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(X4) ID 
PREFIX TAG

SUMMARY STATEMENT OF 
DEFICIENCIES...
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TAG

PROVIDER'S PLAN OF CORRECTION... (X5) 
COMPLETION 
DATE

R 0000 INITIAL COMMENTS

This visit was for a State 
Residential Licensure Survey.

Survey dates: April 22 and 23, 
2025

Facility number: 004458

Residential Census: 33

These State Residential 
Findings are cited in accordance 
with 410 IAC 16.2-5. 

Quality review completed on 
4/28/25.

R 0000 Submission of this response 
and Plan of Correction is NOT a 
legal admission that a deficiency 
exists or, that this statement of 
deficiency was correctly cited, 
and is also NOT to be construed 
as an admission against interest 
by the facility, or any employees, 
agents, or other individuals who 
drafted or may be discussed in 
the Response and Plan of 
Correction. In addition, 
preparation and submission of 
this Plan of Correction does 
NOT constitute an admission or 
agreement of any kind by the 
facility of the truth of any facts 
alleged or the correctness of any 
conclusions set forth in this 
allegation by the survey agency.

R 0349 Clinical Records - Noncompliance

410 IAC 16.2-5-8.1(a)(1-4)

(a) The facility must maintain 
clinical records on each resident. 
These records must be maintained 
under the supervision of an 
employee of the facility designated 
with that responsibility. The records 
must be as follows:

(1) Complete.

R 0349 Submission of this response 
and Plan of Correction is NOT a 
legal admission that a deficiency 
exists or, that this statement of 
deficiency was correctly cited, 
and is also NOT to be construed 
as an admission against interest 
by the facility, or any employees, 
agents, or other individuals who 
drafted or may be discussed in 
the Response and Plan of 
Correction. In addition, 
preparation and submission of 

04/25/2025
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(2) Accurately documented.

(3) Readily accessible.

(4) Systematically organized.

Based on record review and 
interview, the facility failed to 
maintain clinical records that 
were accurately documented 
per policy related to diet orders 
for 1 of 7 resident records 
reviewed. (Resident 7)

Finding includes:

Closed record review for 
Resident 7 was completed on 
4/22/25 at 11:11 a.m. The 
resident was admitted on 
3/5/25. Diagnoses included, but 
were not limited to, high blood 
pressure, rheumatoid arthritis, 
and bipolar disorder.

A Physician Plan of Care, dated 
3/5/25, contained a Diet 
Information Sheet, however 
there was nothing documented 
for what type of diet the resident 
was to receive while a resident 
at the facility.

On 4/23/25 at 10:40 a.m., the 
Director of Health and Wellness 
was notified of the lack of diet 
orders and had no information 
to provide.

On 4/23/25 at 3:47 p.m., the 
Director of Health and Wellness 
provided a Physician Plan of 
Care, dated 3/5/25, that had the 

this Plan of Correction does 
NOT constitute an admission or 
agreement of any kind by the 
facility of the truth of any facts 
alleged or the correctness of any 
conclusions set forth in this 
allegation by the survey agency.

R349 Clinical 
Records-Noncompliance

What corrective action(s) will be 
accomplished for those 
residents found to have been 
affected by the deficient 
practice;

Resident #7suffered no negative 
outcomes related to this finding. 
The Physician Plan of Care was 
updated immediately with the diet 
order and signed by the Physician 
and placed in the chart. Completed 
4/23/25.

How the facility will identify 
other residents having the 
potential to be affected by the 
same deficient practice and what 
corrective action will be taken;

No resident suffered any negative 
consequences related to this 
finding. To ensure that no other 
residents will be impacted by the 
deficient practice the Health 
Service Director completed a chart 
audit on 4/24/2025 and 4/25/25, of 



  PRINTED: 01/01/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: DYL411 Facility ID: 004458 Continuation Sheet Page 

Diet Information Sheet filled out 
with a regular diet selected for 
the resident. She indicated she 
called the physician's office after 
she was notified of the lack of 
diet orders for the resident and 
they faxed over the Physician 
Plan of Care.

Based on record review and 
interview, the facility failed to 
maintain clinical records that 
were accurately documented 
per policy related to diet orders 
for 1 of 7 resident records 
reviewed. (Resident 7)

Finding includes:

Closed record review for 
Resident 7 was completed on 
4/22/25 at 11:11 a.m. The 
resident was admitted on 
3/5/25. Diagnoses included, but 
were not limited to, high blood 
pressure, rheumatoid arthritis, 
and bipolar disorder.

A Physician Plan of Care, dated 
3/5/25, contained a Diet 
Information Sheet, however 
there was nothing documented 
for what type of diet the resident 
was to receive while a resident 
at the facility.

