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Completmn -

“RULES (CRITERIA)

" PLAN OF CORRECTION

Date

 ' X

§11-100.1-15 Medications. oy

All medications dnd supplements, such as vxtamms

 minerals, and:formulas, when taken by the resident, shall - .
‘berecorded on the tésident’s miedication record, with date, '
time, name of drug, and dosage:initialed. by the care gwer b

.| FINDINGS 4 oy
‘Resident #1 - "Acetammophen 500 mg tab Take 1-2 tabs s

a - orally-every 6-hours as needed" ordered:9/2/21; however, | '
|- thenumber of tablets was not indicated- when the Do

medxcatlon wag: taken on 9/3/21 at 8 am,

" PART 1 )

.02'1;_*3_1_;_2,‘ S
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-prescription bottle 1abe1 miatches the scrlpt
B ,Emedlcatlon and MAR -

RULES (CRITERIA) PLAN OF CORRECTION T Completion |
| L : . Date ‘
§T1-100, oI5 Mg_d_lqa_n@s_(m) o PART2 =
| Alb'medications and supplements, such as v1tamms . o
| minerals, and.formulas, when faken by the' ‘residetit, shall be L ‘
| recarded on- the-residenit's medication- record, with date, - 'ﬁ‘; . s S . : :
_ txme, pame of drug, and: dosage mxtlaled by the care gnver o,
| D R USETHIS SPACE TO EXPLAIN YOURFU’.[UR“E
FINDINGS | B “PLAN: WHAT WILL YOUDO TO ENSURE THAT
Resident #1 - "Acetammophen 500: mg tab Tak G -2:tabg. | . IT DOESN’T HAPPEN AG AIN" PR
| orally every 6 hotirs as-needed” ordered 9/2/21; ‘however, . -
the:nimber:of tablets was not mdlcated when the med1
| wastakenon9/3/21at86m S . o
‘CG wi hlghhght (“Take 1-2 tablets orally 10 /12/21 | )
Ve 6- hours as needed”) Rx medlcatlon B SR
a" glven as. per prescrlptlon o
. T I Y
| G wil also labe} on MAR the date, tlme, and ’ ., % :
e dosage amount glven and 1n1t1a1 =
o :.PCG wﬂl rev1ew all medlcatlons and SR R
o possﬂale, have MD be specific on the dosage e
v given. Will recheck to madke sure the / w




o V__’Cb‘xiipl"etion,“ :

RULES (CRITERIA)

T PLANOF CORRECTION

TX] | §T1-106,1-17 Records and reports. (a)(3)
.| The licenisee or primary care giver shall mamtam mdmdua o
“records for edch residenf. ‘On- adnnssmn, readmxssxou, or.
transfer of a resident there shall be made available by the -
licensee or primary cate glver for'the department’s revxew

Documentatlon of date of referral dnd. admxssxon referral

from which admitted,. physmxan, 'APRN, dentist,
ophthalmologist;- optometnsn psychtatrxst, and all other
medical or social service professmnals who are; currently
treating ‘the resident, niext of Kin, legal, guardlan,
surrogate or other: legally responSIbIe agenoy, o :;;.'-'_ Lo
| FINDING y
Resident #1 - No emergency mfonnatlon No record ofthe -
legal guardxan, DD case manager physmlan, or psychlatrist..

agency with address and telephone number, place: or source S

B ECTE 8
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RULES (CRITERIA) PLANo'; CORRECTION f AN Completlo_n |

Date

“1"medical or social service proféssionals-who are. currentl

‘ §11- 100 1-17 Records and reports (a)(3) I E PART 2
{ The licensee or'primary: care giver shall:mai tain mdlvadual . - -
I records for each resident, On admission, readmission, or - : 0 FUTURE PL AN

| transfer of a resident there.shall be made-available by the' .| 7 . , : o

I .hcensee or: prunary care gwer for the department Sreview;: . R

‘ ‘ ‘,USE T I-IIS SPACE T EXPLAIN YOUR FUTURE
PLAN: WHAT WILL 1YOU DO TO: ENSURE THAT
IT DOESN’T HAPPEN AGAIN

I Documentatxon of date of referral and admlssxon referrai =
- agency with address and telephone number, place or source:--
| from:which admitted, physician, APRN,  dentist, N
- _0phthalmolognst, optometnst, psychlatnst and all: other

T, nsure that the emergency 1nformat10n 1s
completed; PCGwill-include: emergency: .|
information sheet with admlssmn packet
A’dmlsSL n ’packet to mclude (see
at "achment) ' : SRS

{ trating thie resident, next-of kin, legal. guardian, "
| surrogite or other. legally responsnble agenc ‘

| FINDINGS .
i Resident #1 - No emergenoy mformatxon No record of the;
B leual guardlan, DD case. manager physicxan, or psychxatnst




Prior to admitting Client into our home. Dept of Health requires these forms to be filled:

(J Physical examination record. Includes: diagnosis, mental, functional and
behavioral s’tatus. Must be signed by physician.

