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The Adult Care Licensure Section conducted an

annual sUrvey and follow-up survey on August

19-20, 2015,

D270
D 270, 10A NCAC 13F .0901(b) Persanal Care and D 270

Supsrvision

10A NCAC 13F .0801 Personal Care and

Supervision
(b) Staff shall provide supervision of residents in

accardance with each rasident's assessed needs,

care plan and current symptoms,

This Rule is not met as evidencad by:

Based on observations, record reviews, and
interviews, the facility failed to provide
documentation of supervision in accorgance with
each resident assessed needs, care plan and
current symptoms far 1 of 3 sampled residents
(Resident #2) with documented falls.

Raview of Resident #2's current FL-2 dated
11/14/14 revealed:

- Diagnoses included Alzheimer's Dementia,
hypertension, and anxiety disorder.

- The resident was documented as ambulatory
and injuriaus to self (falls).

Review of Resident #2's Resident Register
revealed an admission date of 11/14/2013.

Review of Resident #2's Care Plan dated
11/05/14 revealed:

10A NCAC 13F In accordance with
Persanal Care and Supervision

On August 20, 2015 a spreadshest

Was created to track any resident

That requires extra safety checks.

Also, those extra safety checks have
Been added to shift reports,

Direct care staff have been trained

And must sign off on the spreadsheet,
On Sept 8, 2015 all staff were counseled
On implementation of process. Resident
Care Coordinator and Assistant Executive

Director moniters.

- The resident was assessed for limited (See exhibit #2 )
assistance with ambulation.

- The resident was assessed for limited :

assistance with transfars, £\
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Raview of the facility "Fall Identification,
Prevention and Investigation Guideline" revealed:
- "Evety resident will be evaluated for falls upon
admission and subsequently thereafter when the
resident's condition changes or at least quarterly.
The care plan will state the goals, intervention
and approaches for every rasident who is
idantified as being at risk for falls, Staff will be
fraingd to be alert to risk and hazards for falls in
the environment, The falls prevention approaches
will be evaluated by the facility to determine the
effectivenass of the approaches.”

- Residents wars to be assessed within 72 hotrs
of admission for fall risk. Residente scoring 0-8
were considered not at risk. Those greater than 8
were considered at risk,

- Residents should be re-assessed quarterly.

- "Based on the results of the falls assessment,
the interdisciplinary team will determine the best
approach to implement for fail prevention for
those scoring at rigk, adjust the care plan, inform
the family and resident at the next care plan
meeting and have them sign a negotiated risk
specific {o falls."

Review of Resident #2's recard revealed Fall Risk
Assessment Forms (FRAF) information as
follows:

- FRAF should be completed on admission,
quarterly, and upon sighificant change.

- FRAF scores of 0-8 not considered to be at high
risk for falls, 9-15 moderate risk (place on fall
precaution and service plan), and 16 plus (place
on fall precautions, including every 2 hour check
and service plan).

- FRAF dated 8/08/14 with g score of 12.

- FRAF dated 11/08/14 with a score of 14.

- FRAF dated 2/08/15 with a score of 10.

- No FRAF after 2/08/15.

The facility has a Fall Identification,
Prevention and Investigation Guidelines
In place that requires each resident

To be assessed upon admission and

Yearly thereafter. (See exhibit #4)
Resident #2 has been upgraded to

A higher level of care (See exhibit #5)
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Observation of Resident #2 at various times an
8/19/15 and B/20/15 revealed:

- No apparent signs of bruising on any exposed
areas of her extremities.

- Residant #2 was not observed using any type of
assistive device (cane, walker, or wheelchair.)

« The resident was observed sitting alone in a
lubby/foyer chair on 8/19/15 at 2:00 pm and
8/20/15 at 2:30 pm. (Staff and residents were
jocated in the hallway and around the nurse's
desk through the doorway.)

- Resident #2 was observed lying on her bed at
1:50 pm on 8/20/15.

- The resident was observed walking (shuffling
gait with head dawn) in the dining reom hail on
8/20/15 at various times including at 3:00 pm, and
4:0Q pm,

Review of Resident #2 record revealed no
documentation for physical therapy assessment
or treatment in the fast 9 months.

Review of facility staff notes and incident reports
revealed Resident #2 had § unwitnessed falls
from 3/06/15 to 6/14/15 as follows:

- On 3/06/15 at 9:30 pm, Raesident found sitting
on buttacks on the floor - no apparent injury.

- On 3/14/15, evening shift, Resident found sitting
on kuttocks on the floor - no apparent injury.

