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WO000000
This visit was for a fundamental annual W000000
recertification and state licensure survey.
Dates of Survey: September 29 and
October 1, 2014.
Surveyor: Vickie Kolb, RN
Facility Number: 000992
Provider Number: 15G478
AIM Number: 100244940
This federal deficiency also reflects state
findings in accordance with 460 IAC 9.
Quality Review completed 10/9/14 by
Ruth Shackelford, QIDP.
W000323 | 483.460(a)(3)(i)
PHYSICIAN SERVICES
The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision
and hearing.
Based on record review and interview for WO000323 | The facility will assure that an 10/31/2014
1 of 2 sampled clients (#2), the facility annual screening of vision will be
failed he client's visi completed in a timely manner.
ailed to ensure the client's vision was The facility will also assure that
evaluated annually. the information documented
annually will address their ability
Findings include: to §ee a.nd |nglude information
which will assist the team to
determine active treatment needs
Client #2's record was reviewed on of the individual. The team will
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10/1/14 at 1 PM. Client #2's annual also address issues which can
physical evaluation of 7/31/14 did not only pe. assessed throug.h a
e . X specialized comprehensive
indicate a vision evaluation. The evaluation to determine if
evaluation indicated client #2 had a changes have occurred to
"droopy right eyelid." warrant further
evaluation/referral. Nursing will
. , L . , assure that the proper
Client #2's record indicated client #2's documentation of this information
most recent vision evaluation by the is included on the physical
client's Optometrist was conducted on annually, or as necessary to fulfill
12/5/12. The evaluation indicated the requwemeqts (?f th's_
1) "Optic atrophy (deteriorati fth standard. Periodic audit, on at
— _) ptic atrop y (deterioration of the least a semi-annual basis will
optic nerve) OU (right eye) assure that this information is
__2) Macular degen (degeneration) (a charted in the individual records.
chronic eye disease that causes vision Responsible: Nursing, QIDP,
. . . Administrative staff
loss in the center of the field of vision)
Oou
__3) UC ptosis (a drooping of the upper
eyelid) OD."
Interview with the facility's LPN on
10/1/14 at 2 PM indicated client #2's
annual physical evaluation did not
include a vision evaluation. The LPN
indicated client #2's most current vision
evaluation was on 12/5/12.
9-3-6(a)
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