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{W 000} INITIAL COMMENTS {W 000}

A limited follow up survey was completed on
2/3/2020 to review W 369. The other deficiencies
remain out of compliance and were not reviewed
on 2/3/2020.

{W 325} PHYSICIAN SERVICES {W 325}
CFR(s): 483.460(a)(3)(iii)

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determined necessary by the
physician.

This STANDARD is not met as evidenced by:

{W 340} NURSING SERVICES {W 340}
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:

{W 382} DRUG STORAGE AND RECORDKEEPING {W 382}
CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals
locked except when being prepared for
administration.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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This STANDARD is not met as evidenced by:

{W 392} DRUG LABELING (W 392}
CFR(s): 483.460(m)(3)

Drugs and biologicals packaged in containers
designated for a particular client must be
immediately removed from the client's current
medication supply if discontinued by the
physician.

This STANDARD is not met as evidenced by:

{W 460} FOOD AND NUTRITION SERVICES (W 460}
CFR(s): 483.480(a)(1)

Each client must receive a nourishing,

well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
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