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(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.

questions from CCHC staff.
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(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.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that the MAR was kept current
affecting 2 of 3 current clients (#1 and #3). The
findings are:

Review on 3/19/26 of Client #1's record revealed:
-Admission Date: 3/21/26.

-Diagnoses: Intellectual Developmental Disability
(IDD) Moderate; Oppositional Defiant Disorder;
Adjustment Disorder; Obesity; and
Gastroesophageal Reflux Disease without
Esophagitis.

-Physician Orders included the following:
-Omeprazole cap (capsule) 40 milligram (mg)
(antacid), 1 cap every morning (QAM), dated
1/21/26.

-B-12 Sub (sublingual) 1000 mcg (micrograms)
(supplement), 1 tab sub every day (QD), dated
1/12/26.

-Estarylla Tab (tablet) 0.25-35 (birth control), 1 tab
QD, dated 10/21/25.

-Fluoxetine 20mg cap (depression), 2 caps QAM,
dated 10/21/26.

-Lybalvi Tab 15-10mg (anti-psychotic/mood
disorder), 1 tab QD, dated 10/21/25.

-Naproxen Tab 250mg (anti-inflammatory), 1 tab
twice a day (BID) dated 1/21/26.

-Antacid Chew 1000mg (antacid), 1 tab QD,
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dated 1/21/26.

Review on 3/19/26 of Client #1's MARs from
1/1/26 to 3/19/26 revealed:

-The following medications were not
documented as administered from 3/13/26-
3/19/26:

-Omeprazole 40mg cap, 1 cap QAM, (6 doses).
-B-12 Sub 1000 mcg, 1 tab QD (6 doses).
-Estarylla Tab 0.25-35, 1 tab QD (6 doses).
-Fluoxetine 20mg Cap 2 caps QAM (6 doses).
-Naproxen Tab 250mg, 1 tab BID (12 doses).
-Antacid Chews 1000mg, 1 tab QD (6 doses).
-Lybalvi 15-10mg, 1 tab QD was not documented
as administered from 3/12/26-3/19/26 (7 doses).

Review on 3/19/26 and 3/20/26 of Client #3's
record revealed:
-Admission Date: 3/21/26.
-Diagnoses: IDD Moderate; Anxiety Disorder;
Obsessive Compulsive Disorder; Autism; Seizure
Disorder; Hypothyroidism; Gastronomy into
stomach for nutritional support; and Exophoria.
-Physician Orders included the following:
-Flintstone's Chew (CHW) with Iron (vitamin
supplement), 1 tab with G-Tube (gastrostomy
tube) QD, dated 12/4/25.
-Fluticasone Nose Spray 50 mcg (allergies), 1
spray ea (each) nostrit QAM, dated 9/18/25.
-Levothyroxine tab 112 mcg (thyroid), % tab via
PEG tube (percutaneous endoscopic gastronomy
tube) QAM, dated 7/3/25.
-Esomeprazole 40mg (reflux), 1 tab QAM before
breakfast, dated 6/10/25.
-Miratax 17GM (grams) (laxative), dissolve
17GM's in 8oz (ounces) of water and give via
PEG tube, BID, dated 2/12/26.
-Oxcarbazepine SUS (suspension) 300/5ml
(milliliters) (seizures), take 15ml's via tube QAM
and 17.5 ml's QHS, dated 5/16/25.
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-Gabapentin SOL (solution) 250/5ml
(seizures/neuropathy), take 5ml's QAM, and
midday, and 10ml's QHS, dated 2/24/26.
-Glycopyrrolate SOL 1mg/5mi, 5mi's (reduce
salivary secretions) PO (by mouth), TID (three
times a day), dated 2/9/26.

-Clonidine 0.1mg tab (blood
pressure/hyperactivity), 2 tabs TID, dated 2/6/26.
-Epidiolex 100/10mg oral sol (cannabidiol for
seizures), take 7.5 ml's BID, dated 4/16/24.
-Baclofen tab 20mg (spasticity), 1 tab via PEG
Tube, TID, dated 10/24/25.

-Sodium CL (Chloride) Sol 4ml, (electrolyte) 7.5
ml's TID, dated 10/24/25.

-Risperidone SOL 1mg/ml (anti-psychotic), via
PEG tube, 1ml QAM and .75 ml in afternoon, and
QHS, dated 2/24/26.

-Memantine tab HCL (Hydrochloride) Smg,
(Alzheimer's/ADHD), 1 tab via PEG tube BID,
dated 2/8/26.

Review on 3/19/26 of Client #3's MARs from
1/1/26 to 3/19/26 revealed:

-The following medications were not
documented as administered from 3/13/26-
3/19/26:

-Fluticasone 50mcg nose spray, 1 spray ea nostril
QAM (6 doses).

-Levothyroxine 112 mcg tab, 4 tab QAM (6
doses).

-Esomeprazole 40mg tab, 1 tab QAM (6 doses).
-Flintstone's CHW, 1 QD scheduled at 8:00 PM,
was not documented as administered from
3/12/26-3/18/26 (6 doses).

-Miralax 17GM, 17GM's BID was not documented
as administered from 3/12/26 PM dose to 3/19/26
AM dose (14 doses).

-Oxcarbazepine SUS 300/5ml, 15 ml's QAM and
17.5ml's QHS was not documented as
administered from 3/12/26 PM dose to 3/19/26
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-Gabapentin SOL 250/5ml, 5mi's TID (three times
a day) was not documented as administered from
3/12/26 midday dose to 3/19/26 AM dose (21
doses).

-Glycopyrrolate SOL 1mg/5ml's, 5ml's TID was
not documented as administered from 3/12/26
midday dose to 3/19/26 AM dose (21 doses).
-Clonidine 0.1mg tab, 2 tabs TID were not
documented as administered from 3/12/26
midday dose to 3/19/26 AM dose (21 doses).
-Epidiolex 100/10mg SOL, 7.5 ml's BID was not
documented as administered from 3/12/26 PM
dose to 3/19/26 AM dose (14 doses).

-Baclofen tab 20mg, 1 tab TID (18 doses) was
not documented as administered from 3/12/26
PM dose to 3/19/26 AM dose (20 doses).
-Sodium CL SOL 4ml's, take 7.5ml's TID was not
documented as administered from 3/12/26 PM
dose to 3/19/26 AM dose (20 doses).
-Risperidone SOL 1mg/ml, 1ml QAM and .75ml|
midday and QHS (TID) was not documented as
administered from 3/12/26 PM dose to 3/19/26
AM dose (20 doses).

-Memantine tab HCL 5mg, 1 tab BID was not
documented as administered from 3/12/26 PM
dose to 3/19/26 AM dose (14 doses).

Interview on 3/19/26 and 3/20/26 with
Licensee/AFL provider revealed:

-Knew that the MAR needed to be signed
immediately after medication administration.
-They (AFL providers) had been very busy with
Client #3's recent hospitalization(s) and
subsequent doctor appointments.

-Client #1 received her medications as
prescribed.

-Normally, the documentation was up to date and
would ensure moving forward that the MAR was
initialed after medication administration so that it
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was kept current.

Iinterview on 3/20/26 with AFL provider #2
revealed:

-Completed a follow up wound care appointment
for Client #3 on 3/19/26.

-Client #3 sustained a significant injury to his
thumb resulting in hospitalization for antibiotics
and wound care at the end of February 2026.
-The AFL providers had to change Client #3's
dressings daily.

-The MAR would kept up to date, "We are not
those people."

-Client #3 received his medications as prescribed.

Interview on 3/20/26 with the Qualified
Professional (QP) revealed:
-Would follow up with the AFL providers.
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