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10A NCAC 13F .0406 Test For Tuberculosis

{a) Upon employment or fiving in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10ANCAC 41A 0205
including subsequent amendments and editions.
Copies of the rule are available at no charge by
contacting the Department of Health and Human
Services Tuberculosis Control Program, 1902
Mail Service Center, Raleigh, NC 27699-1902.

This Rule is not mat as evidenced by:

Based on record review and interview, the facility
failed to ensure 1 of 5 staff (Staff A) sampled had
been tested for Tuberculosis (TB) disease in
compliance with TB control measures adopted by
the Commission for Health Services.
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The Adult Care Licensure Section conducted an | DA E
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The findings are: o Al ' ] 5
Review of Staff A, P il o/ ; &
Supegvisor-ir}—gharge/Medication Aide employee f’mj W The Jﬁé‘w ,¢Z’2;
record revealed: ; p
-Staff A was hired at the facility on 12/12/2013. ? ‘:/WW% it
-Documentation of TB skin fest (tbst) on '
11/05/2009, 09/23/2011, and 04/16/2013.
-There was no documentation of a two-step TB
skin testing for Staff A.
interview with the Administrator on 05/07/2015 at
2:45pm revealed: |
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-The Administrator had checked with Staff A's
previous employer for tuberculosis skin testing
and there was no documentation of a two-step
tbhst,

-The Administrator was responsible to ensure TB
skin testing was done.

-The current Resident Care Coordinator reviewed
personnel files a few months ago and realized
Staff A did not have a two-siep tbst.,

-Staff A will have to get another thst whan the
facility nurse is in the facility next week.

Interview with Staff A on 05/07/2015 at 6:15pm
revealed:

-Staff A had been employed at the facility since
December 2013

-Staff A thought it was time for a second tbst,
-Staff A had a TB skin test about 3 weeks ago
-Staff A had not had a TB skin test since being
empioyed at the facility until the thst about 3
weeks ago,

-Staff A did not keep up with when she was due
for 1b skin testing

10A NCAC 13F .0902(b) Health Care

10A NCAC 13F 0902 Healith Care

{b) The facllity shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:

TYPE AZ VIQLATION

Based on interview and record review, the facility
failed to assure follow-up to meet the health care
needs of 2 of 5 sampled residents who had an
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The findings are:

1. Review of Resident #4's current FL-2 dated
4/15/15 revealed diagnoses which included
chronic cbstructive pulmonary disease (COPD),
hypoglycemia, chronic hypertension, glaucoma
and seizure disordet.

Review of the resident’s Resident Register
revealed an admission date of 10/30/14

Review of the resident's "Record of Tuberculosis

testing” document revealed:

- The resident received a PPD (purified protein
derivative), 0.1 ml, in his left forearm on 10/28/14
- The results were read as positive (10 mm) on
10/30/14 (refer to health department if positive).

- "Date Referred" was blank.

Review of "Record of Tuberculosis Screening”
document dated 6/6/14 revealed:

- Resident #4 had loss of appetite with
unexplained weight loss,

- The document was completed at a long
term care nursing facility before the resident was
admitted to the facility

Record review revealed Resident #4 had no other _ 15 W g

TB skin tests or no chest x-rays to rule out TB

disease @& W wﬂé{ W Ww

Interview with the facility's Administrator on ﬂ’? % 441?%%&& i
5/06/15 at 3:50pm revealed: ﬂ/g'”"f A D
- Resident #4 was admitted to the facility on A%Wyé M S
10/30/14 ’ At 7o

- The resident had a TB skin test when 7;‘2”/” 7 Do (5 o

admitted to the facility.

- The positive results {10mm) did not "jump W 77- Y.,
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out at me".

The facility has not followed-up with the

- resident's primary care provider or reported
- positive TB skin test to the local health

department.
Per facility's policy, if any resident has a

 positive TB skin test, the facility is to obtain an
| order for a chest x-ray fo rule out active TB
i disease immediately.

Residents who have a positive TB skin test

' before admission are not admitted until a
negative chest x-ray which ruled out active TB
disease was sent to the facility.