On 4/23/25 at 10:40 a.m., the 
Director of Health and Wellness 
was notified of the lack of diet 
orders and had no information 
to provide.

On 4/23/25 at 3:47 p.m., the 
Director of Health and Wellness 

all current residents, to ensure that 
all diet orders are properly 
documented and signed by their 
physician/Nurse Practitioner. There 
were no other residents who were 
affected by this deficient practice.

What measures will be put into 
place or what systemic changes 
the facility will make to ensure 
that the deficient practice does 
not recur;

The Health Service Director 
completed in-services on 4/24/25 
with the floor nurses on the 
importance of making sure that all 
new admissions have a 
physician/NP signed diet order. 
Upon each new resident 
admission, the Health Service 
Director will audit the charts to 
make sure that the Physician Plan 
of Care is complete and the diet 
orders are documented and signed 
by the Physician.

How the corrective action(s) will 
be monitored to ensure the 
deficient practice will not recur, 
i.e., what quality assurance 
program will be put into place; 
and

The Health Services Director and 
Executive Director are responsible 
for sustained compliance. Upon 
each new resident admission, the 
Health Service Director completed 
an audit on 4/25/25, of all charts to 
make sure that the Physician Plan 
of Care is completed and the diet 
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provided a Physician Plan of 
Care, dated 3/5/25, that had the 
Diet Information Sheet filled out 
with a regular diet selected for 
the resident. She indicated she 
called the physician's office after 
she was notified of the lack of 
diet orders for the resident and 
they faxed over the Physician 
Plan of Care.

orders are documented and signed 
by the Physician. In addition, The 
Health Service Director will monitor 
all of the resident's diet orders, for 
any changes, each week for a 
month, then bi-weekly for a month 
then once a month for a month to 
ensure complete medical records 
are maintained. Monitoring will be 
on going. The QI committee will 
determine if continued auditing is 
necessary based on three months 
of consecutive compliance.
By what date the systemic changes 
will be completed.

Completed date: 4/25/25

R 0354 Clinical Records - Noncompliance

410 IAC 16.2-5-8.1(g)(1-7)

(g) A transfer form shall include the 
following:

(1) Identification data.

(2) Name of the transferring 
institution.

(3) Name of the receiving 
institution and date of transfer.

(4) Resident ' s personal property 
when transferred to an acute care 
facility.

(5) Nurses ' notes relating to the 
resident ' s:

(A) functional abilities and physical 
limitations;

(B) nursing care;

R 0354 Submission of this response 
and Plan of Correction is NOT a 
legal admission that a deficiency 
exists or, that this statement of 
deficiency was correctly cited, 
and is also NOT to be construed 
as an admission against interest 
by the facility, or any employees, 
agents, or other individuals who 
drafted or may be discussed in 
the Response and Plan of 
Correction. In addition, 
preparation and submission of 
this Plan of Correction does 
NOT constitute an admission or 
agreement of any kind by the 
facility of the truth of any facts 
alleged or the correctness of any 
conclusions set forth in this 
allegation by the survey agency.

R354 Clinical 
Records-Noncompliance

04/25/2025
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(C) medications;

(D) treatment; and

(E) current diet and condition on 
transfer.

(6) Diagnosis.

(7) Date of chest x-ray and skin 
test for tuberculosis.

Based on record review and 
interview, the facility failed to 
ensure a transfer/discharge 
form was completed for 2 of 7 
resident records reviewed. 
(Residents 5 and 7)

Findings include:

1. Record review for Resident 5 
was completed on 4/22/25 at 
2:26 p.m. Diagnoses included, 
but were not limited to, 
Parkinson's disease and 
schizophrenia.

A Service Plan, dated 1/3/25, 
indicated the resident had not 
had any cognitive decline. He 
needed assistance with 
transfers, showers, medication 
assistance, and wound care by 
staff in conjunction with home 
health services.

A Nurses' Note, dated 4/7/25 at 
3:52 p.m., indicated the resident 
was sent out for evaluation due 
to increased confusion, the 
Power of Attorney (POA) was 
providing transportation.

What corrective action(s) will be 
accomplished for those 
residents found to have been 
affected by the deficient 
practice;

  Resident 5 and Resident 7 
suffered no negative outcomes 
related to this finding. Resident 5 
was provided with discharge/ 
transfer paperwork on 4/25/25, for 
the referenced hospital transfer. 
Resident 7 was contacted on 
04/24/2025and the POA was 
verbally informed of the resident 
discharge/transfer paperwork via 
phone. She verbalized 
understanding and declined a 
physical copy of the paperwork.

How the facility will identify 
other residents having the 
potential to be affected by the 
same deficient practice and what 
corrective action will be taken;

  The Health Service Director 
audited all of the current resident 
charts, on 4/24/25 and 4/25/25, to 
identify any other residents who 
have been sent to the hospital 
and/or discharged to verify if the 
individual received 
discharge/transfer paperwork. No 
other residents were affected by 
the same deficient practice.

