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An annual was completed on 8'4/22 Deficiencies
were cited

This facility 1s licensed for the following service
category 10ANCAC 27G 5600C Supervised
Living for Adults with Developmental Disability

Thus facility 1s icensed for 3 and currenlly has a
census of 3 The survey sample consisted of
audits of 3 current clients

V 113 27G 0206 Chent Records V113

10ANCAC 27G 0206 CLIENT RECORDS

(a) Aclent record shall be maintained for each

individual admitted to the facility, which shall

contain. but need not be limited to

(1) an identfication face sheet which includes

(A) name (last, first, middle, maiden),

(B) client record number,

(C) date of birth,

(D) race, gender and marital status,

(E) admission date,

(F) discharge date.

(2) documentation of mental iliness,

i developmental disabilities or substance abuse
diagnosis coded according to DSM IV,

(3) documentation of the screening and

assessmenl,

(4) treatment/habilitation or service plan,

(5) emergency information for each client which

shall include the name. address and lelephone

number of the person to be contacted in case of

sudden illness or accident and the name, address

and telephone number of the client's preferred

physician,

(6) a signed statement from the client or legally

responsible person granting permission to seek

emergency care from a hospital or physictan

Drwision of Health Sarvice Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRE SENTATIVE § SIGNATURE J ¢
-

FQOJAt : S S R W

YIME /=

STATE FORM

RECEIVED

By DHSR Mental Health Licensure & Certification at 2:28 pm, Sep 06, 2022

e — - - — -
TR o e DT R g .0 LT



dvreeves
Received


FD;\:;;‘::L\;'._. Heaith Service Requlation
STATEMENT OF e v ICRNCHS AN PROVIDER SURPWLIRRAYL A
AND PLAN OF OORRE U TEON BENTIRCATRON NUARGE R

MHLOB2 DS BN

NAME OF PROVEIDER OR SUPPLIRR

LIVING WITH AUTISM 2

I ——

SUMMARY BYATEMENT OF DEFRCR NGRS

(R IA) LA
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULy PREFIN
TAG REGUEATORY ORLSC IOENTIFVING INFORMAYRON) TAu
o oo r— e v e '
V13 Continued From page 1 Vi

(7) documentation of services provided

(8) documentation of progress towaid outcomen,
(M 1t applicable

(A) documentation of physical disordera
diagnosis according to International Classitication
of Diseases (ICD-OD-CM),

(B) medication orders

(C) arders and copies of lab teats, and

(1) documentation of medication and
administration arrors and adverae diug reactions
(b) Lach facility shall ensure that information
rolative to AIDS o related conditions (s disclonad
only in aceordance with the communicable
disease laws as apocifiod in G5 TI0A 140

This Rule s not mat as evidenced by

Basod on record review and intaiview the facility
falled to maintain a completo record for 1af ‘
clients (#2). The findings are }

Roviow on 08/05/22 of cliont #2's facility racord
rovealad

Admitted: 6/15/19

Dingnoses Autism, Anxlaty, Gord and Salzura
Disorder
- No Consont forma, including amaorgoncy ,
Information and the consent for emergency oimra
and troatmaent information was biank with 1o
cliont name and no client information |

Interviow on 08/02/22 the Director stalod

- The qualified professional should have
completed theso consonts boforo the guardian
slgnod
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REQUIREMENTS
(c) Medication administration: OX[ Ou 19 Oaa .

(1) Prescription or non-prescription drugs shall

only be administered to a client on the written

order of a person authorized by law to prescribe

drugs.

(2) Medications shall be self-administered by [
clients only when authorized in writing by the

client's physician. ‘
(3) Medications, including injections, shall be

administered only by licensed persons, or by

unlicensed persons trained by a registered nurse,

pharmacist or other legally qualified person and

privileged to prepare and administer medications.

(4) A Medication Administration Record (MAR) of

all drugs administered to each client must be kept

current. Medications administered shall be

recorded immediately after administration. The

MAR is to include the following:

(A) client's name;

(B) name, strength, and quantity of the drug;

(C) instructions for administering the drug;

(D) date and time the drug is administered; and

(E) name or initials of person administering the

drug. [
(5) Client requests for medication changes or
checks shall be recorded and kept with the MAR
file followed up by appointment or consultation
with a physician.

V 118 27G .0209 (C) Medication Requirements V118
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Client ¥3 had ™

This Rule is not met as evidenced by
Based on observation, record review and
interview the facility failed to administer
medications as prescribed for 1 of 3 audited
clients (#3). The findings are:

Review on 8/2/22 of client #3's record revealed:
- Admitted: 6/15/21

- Diagnoses: Autism, Moderate Intellectual
Developmental Disability, Attention Deficit
Hyperactivity Disorder(ADHD)

Review on 8/2/22 of client #2 Physician orders
dated 7/19/22 revealed:

- Focalin 35mg capsule (Take one capsule by
mouth in the morning)(used for ADHD)

- Clonidine 2 mg (Take two tablets by mouth
every evening)(used for hypertension)

Observation on 8/2/22 at 2:30pm of client #2's
medication bin revealed:

-No Focalin present

-No Clonidine present

Interview on 8/2/22 the Director stated:

- Waiting for medicaid to pay for the medication
- Should have had the medication or a note from
the physician

- She would ensure this doesn't happen again
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