- The Administrator stated she called a mobile
- x-ray provider used by the facility and was

- informed the resident did not have a chest x-ray

in their system on or after 10/30/15
The facility will follow-up today and obtain a

' chest x-ray to rule out active TB.
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| Interview with Resident #4 on 5/07/15 at 5:15pm  GaEe. At
 revealed: Al st WA AP i
- He had 1 TB skin test when he came to the el didd-s, i jf ‘
- facility, but did not know if results were positive or W s "‘ V%"{':'
' negative. B Pl ﬂfﬂ’f'f—fﬁ/ (5? )0
|- The resident stated he had 2 TB skin tests 3 | &7 il
- or 4 years ago and was told both were ok f*’“’t’ & rot ﬁ,‘ /JJ&W
.- Achest x-ray was done last night at the 4’ M,@W%Qf
 facility but the resident did not know the results. (&& W"?ﬁ"’&
:nterlvliqewi:;itg theﬂTBlirifectig;'uD ;ﬂnstroé gtgge at the g 45; Qmmﬁf— ° ii
| local health department on at 6:40pm
rev?ealed: P P et/ dfve-die Wﬁéww
- In 2002, Resident #4 had a positive TB skin ﬁ'} W
. test and completed 6 weeks of oral medication for ,\}QE/
. prophylactic treatment (INH 300mg along with W
. Vitamin B6, 50mg every day for 6 months). tfiif‘f‘af" e
The resident was aiso ordered a chest x-ray ( (&ﬁg Wiﬁ,—-—m
| which was negative.
- There was no record of the facility reporting a '
Division of Health Service Regulation
STATE FORM 899 JN4511 If continuation sheet 4 of




Division of Health Service Regulation

PRINTED: 05/21/2015
FORM APPROVED

STATEMENT CF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL009027

B WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/07/2015

NAME OF PROVIBER OR SUPPLIER

HIGHLAND GARDENS ASSISTED LIVING OF C

STREET ADDRESS CITY STATE ZIP CODE

53 SOUTH SMITH STREET

CLARKTON, NC 28433

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

(X5)

positive TB skin test on or after 10/30/15.
- The TB nurse will follow-up with the resident.

Review of the impression of Resident #4's chest
x-ray radiology report dated 5/6/15 revealed:
- "Suggestion of minimal infiltrate in the inferior
right hilar [the root of the lungs] region”.

"Active [TB] cannot definitely be excluded. A
lateral view would be helpful for further evaluation
along with comparison with prior films™.

2 Review of Resident #3's current FL-2 dated
01/13/2015 revealed:

-Diagnoses included Hyperlipidemia,
Hypothyroidism, Anemia, Esophageal Reflux,
Regional Enteritis of small intestine, Diabetes
without complication Type |l, Renai Failure,
Diverticulosis - small intestine, Vomiting,
Diarrhea, and Intestinal Infections due to
Clostridium Difficile

-Resident #3 was incontinent of bowel and
bladder.

-Resident #3 was intermittently disoriented.
-The FL-2 was generated by a skilled nursing
facility {(SNF)

Review of a Discharge Summary from the SNF
revealed:

-Resident #3 was being discharged from the
facility on 01/15/2015 after completing therapy for
weakness,

-Resident #3 had a history of "¢-dif” [Clostridium
Difficile].

-Resident #3 had no abdominal pain, nausea,
vomiting, or change in bowel habits.
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Review of the Resident Register for Resident #3
revealed Resident #3 was admitted to the facility
on 01/20/2015.

Review of a physician progress note for Resident
#3 dated 01/28/2015 revealed;

-A handwritten note for "needs abt [antibiotic] for
recurring cdiff".

-A physician's order for stool for "C & 8" [culture
and sensitivity]

-A physician's order for Flagyl (used to treat
bacterial infections of the stomach like clostridium
difficile) 250mg one tablet two times a day for 14
days

Review of Resident #3's record revealed no lab
results for a stool specimen for culture and
sensitivity

Review of a physician's order sheet for Resident
#3 dated 04/02/2015 revealed:

-The Administrator sent a communication to the
physician documenting "Resident is having loose
stool not sure if its recurring cdiff, please advise".
-The physician handwritten response to the
facility was to "start Flagy! 250mg one po [by
mouthj tid [three times a day] x 7 days”.

