
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: #27). The findings were:

1. Observation on 6/4/14 at 1 PM showed
rasident #28 had dark brulsing to the left side of

* higfher face, and a line of sutures on the left ear.
Nurse charting datad 6/1/14, timed 4:09 PM,
revealed the resident had fallen that moming, and
had a laceration to the left ear that required
treatment at the emergency room. Revlew of

; Licensing Division records revealed the facility dld

. not report the incldent until 6/4/14,

. 2. Ohwervation on 8/4/14 at 3:14 PM showed
rosident #27 had a scabhed area and hematoma
over hisfhar left eye, and bruising that extended
below the left eye. Nurse charting dated 5/31/14,
timed 4:52 AM, revealed the resident claimed to
have fallen cut of bed and sustained a contusion

' ta the left forehesd, with an "abrasion to center

- area of lump." Review of Licensing Division
records revealed the facility did not raport the
incident unti 6/4/14.

- 4. Interview with the facility administrator on

' 65114 at 1:05 PM confirmed the incidents had not
been reporied to the Licensing Division untll
/4114, and should have been reported within one
businass day.
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Documentation of incidents for
residents #26 and #27 are comple%
and were submitted to the state.
submission to the state came past
time prescribed in Chapter 12 b

¥
before the finding of the surveyors. |

j=)

A review of previous incidents fron
Jannary 2014 to present reveals al
other resident incidents were reporte

propetly,

_

A procedure is in place for th
reporting of incidents to th
Administrator ~ and  for  the
Administrator to report appropriatel
to the state. In this case th
Administrator failed to f{ollow th
procedure resulting in the lat
repotting.

L4 A 9

|
1

To ensure the process is followed th!
Wellness Director will follow up aft

incidents are reported to  the
Administeator to make sure necessar'}'
incidents are reported to the state.

These corrective actions are currently
in place and took effoct June 4™ 2014.,
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