- On 4/05/15 at 2:30 pm, Resident found on left
side on floor in hallway, sent to emergency
department - treated for contusion,

- On 4/13/15, no time listed, Resident was found
lying on left side in dining room - no apparent
injury,

- On 6/14/15 at 6:30 pm, Resident found lying on
left side in another resident's room - no apparent
fnjury.
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Reaview of facility staff notes and incident reports
revealed Resident #2 had 8 unwitnassed falls
from 7/23/15 to 8/17/15 as follows:

- On 7/23/15 &t 8:30 am, Resident was found
sifting on buttocks on the floor in the hallway - no
apparent injury.

- On 7/25/15 at 8:30 am, Resident was found
sitting en buttocks on the floor in another
resident's room- No apparent injury.

-0On 7/27/15 at 1:00 pm, Resident was found in
another resident's room- ho apparent injury.

- On 7/29/15 at 11:00 am, Resident was found
sitting on buttocks an the ficar in another
resident's room- no apparent injury.

- On 7/30/15 at 9:50 pm, Resident was fourd
lying on the floar in ancther resident's room- no
apparent injury. .
- On 8/08/15 at 6:45 pm, Residant was found on
back hallway lying on right side - no apparent
injury.

- On 8/14/15 at 10:15 prm, Resident was found,
sitting on her hottom in resident's room, tangled
up in sheet and comforter,

- On 8/17/15 at 9:45 pin, Resident was found on
the floor by the nurse's station and the beauty
shop - no apparent injury.

Continued review of Resident #2's record
revealed:

- On 6/26/15, resident was treated for urinary
tract infection with an antibiotic,

- On 7/31/18 at 12:00 noon, Resident #2 received
an order for an antiblotic to freat urinary tract
infaction as result of urine analysis and culture
report on 7/31/15.

Reviaw of the facility's "Incident Repart
Investigation Forms™ for Resident #2 revealed
documentation for interventions to be taken to
prevent same or similar incident from recurring
Divizion of Health Service Regulation
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wers as follows:

- On 3/10/15, "check on resident every 2 hours or
every 1 hour",

- On 3/16/18, "toilating every 2 hours and as
needed by staff".

- On 4/12/15, "toileting every 2 hours and as
needed by staff. Have staff to assist resident with
transfers".

- On 4/14/15, Moileting every 2 hours and as
needed by staff. Staff to assist with patient sitting
dawn in chairs in lobby".

- On 8/14/15, "Resident redirected to own room
and re-oriented to surroundings”.

- On 7/25/15, "Monitor resident as she wanders".
- On 7/25/15, "Educate staff on closely monitoring
residents who wander",

- On 7/27/15, "Monitor resident, provide safe
anvirpnment”.

- On 8/08/15, “Increasa safety chack, every hour",
- On 8/14/15, "Staff will check environment for
safety hazards evan while in bed, Make sure
resident extremities can move fresly in blanket",

Review of the facility's post fall documentation for
Resident #2 from 3/06/15 to 8/17/15 revealsd:

- Documentation for one hour checks for 12
hours after each fall per facility policy.

- Documentation on nurses's shift notes for
monitoring the resident's condition, including
blood pressure check, pulse check, and
comments regarding any signs of pain or
bruising, and documenting at least cnce on each
of 3 shifts (24 hours) after each fall per facility
policy.

Review of Resident #2's record revealed no
documentation for increasad supervision after the
24 hour post fall period.

interview on 8/20/15 at 1:15 pm with a Nurse Aide
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(NA) revealad;

~ She rautinely worked the day shift and assisted
residents with bathing, transfer, dressing, and
other daily aciivities,

- The staff performed routine checks on residents
about every 2 haurs. '

- The morning routine was to make rounds to
check on all the residents when she arrived for
her shift (7:00 am), make a second round staiting
around 9:30 am, around 11:30 the NAs started
rounds for assisting residents to lunch, and
around 1:30 pm NAs did toileting checks; which
would be checking an residents about every 2
hourg,

- The NAs were responsible for checking on
residents every 2 haurs hut the Medication Aides
were respansible for the more frequent 1 hour
checks, for 12 hours, after a resident had failen.
- Resident #2 was independent with ambulation
and was able to gat out of bed on her own.

- She had to re-direct Resident #2 several times
during the day because the resident weuld
wander into other resident's rooms and try to =it
down in a chair or on a bed.

- Resident #2 needed re-directing to get from the
shower to her raom.

- Resident #2 did not have a watker or
wheslchair,

- Rasident #2 would not stay put once seated.