Interview with a Medication Aide (MA) on
05/07/2015 at 12:10pm revealed:

-The MA was not aware of an order for a steol
specimen to be collectad from Resident #3 for
culture and sensitivity,

-The facility normally received the order from the
physician and was responsible to fax the order to
the home health agency who collected the
specimen,

-The MA was not aware of Resident #3 having
diarrhea

-Resident #3's stools have been "normal”.
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Interview with the Resident Care
Coordinator/Office Manager (RCC/OM) on
05/07/2015 at 12:20pm reveaied.

-The RCC/OM was not sure about the 01/28/2015
physician's order for a stool specimen from
Resident #3 for culture and sensitivity.

-The RCC/OM had not collected a stool specimen
from Resident #3.

-The MAs normally collected the stool specimens.

Interview with the Administrator on 05/07/2015 at
12:25pm revealed:

-The local Home Health Agency Nurse (HHN)
would either collect the stool specimen or leave a
specimen cup for the facility staff to obtain the
stool specimen. The facility staff would then
contact the HHN letting them know the specimean
had been collected.

-The Administrator was aware of the order for the
stool specimen for culture and sensitivity to be
collected from Resident #3.

-The Administrator did not know if the HHN or
facility staff had been able to collect the stool
specimen from Resident #3 because Resident #3
kept having diarrhea.

-The lab results weuld be in Resident #3's record
if the facility had received a copy of any lab
results for a stool specimen from Resident #3 for
culture and sensitivity.

-The HHN did not always provide a copy of lab
results to the facility for resident records.

-The Administrator remembered speaking to the
physician about the stool specimen and that was
how the facility got an order for antibiotics for
Resident #3.

-The Administrator thought the physician said
"don't worry because she [Resident #3] was on
antibiotics”
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; Telephone interview with the HHA Patient Care
- Coordinator (PCC) on 05/07/2015 at 12:35pm

i and 1:07pm revealed:

; -The HHN was responsible for collecting
specimens at the facility "with the help of facility
staff”

-The PCC was not sure if Resident #3 was able
to give a stool specimen.

-The HHA had received the 01/28/2015 order for
the stool specimen but the order had been
missed,

Based on record review and observation of
Resident #3, she was determined not to be
interviewable regarding the collection of stoo!
specimen.

- According to the facility's Plan of Protection dated
i 5/07/15, the facility has contacted the resident’s

' physician and received an order for a chest x-ray.
| The Chest x-ray was completed on 5/06/15. The

. Administrator or Resident Care Coordinator will

i review all resident files to ensure that all residents
' have a 2 step PPD in their files. If any sin tests

. are abnormal, the facility will follow the TB

i protocol. Upon admission, the resident's PPD

. record will be reviewed within 24 hours.

. THE CORRECTION DATE FOR TYPE A2
* VIOLATION SHALL NOT EXCEED JUNE 6,

2015 Gi2 Y . T,
Q::"' Mﬂfﬁ A%A
D912 G 8. 131D-21(2) Declaration of Residents’ Rights | D912 [ ﬂ_ﬂo@t«‘?« &@W %
) _ - ol
G.S.131D-21 Declaration of Residents’ Rights W Poporieh Gk wr
Every resident shall have the following rights: wii 4/‘) / e ® WM
2. To receive care and services which are ,&.,f/éf j . —f il

adequate, appropriate, and in compliance with A % W e /
ot 2ol gy o LD jéW
4 i 4
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relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on observation, record review and staff
and resident interviews, the facility failed to
assure every resident had the right to receive
care and services which were adequate,
appropriate and in compliance with rules and
regulations as related to healthcare.

The findings are:

Based on interview and record review, the facility
failed to assure follow-up to meet the health care
needs of 2 of 5 sampled residents who had an
order for stool specimen (Resident #3) and who
had a positive tuberculin skin test (Resident #4)
[Refer to Tag 0273, 10A NCAC 13F ($902(b)
(Type A2 Violation)].