What measures will be put into 
place or what systemic changes 
the facility will make to ensure 
that the deficient practice does 
not recur;
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A Nurses' Note, dated 4/8/25 at 
6:40 a.m., indicated the POA 
was contacted to check on the 
how the doctor's appointment 
went. The POA informed the 
caller that the resident was 
admitted to the hospital with a 
urinary tract infection.

A Nurses' Note, dated 4/11/25 
at 4:10 p.m., indicated the 
resident returned to facility via 
family car. 

The record lacked 
transfer/discharge paperwork 
sent to the resident and/or POA.

During an interview on 4/23/25 
at 3:00 p.m., the Director of 
Health and Wellness indicated 
she was unable to find any 
transfer/discharge paperwork 
that was sent.

2. Closed record review for 
Resident 7 was completed on 
4/22/25 at 11:11 a.m. The 
resident was admitted on 
3/5/25. Diagnoses included, but 
were not limited to, high blood 
pressure, rheumatoid arthritis, 
and bipolar disorder.

A list provided by the facility on 
4/22/25 indicated Resident 7 
had discharged home with 
family.

There was no documentation in 
the resident's record of the 
discharge, including but not 
limited to, the date of discharge, 
any transfer/discharge 

  The Health Services Director 
provided an Inservice to all Nurses 
and QMAs, on 04/24/2025, about 
the importance of sending out 
discharge/transfer paperwork with 
all residents sent to the hospital, 
including sending the discharge 
paperwork to the hospital or giving 
them to the POA, for residents that 
were outside of the building when 
sent to the hospital. This includes 
residents who are discharged 
home or to another facility. The 
Inservice included education on 
proper documentation to make 
sure that all discharged residents 
have a thorough discharge 
summary documented.

 

How the corrective action(s) will 
be monitored to ensure the 
deficient practice will not recur, 
i.e., what quality assurance 
program will be put into place; 
and

  The Health Service Director and 
Executive Director are responsible 
for sustained compliance. The 
Health Service Director will audit all 
charts, and the documentation of 
each resident sent out of the 
community to the hospital or 
discharged for the next three 
months. Monitoring will be ongoing. 
The QI committee will determine if 
continued auditing is necessary 
based on three months of 
consecutive compliance.
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assessments, instructions, or 
reason for discharge.

During an interview on 4/23/25 
at 3:47 p.m., the Director of 
Health and Wellness indicated 
the resident had discharged 
home with family as she was 
only at the facility for a short 
respite stay, but could not 
provide any documentation 
related to the discharge.

Based on record review and 
interview, the facility failed to 
ensure a transfer/discharge 
form was completed for 2 of 7 
resident records reviewed. 
(Residents 5 and 7)

Findings include:

1. Record review for Resident 5 
was completed on 4/22/25 at 
2:26 p.m. Diagnoses included, 
but were not limited to, 
Parkinson's disease and 
schizophrenia.

A Service Plan, dated 1/3/25, 
indicated the resident had not 
had any cognitive decline. He 
needed assistance with 
transfers, showers, medication 
assistance, and wound care by 
staff in conjunction with home 
health services.

By what date the systemic 
changes will be completed.

  Completion date: 04/25/25
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A Nurses' Note, dated 4/7/25 at 
3:52 p.m., indicated the resident 
was sent out for evaluation due 
to increased confusion, the 
Power of Attorney (POA) was 
providing transportation.

A Nurses' Note, dated 4/8/25 at 
6:40 a.m., indicated the POA 
was contacted to check on the 
how the doctor's appointment 
went. The POA informed the 
caller that the resident was 
admitted to the hospital with a 
urinary tract infection.

A Nurses' Note, dated 4/11/25 
at 4:10 p.m., indicated the 
resident returned to facility via 
family car. 

The record lacked 
transfer/discharge paperwork 
sent to the resident and/or POA.

During an interview on 4/23/25 
at 3:00 p.m., the Director of 
Health and Wellness indicated 
she was unable to find any 
transfer/discharge paperwork 
that was sent.

2. Closed record review for 
Resident 7 was completed on 
4/22/25 at 11:11 a.m. The 
resident was admitted on 
3/5/25. Diagnoses included, but 
were not limited to, high blood 
pressure, rheumatoid arthritis, 
and bipolar disorder.

A list provided by the facility on 
4/22/25 indicated Resident 7 
had discharged home with 
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family.

There was no documentation in 
the resident's record of the 
discharge, including but not 
limited to, the date of discharge, 
any transfer/discharge 
assessments, instructions, or 
reason for discharge.

