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2400 MARKET ST, CHARLESTOWN, ,
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R 0000

INITIAL COMMENTS

This visit was for a Post Survey
Revisit (PSR) to Investigation of
Complaint INO0382220
completed on 7/19/22.

Complaint INO0382220 -
Corrected

Survey date: September 6,
2022

Facility number: 012007
Residential Census: 84

River Crossing Assisted Living
was found to be in compliance
with 410 IAC 16.2-5 in regard to
the PSR to Investigation of
Complaint IN0O0382220.

Quality review completed on
September 8, 2022.

R 0000

R 0064

Residents' Rights- Noncompliance
410 IAC 16.2-5-1.2(hh)

(hh) The facility shall exercise
reasonable care for the protection

R 0064
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of residents ' property from loss
and theft. The administrator or his
or her designee is responsible for
investigating reports of lost or
stolen resident property and that
the results of the investigation are
reported to the resident.

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.
(2) Accurately documented.
(3) Readily accessible.

(4) Systematically organized.

R 0349

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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