G.S § 131D-4.5B(b) ACH Medication Aides;
Training and Competency

G.S. § 131D-4 5B (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements

{b) Beginning Octaber 1, 2013, an adult care
home is prohibited from aflowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an aduit care home or successfully completed alf
of the following:

{1} A five-hour training program developed by the
Department that includes training and instruction
in all of the following:

D912
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a, The key principles of medication
administration

b The faderal Centers for Disease Control andg
Prevention guidelines on infection control and, if
appiicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.
(3) Within 80 days from the date of hire, the
individual must have completed the foliowing:

a. An additional 10-hour training program
developed by the Department that includes
training and instruction in all of the following:

1. The key principles of medication
administration

2. The federal Centers of Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

b. An examination developed and administered
by the Division of Health Service Regulation in
accordance with subsection (c) of this section.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 1 of 1 staff (Staff A) who
began performing medication aide duties after
October 1, 2013 met the requ:rements to
admmaster medications. :

The findings are:

Review of Staff A,
Supervisor-in-Charge/Medication Aide’s

L (o a1

%‘/WW’//&%

Mfﬁ WVW
ﬁd’@dj 7@.5 39’ »

W
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personnel file revealed:

-Staff Awas hired on 12/12/2013 as a
Supervisor-in-Charge/Medication Aide

-Staff A passed the medication aide test on
12/12/2008

-Staff A completed the Medication Clinical Skills
Checklist on 02/10/2015.

-Documentation of a Certificate of Completion on
07/24/2014 which included medication
administration 3 hours, HIPAA 1 hour, bloodborne
pathogens 1 hour, PPE 25 hour, and |nfect|on
contral 1 hour, totaling 6 25 hours

-There was no documentation of employment
verification as a medication aide.

-There was no documentation of completing the
10 hour medication training within 60 days of the
5 hour training, or completion of a 15 hour
medication training

Observation of Staff A on 05/05/2015 and
05/06/2015 at intervals revealed Staff A
administered medications o nine residents in the
facility which included oral medications,
injectables, and obtaining finger stick blood sugar
samples.

Interview with Staif A on 05/05/2015 at 11:20am
revealed:

-Staff A worked at the facility as a Medication
Aide.

-Staff A usually worked five days each week and
also worked when needed.

-Staff A had been employed at the facility since
2013.

-Staff A had been a medication aide for two years.
-Staff A was previously employed at a "group
home™

Interview with the Administrator on 05/07/2015 at
12:50pm revealed:
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-The Administrator thought the additional 10 hour
medication training was neot required for
medication aides who had taken the 5 hour
medication training course.

-The Administrator did not receive documentation
of verification of previous medication aide
employment for Staff A until 05/7/2015.

-The Administrator tried to get employment
verification from Staff A's prior employer but had
not received any employment verification.

-The facility nurse would be responsibie to
provide medication aide training. -

Review of the Facility Medication Aide Verification
dated 05/07/2015 for Staff A revealed:

-Staff A had previously worked at a mental health
{MH) facility

-Staff A’'s most recent date of work as a
medication aide at the MH facility was
01/15/2015.

Interview with the facility nurse on 05/07/2015 at
3:55pm revealed:

-The facility nurse had done a 5 hour medication
training course at the facility.

-The facility nurse did not remember who had
attended the 5 hour medication training course
she had done at the facility.

-The facility nurse was not aware of any
medication aides employed by the facility needing
the 10 hour medication training.

Interview with Staff A on 05/07/2015 at 6:15pm
revealed:

-Staff A completed the medication training course
at a community college

-Staff A only had the medication clinical skills
competency evaluation performed at the facility
by the facility nurse.

-Staff A used to work on the night shift at the
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facility and was unable to come to the facility for
additional training.

-Staff A relied on the facility to keep up with
documentation and requirements to work at the
facility.

D992 .S .§ 131D-45 Examination and screening

G 5 § 1310-45. Examination and screening for
the presence of controlled substances required
for applicants for employment in adult care
homes.

