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(f) Medication review: |

(1) If the client receives psychotropic drugs, the |

governing body or operator shall be responsible r

for obtaining a review of each client's drug |
| regimen at least every six months. The review ‘
shall be to be performed by a pharmacist or
physician. The on-site manager shall assure that |
the client's physician is informed of the results of |
the review when medical intervention is indicated.
(2) The findings of the drug regimen review shall
be recorded in the client record along with
corrective action, if applicable.

This Rule is not met as evidenced by:

Based on interview and record review, the facahty ;
failed to assure that a 6 month medication ‘
regimen review was conducted every 6 months

| for clients being prescribed psychotropic

| medications affecting 3 of 3 clients (#1 #2 #3).

' The findings are:

- Review on 4/25/19 of Client #1's record revealed
| the following information;
-- Has been with the current provider (the
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| Licensee) since 2006.

| -- Diagnoses include Mental Retardation,

Pervasive Developmental Disorder, Psychotic

' Disorder and Autism. [
-- Psychotropic medications being administered |
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to Client #1 include Trazadone. heas been om this Co- 155_5

-- No documentation of a 6 month medication ! | Yhaw 32 Mo thS . Qgc ord, H
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-- Has been with the current provider since 20086. or ‘3} de L uped St mest ' .
| -- Diagnoses include Mild Mental Retardation, | f: ¢ \\J(\&'_: clend wiS /d/
- Autism Spectrum Disorder, Attention Deficiet W (Ha how ; ) dicationy
| Disorder, Generalized Anxiety Disorder and | [ doims O Hruc enedice | f
' Obsessive Compulsive Disorder. j . . e no B o oo Conrrd

-- Psychotropic medications being administered | | HU‘VO manNe 15 '\) +

to Client #2 include Methylphenidate and Luvox. | s \k C‘c«_?{' on)  Pelo r—.’l 4
| == No documentation of a 6 month medication Theoal 4 5 3'7 GT

regimen review. ¢ o
' Revi 125/19 of Client #3' | oy o S 5//%6
| Review on 4/25/19 o Client #3's record revealed | gy vl Cliewt 6 ‘\)\ﬁms . /
| the following information; % . OGL Qk{)-),rcp,\{:

-- Has been with the current provider since 2006. | e R pelive [ net e PSY

-- Diagnoses include Mental Retardation, Autistic | A - . ot C

Disorder and Impuise Control Disorder. : k—"'\f —T—E\ls d-o s et hO it

-- Psychotropic medications being administered | - TN (ced o S 5“‘5:&6@ >

to Client #3 include Trazadone and Zoloft. | | ees il Yele == . do b e

-- No documentation of a 6 month medication ’ | HQ dee > Not take \HaZ {’d‘mﬁ

regimen review.

| Zolo —'
| ‘ ‘ . | S 5/ C] /i
Interview on 4/25/19 with the Licensee and the TC\,\,KQ,(\# L I\M %\{ \Qr—’ /19

Qualified Professional revealed the following

L i Pr | . ik ond 4
 information; | ' C/( /P\\O@- MmaC \he é%

- All of the client's medications were filled at a | N\ F
chain pharmacy.
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NCNeuropsychiatry

attention & menmaory centers

RE:
DOB:
DOR:

To Whom It May Concern,

Chapel Hill | Charlotte | Raleigh |
www.neneuropsych.com

—is a patient at our clinic and is seen here regularly for evaluation and medication
management since March 6, 2017. Based on results of neurocognitive testing, presenting symptoms and history of
present iliness, his diagnoses are consistent with Attention Deficit Disorder, Autism, Anxiety, and Mental

Retardation.

We have treated -Attention Deficit Disorder with Methylphenidate since September 11, 2017,
It successfully treats his issues with attention and impulsivity. There have been no adverse reactions to the

medication, and we will continue to treat Mr. Tripp with this regimen.

As a practice, we do everything we can to ensure the continuous satisfaction and positive mental stability
of our patients. If you have any further questions regarding the treatment of-lease contact our office at

(919) 933-2000.

C.Thomas Gualtieri, M.D.

6911 Shannon Willow Road, Suite 400
Charlotte, NC 28226
T704529-4101
F704529-6655

1829 E. Franklin Street, Bldg. 400
Chapel Hill, NC27514 |
T919933-2000 |

F984 234-3656 [

13251 Falls of Neuse Road, Suite121
Raleigh, NC 27614
T919785-5055
F919 573-6689



THIS ELECTRONIC PRESCRIPTION PRINTOUT CANNOT BE USED IN

PLACE OF A WRITTEN PRESCRIPTION.

02/27/2019
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; — Supervising Pbr: WOODWARD
i NPI: 1760587190 BURGERT MD
- |DEA: BB7843661

Supervising Pbr DEA: BB7843661
itraZODone 50 mg tablet

| Take 0.5 tablets (25 mg total) by mouth hightly as needed for sleep. (can increase to
full tablet after 1 week if necessary)

|#30 Tablet(s)

'Refills: 2

| Substitution Allowed
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