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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Survey dates: 1/10, 1/11, 1/12 and 

1/17/12

Facility Number:  000935

Provider Number:  15G421

AIM Number:  100235180

Surveyor: 

Jenny Ridao, Medical Surveyor III

                   

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality Review completed 2/6/12 by Ruth 

Shackelford, Medical Surveyor III.   
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Labeling for drugs and biologicals must be 

based on currently accepted professional 

principles and practices.

-  Nursing Department will be 

retrained on proper ordering 

procedures through the PAL 

Pharmacy, including new 

medication orders.-  The Program 

Coordinator/designee will be 

retrained on completing 

medication storage checklist.-  A 

nurse/designee will be retrained 

on completing a monthly 

medication storage checklist to 

ensure that medications are 

labeled properly.-  The Program 

Coordinator/designee will be 

retrained on completing a weekly 

medication storage checklist to 

ensure that medications are 

labeled properly.Responsible 

Parties: Nurse / Designee & 

Program Coordinator / Designee

02/22/2012  12:00:00AMW0388Based on observation and interview for 1 

of 4 sampled clients (#3), the facility 

failed to have proper labeling on his 

medication.

Findings include:

During the 1/11/12 5:00 AM medication 

administration client #3 was given 1 

tablespoon of Ultra Tuss DM (Cold 

Medicine).  The bottle did not have a 

pharmacy label. 

Interview with the LPN (Licensed 

Practical Nurse) on 1/11/12 at 7:50 AM 

stated  "[Client #3] just went to [name of 

Urgent Care] yesterday, so I got the 

medicine for him out of the first aid kit; I 

did not fill it through the pharmacy."

Interview with RN (Registered Nurse) on 

on 1/11/12 at 8:00 AM stated "If any 

client is given a prescription it should be 

filled through the pharmacy and have the 

proper pharmacy label on it to ensure 

there is not a medication error."

9-3-6(a)
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