{a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditionad on the applicant's congent to an
examination and screening for controtied
substances The examination and screening shall
be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A screening
ufifizes a single-use fest device
may be used for the examination and screening

the results of the applicant’s exarmination and
screening indicate the presence of a controlled

the applicant uniess the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlied substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled

and the condition for which the substance is
prescribed. If the resuilt of an applicant’s or

| Dgg2 MQ—

of applicants and may be administered on-site. If

substance, the adult care home shall not employ

substance, the prescribed dosage and frequency,

employee’s examination and screening indicates
the presence of a controlled substance, the aduit

D35
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care home may require a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by,

Based on interview and record review, the facility
falled to ensure examination and screening for
the presence of controlled substances was
performed for 1 of 5 staff (Staff A} hired after
10/01/2013

The findings are:

Review of the personnel file for Staff A on
05/06/2015 revealed:

-Staff A was hired to work at the facility on
12/12/2013

-Staff A's position title was
Supervisor-in-Charge/Personal Care Aide
Supervisor

-There was no documentation of compietion of
controlled substance examination and screening

Interview with the Administrator on 05/07/2015 at
12:30pm revealed:

-The Administrator had not been able to locate a
copy of the controlled substance examination and
screening for Staff A,

-The Administrator had called the lab where
controlled substance examination and screenings
were done and was told the lab only kept a copy
of the report for one year.

-Staff A's controlied substance examination and
screening was done in 2013.

-It was wortying her that she could not locate a
copy of the drug screen report for Staff A

Interview with the Staff A on 05/07/2015 at
6:15pm revealed:

HIGHLAND GARDENS ASSISTED LIVING OF C
CLARKTON, NC 28433
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-Staff A could not provide an exact date of hire
but stated had been working at facility a good
white.

-Staif A had just had a drug screening at another
agency where she worked just before beginning
employment at the facility.

-Staff A had contacted the previous employer this
week and requested they send any information
requested by the current employer to the facility.
-Staff A had not been requested by the facility to
have an examination for screening of controlled
substances since employment at the facility

L
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ADMITTING POLICIES OF HIGHLAND GARDENS ASSISTED LIVING

Listed are the items new residents need to be admitted to
HIGHLAND GARDENS ASSISTED LIVING OF RED SPRINGS

1. Current FL-2 (make sure FL-2 includes how often blood

}ﬁ;?éssaré must be taken, if they are diébetié hc:;w often

—_ ~ does the finger stick need to be dorie, specific diet?

Specnfy how often physmlan visit needs to be done)

2 Currant TB Skin test with resuilts. R
3. Current History and Physical | v /
4. Presc:nptions med orders, orders of special services or

needs. ‘

5. Receive Medicaid, if so Medicaid Card
5. Recezve Disability or Social Security, if not call Soc:al

Security to verify income and amount,
7. If coming from another county, take FL-2 to County

- - DSSto begin SA (Special Assistance) process.
| 8 #‘E} ‘5% WP}@VC’?“') |5 SLOVS ‘JF‘{‘S&E_ Numb@r V“Q(ZSUW‘?-C
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QUALITY Assunance

OFERATIONAL R

O .. PungaX Lang [ - | o i ]
J |RESIDENT PERSONAL APPEARANCE [ 7 T
Hagident Glean including hair, fingemails & toenails | - f! Yes Mo

