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. confidential treatment of all information in the
. record, and the resident's written consent (or the

consent of the guardian) shall be required for the

_ release of information to persons not otherwise
: authorized to receive it.

- This State Rule and Regulation is not met as

. evidenced by.

- Based on abservation and staff interview, the

. facility failed {0 ensure only those with an
~authorized need had access to medical records

! for 2 of 2 medicat record storage rooms (storage
| yoom #1, storage room #2). The findings were:

' Observation on 11/23/15 at 8:43 AM of medical

. record storage rooms #1 and #2 in the Precious

' Memories secured unit revealed the facility

- maintenance director had key lock access.

| Further observation revealed the medical records

were not secured behind a locked cabinet, but

' located on open shelving. Interview at that time
wnth the maintenance director confirmed he had
. access {o both rooms. Interview with the

. administrator on 11/23/15 at 3 PM confirmed she
. was aware the maintenance director had access
 ta stored medical records. The administrator

' stated she was unaware of the requirement that
* only those with a need to know the contents of

- resident medical records should have access to
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i
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raoms.

A.)The facility will ensure that medical storage
room #1 and medical storage room #2 in the

Precious Memories secured unit that only '
authorized staff will have access to medical é
storage rooms. Medical storage room #1 and §

room #2 will be re- keyed by lanuary-24:2616
Maintenance Director no ionger has access to
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5055 Ch 12 Sec 7 (e)(ii) Assisted Living Facility (ALF) | S5055
Gr.tre Services
(e) Resident Records and Reports. Each
 resident's recards shall be current, organized and
. maintained in individuat folders which shall be Ch125ec?
; - made available to the resident, the Licensing )
- Division, or designated representative upon Resident Records and Reports it H
request. The facility will ensure that only authorized
‘ . . staffh i
(i} The resident shali be assured of ait have access to medical record storage
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ade avallable to the resident, the Licensing j
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statf h
(i} The resident shall e assured of ; mmsave access ta medical record storag
nfidential treatment of all information in the ; '
cord, and the resilent's written consent (or the .JThe facility will ensure that medical stofage
;| pansent of the guardian) shall be required for the reom #1 and medical storage room #2 In the
- . Pracious Memaries secured unit that anly
! uthorized staff will have aceess to medicdl
torage raoms, Medizal storage room #1 §nd
! oomn #2 wiil be re- keyed by Janvary 21,2016
X aintenance Director no longer has access to
his roarm. Malntanance Director will monitor
! 7 compliance with all present and futura
; fi.
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¢ 2 of 2 medical record stors
om #1, siorage room #
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