(J T.B. Clearance. Two step PPD skin test or documentation of a positive PPD skin
test and one subsequent chest x-ray. |

(J Level of Care. Must be signed by physician. |

(J Medication orders/treatment orders. Must be signed by physician. (includes any
nutritional supplements; Ensure, Nutren, etc.)

() Diet orders. Must be signed by physician.

[ Self-preserving documentation. Must be signed by physician.

() Transfer summary.
[1 Resident Emergency Information.

9:ed 01w 1z




B :‘:Completmn

RULES (CRITERIA)

- PLAN OF CORRECTI

Date

§11-1001 -17. Recgrds and: rep_ortg (b)(3)

_ Durmg residence,. records shall mclude

o Progress niotes that shall be written.on.a monthly ba51s, or _. j s

more often as appropriate, shiall include observations of the"

any chianges in condition; indications of illnes mjury; .-

© | action taken. Documefitation shall be ¢
: ‘1mmed1ately when, any mpxdgx;t occur.sn,

F_mmss_

resident’s: response to medication, treatinents, dief,. carg plan, |

| behavior patterns inchiding this-date, tnne, and any: and alI o

Ve
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"RULES (CRITERIA)

§11+100:1-17 Records. 'mdnenorts (b)(3)
Durmn residence, records shiall mclude

Progress notes that. shall be written on a.monthly: basxs, or’
- 'more often dx appropridte; shalliinclude observations of the-:

" resident's reSponse to medication, treatiments, digt, caie: plan, v

| any.changes: in; c¢ondition, ihdigations of ilingss or injury; 4
| ‘beliavior patterns including he date, time, and any and all
1 action taken. Docomentation shall be. completed

1 immediately whén ariy incident oceiirs; »

| EINDINGS

| Resident # 1 - Progress notes did hot mclude ebservatlons of |

| the resident's tolerance to diet, response to prn.guaifenesin |
.| record, and adjust if needed to insure resident’s are -

iproperly fed.

| B. Response to all PRN' medlcatlons If a PRN

| medication. is requlred to be taken, PCG will

" indicate the correct PRN dosage and time. After a:

and acetaminophen, weekly activities outside.the home: witlt

- the: commianity learning services-indivitual (CLS-I) worker. -

" PLAN OF CORRECTION

"Completion |

- Date

| ona Weekly ba31s

o Topreventa. reoceurrence of the deﬁmency, PCG
| and SCG will be retrained on recording progress

PART2

FUTURE PLAN

USE THIS SPACE: TO EXPLAIN YOUR: F UTURE

- PLAN: WHAT WILL YOU DO TO. ENSURE THAT

I DOESN’T HAPPEN AGAIN‘7

'Progress notes shall include observatlons of
1 resident’s tolerance to: -
- a. Diet. PCG will observe resldent S food 1ntake

certain time window (2hr) passes, PCG-will record -
all observations that resident may encounter.

| C. Weekly activities. PCG will request that all
| activities outside the home with the community
| learning services individual (CLSI) worker shall be-

recorded. This document shall be given: to the PCG

h

notes and comply to meet change. PCG will also ask

‘| €LSI worker for a-weekly summary of their ReR R
A act1v1tles Wh11e outside the commumty :

_“cg .

11/16/2021'3, |

7
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RULES (CRITERIA)

PLAN OF CORRECTION

. Completl(m 1

1 §11= 100 1»17 Records and reports. (t)(4) o :
General rules regardmg records o

| Al records shan be complete, accmte current, and readlly‘ i
available for review by the- department or responslble o

placement agency

|Epmomes L0 :
o Resutent #1- No mdmdual ser\nce plan (ISP)mtherecor

PART 1

1)11)._ YOU CORRECT THE DEFICIENch e

. CORRECTED THE DEFICIENCY |

res1dent S. chart

'Current annual ISP prmted and attached to :7 . 10/12/21 o

USE THIS SPACE TO TELL US HOW YoU;_ P

9LEd 0210




RULES (CRITERIA) B e PLAN OF CORRECTION T Completlon

A ' _ R R S Date
5X] | §11-100.1-17 Records andre Sorts. (f)(4) IR (e L PARTZ .
-:Generalrulesxegardmgrecords TR TR AR A i

FUTURE PLAN

i:;All records shall be complete; accurate; current .and readlly : '; o

| available for review: by the ‘department or responsmle o ' | :
| placementagency, Co e " USE THIS: SPACE TO EXPLAIN YOUR FUTURE

:-: PLAN: WHAT WILL-'YOU DO TO: ENSURE THAT

 |mpiNgs T 3
1 Resxdent #1.-No mdmdual service plan (ISP)mthe record{f--{; IT DOESN ¥ HAP PEN AGAIN? L

~:_Ut111z1ng electromc calendar PCG wﬂl seta. . AlO /12/21 | -

‘| annual remmder of Resident’s ISP meeting and R |

' i.request a ISP prmtout from case manager. ISP
;'prmt out W111 be kept w1thm res1dent s blnder

iz

9LEd 0210
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Licensee’s/Administrator’s Signature: LG S
) | . Marie Malunao

o lﬁéte; .1?0/1'2/:204211-,‘

S s

Licénsee’s/Administrator's Signature: 72

Print Name; Marie Malunao

Date: _11/16/2021
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