Dreszed approprigia for v of day B | Yes ' N_@:
Clothes are oizan _ | Yes Ma
Eath seheduls. heing compleied o e Mg
Resident concems being addresses by staff & menagement T es Mo ]
DOEUMENTATION 7 D00 Bt sdis Hasme e 77, ‘ o
pole [ADL forms complate winiials & Signatres on back | - Yes Mo
& Resident assessments earmslate win 72 brs Yag 0
[Résident reasscasments are complete win 10 tays B s | Mo
eiampia: signficant diegriosis change ' ) — ]
Evalustion of assessment to bs compisiad win 55 days ~ Yes | Hg
Cars Plan signed by VD win 15 days of compisted aasessmant o Yem Mo
Quarterly assessments cuinplete, up-o-dste & corren: “Yés.! Mo
Curnmunication notes documented properly & in 2 dmal marmer - YEs By -
| Bed seouily checks signen & mmpﬁe‘i‘éﬁﬁg each shift - oty Yex | Mo
Wenderers' checkiist signed & compleied Ly sach Shifl property L ez | mm
Restraint checkdist signed & compieted by each shim Propeshs Yeg [
Behavionaf or phiysical agression by resttent donumenied — _Yas Mo
Laze Manager contated when resilent was aggiessive . R Blo
Hignificant changs documented & resssssmant complsted 72 s L Hes T T
IncidentAccident repors donurreniad popstly & sent tp DES Ve T
Wi 24 hours S , . _ N I w-'
oo caldanis feporiad fo respotistis paries TRy ;{; Vs Mo
Residenis sign-out shaot being uzad appronrsisly B Yes il
(residant signs form every exit & SrEnce fo Sty s ) N B o
0 HEALTH SERvicES "” o ]
: Dol Cane 10w — _
Terkad residents vapressurs sores., . What stage? )
[New sesessmenn compiete with Rressive sore developmgnt ] 1 B Yes i
| ctal residents with cathsiers N o o : _'_
 Total incorinent restdents | N N o
Curment # of restraint orders _ o . o
Curent £ of ed resirelits _ ' R
Lirrent ol chamical tesrams e el SRy R —
£ {Lab resulls Teosived In a timety manner o d88 | Mo
Management involved wisignifica abnormals Yes Na
*# of residents Reing frested for UilTs , 4 L
Arv resident isolsied for the fisca) yesr b Yes L
Faciiity 15 protosol foliowed for all new admissions . Yog Mo
Staff follow procedure for hzzardous wasle disnossl A- s e “Nem- By -
YdDsite of 55t siafl framing regarding infection conficl Yt () ]
¥ |Physician visits facility =t least montily _ T Mo
¥ (Flysician docurmenta in residenie’ rhara - ‘%‘953 Mo
*{FPhysician meeling the needs of ihe residens 5 facility s Nn i
X :tiams Health conparates witlh Taciily siafr - Yes - Mo
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Columbus Regional Healthcare System
Imaging Department
500 JEFFERSON STREET

WHITEVILLE, NC 28472
S10-642-3011 et 2224

Patient Name: PARKER LEVY Procedurs & 11671580
Med Res# 10417146 Visit ity 20007265208 '
Patient Location: CAT Scan Patient Type: CUTFATIENT
po|: 117201850 Gender: M Age B4Y Phene: (81016470508

Exam Reasoh: Other Reason, See Ingtrucfions
Order Phys: FISCHL A, LORI Read By: KOTZAN MD, JEFFREY M
Procedure: DSABAS12:00 CT CGhaztw IV Contrast

Finar 7
INDICATION:
COPD

COMPARTSON:
None.

Intravenous contrast; Administered 79 8 mi of Contrast — mg/ml
Radiation Dose:

FINDINGS:

Computed tomography was performed through the chest utilizing consecutive axial

seetions. TV contrast wasg administered for the exam, Lungs are hyperexpanded

consistent with COPIY, There are chronic appearing interstitial changss, No o
evidence of parenchymat wfiltrate or nodule. '

IMPRESSION:
Chronic changes consistert with COPD,

Digtated: 3/19/2015 12:48 PM by Jeffrey M Kotzan (POS: MEDVIEWZ)
Electronically Signed:§5/19/2015 12:52 PM by Jeffioy M Kotzan

Reald By: KOTZAN MD, JEFFREY M.

Transeribed: D5 2014 12:88 By KOTZAN MD, IEFFREY M. Yislt 1B 20007283298
Gonfidentiaiily Notica: The informaiion cotained in thiz facimiie may be arivilegad and confidential B foimtended only for the use of the
intivicaal oF erdfly to whom 2was sor, e reciplent of this transmitkal is net the Infended rugiplent, smpoyee, oragent responsible o deliver it
o the intended reciplent, aty diasamminatian, dishindion, oF cofniigl of s conmmyatcalion i sitclly profibtted. | you tove received thic
communication |nemmor, peass nofity s Invediately by telephone, and retum the onginal messaps fo us o the abiove address vig U5 Fostal

Bearvice.
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Client's Physician
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