During an interview on 4/23/25 
at 3:47 p.m., the Director of 
Health and Wellness indicated 
the resident had discharged 
home with family as she was 
only at the facility for a short 
respite stay, but could not 
provide any documentation 
related to the discharge.

R 0356 Clinical Records - Noncompliance

410 IAC 16.2-5-8.1(i)(1-8)

(i) A current emergency information 
file shall be immediately accessible 
for each resident, in case of 
emergency, that contains the 
following:

(1) The resident ' s name, sex, 
room or apartment number, phone 
number, age, or date of birth.

(2) The resident ' s hospital 
preference.

(3) The name and phone number 
of any legally authorized 
representative.

(4) The name and phone number 
of the resident ' s physician of 
record.

R 0356 Submission of this response 
and Plan of Correction is NOT a 
legal admission that a deficiency 
exists or, that this statement of 
deficiency was correctly cited, 
and is also NOT to be construed 
as an admission against interest 
by the facility, or any employees, 
agents, or other individuals who 
drafted or may be discussed in 
the Response and Plan of 
Correction. In addition, 
preparation and submission of 
this Plan of Correction does 
NOT constitute an admission or 
agreement of any kind by the 
facility of the truth of any facts 
alleged or the correctness of any 
conclusions set forth in this 
allegation by the survey agency.

04/29/2025
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(5) The name and telephone 
number of the family members or 
other persons to be contacted in 
the event of an emergency or 
death.

(6) Information on any known 
allergies.

(7) A photograph (for identification 
of the resident).

(8) Copy of advance directives, if 
available.

Based on record review and 
interview, the facility failed to 
ensure the Emergency Binder 
had complete resident 
information for 3 of 5 resident 
records reviewed. (Residents 2, 
5, and 6)

Findings include:

The resident Emergency Binder 
was reviewed on 4/23/25 at 
10:36 a.m.

a. Resident 2 was missing a 
hospital preference, physician 
contact information, and 
emergency contact/Power of 
Attorney contact information.

b. Resident 5 was missing a 
hospital preference and 
physician contact information.

c. Resident 6 was missing a 
hospital preference and 
physician contact information.

During an interview on 4/23/25 
at 3:00 p.m., the Director of 

R356 Clinical 
Records-Noncompliance

What corrective action(s) will be 
accomplished for those 
residents found to have been 
affected by the deficient 
practice;

  Resident 2, Resident 5 and 
Resident 6 suffered no negative 
outcomes related to this finding. 
The hospital preference were 
updated on the face sheets and 
placed in the Emergency Binders 
and resident charts on 4/24/25 
through 4/29/25.

How the facility will identify 
other residents having the 
potential to be affected by the 
same deficient practice and what 
corrective action will be taken;

 

The Health Service Director and 
Executive Directory completed an 
audit on the Emergency Binder on 
4/24/25. All residents’ new updated 
face sheets with the updated 
hospital preference were placed in 
the Emergency Binder on 4/24/25 
through 4/29/2025.

What measures will be put into 
place or what systemic changes 
the facility will make to ensure 
that the deficient practice does 
not recur;

  The Health Services Director will 
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Health and Wellness was made 
aware of the missing items. No 
additional information was 
provided.

Based on record review and 
interview, the facility failed to 
ensure the Emergency Binder 
had complete resident 
information for 3 of 5 resident 
records reviewed. (Residents 2, 
5, and 6)

Findings include:

The resident Emergency Binder 
was reviewed on 4/23/25 at 
10:36 a.m.

a. Resident 2 was missing a 
hospital preference, physician 
contact information, and 
emergency contact/Power of 
Attorney contact information.

b. Resident 5 was missing a 
hospital preference and 
physician contact information.

c. Resident 6 was missing a 
hospital preference and 
physician contact information.

During an interview on 4/23/25 
at 3:00 p.m., the Director of 
Health and Wellness was made 
aware of the missing items. No 
additional information was 
provided.

audit each new admission clinical 
record to make sure that all 
preferences are updated on the 
face sheet and a copy is 
immediately placed in the 
emergency binder.

How the corrective action(s) will 
be monitored to ensure the 
deficient practice will not recur, 
i.e., what quality assurance 
program will be put into place; 
and

  The Health Services Director and 
Executive Director are responsible 
for sustained compliance. The 
Health Services Director will 
complete an audit of the 
Emergency Binder weekly for a 
month. Bi-weekly for a month then 
monthly for a month. Monitoring 
will be ongoing. The QI committee 
will determine if continued auditing 
is necessary based on three 
months of consecutive compliance.

By what date the systemic 
changes will be completed.

Completion date: 04/29/25

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from 
correcting provided it is determined that other safeguards provide sufficient protection to the patients. (See 
instructions.)
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