- 8he was aware Resident #2 had expserienced
numerous falls with some of the falls in July 2015
being almost back to hack.

- She was not aware of any resident recsiving
increased supsrvision. (Moie than 2 hours
checks).

- She did not racall ever heing directed to chack
on Resident #2 maore aften than every 2 hours.

Interview on 8/20/15 at 1:30 pm with a day shift
Medication Aide (MA) revealed:

Division of Haalih Service Regulation

STATE FORM

anig 655611

If sontinuation eheet 8 of 28




00T/02/2015/FR1 11:06 Al

FAL No,

P, 007

PRINTED: 09/02/2015

L . . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION [DENTIEICATION NUMBER: COMPLETED
A, BUILDING:
R
HAL034090 B, WING 08/20/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIf CODLE
401 HOL
CLEMMONS VILLAGE | 6401 HOLDER RQAD
CLEMMONS, NC 27012
X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CQRREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLILATORY QR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
D 270| Continued From page 6 D270

- The facility staff, NAs, ware rasponsible to
check on all residents every 2 hours,

- The MAs were responsible to also document
follow up checks at least one time each shift for 3
shifts (24 hours) after a fall.

- The resident would then go back on 2 hour
supervision.

- The MA stated he had not seen Resident #2 fajl
but that he had been alerted by staff for falls on
his shift.

- The Resident Care Coordinator or Adrministrator
wara regponsible to inform staff for any increased
supervision bayond the current fall pratocol.

- The MA was not aware of any resident, including
Resident #2, with instructions to be monitored
mare frequently than every 2 hours, unless they
were in the 12 hours post fall when the MA
¢hecked on the resident every ane hour and
documented on the post fall sheet. -

- The MA stated Resident #2 usually fell in
another resident's room.

- Resident #2's mental status appeared {o be
worse; not really aggressive but more reactive
with resistant behavior.

- Resident #2 did not rottinely refuse medications
axcept when she ended up being diagnosed with
a urinary fract infection.

Interview on §/20/15 at 1:50 pm with the Activity
Director (AD) revealed:

« Resident #2's disposition had changed more in
the last 1 to 2 months.

- Resident #2 used to participate in activities but
had gotten a lot less focused and required
fraquent redirecting.

- The AD had not witnessed Resident #2 fall.

- Rasident #2 only went on outings if the AD had
additional staff available to help with supervigion,

Interview on 8/20/15 at 1:80 pm with a second
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day shift Nurse Aide revealed:

- She routinely worked day shift but had also
warkad evening shift.

- The NA stated Resident #2 wandered around
the building.

- Resident #2 did not mess with the belongings of
athers, she mainly just wandered into other
residents' rooms and attempted to sit down in the
chairs on the beds.

- The NA stated she had found her on the floor
before but never witnessed her fall.

- The NA stated nobody from Administration or no
MA had instructed her to check on Resident #2
more often than every 2 hours. (Not one hour or
30 minute checks.)

Intarview on 8/20/16 at 2:05 pim with a second
day shift MA reveaied:

- He had worked at the facility more than 10
yaars.

- He was aware Resident #2 had experienced
multiple falls in the last 8 monthe.

- He stated the MAs did 1 hour checeks for 12
hours after a fall and documented each shift for
24 hours.

« He was nat aware of any resident that was
receiving routine checks more frequently than
every 2 hours.

Interview on 8/20/15 at 2;10 pm with an evening
shift MA revealed:

- The MA stated the facility routinely had 2 MAs
and 3 to 4 Nurse Aides working on the evening
shift,

- Rasident #2 had fallen on the evening shift,
whan she worked.

- 8he had witnessed one fall, a long tirme ago, but
recently she anly heard the Resident#2 crying
out for help or staff calling for her to come for &
fall.
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- The MA stated Resident #2 wanderad info other
residents’ rooms and appearad {o be attempting
to sit in a chair or on the bed when staff found her
on the floor.

- Resident #2 could not explain haw she endad
up on the floar.

- Resident #2 was always walking around inside
the facility.

- The facility had tried using a wheel chair for
Residant #2 but she would not stay in the chair.

- Resident #2's wandering seemed to have
increasad over the last 2 to 3 months.

- Resident #2 usad to walk in the halls mostly, but
now she seamead to be going into rooms more.

- Resident #2 was lags cooperative with toilating,
however her medications had been changed at
least 3 times in the last 3 to 4 months to help with
the behaviors.

- Resident #2 seemed to fall mors offen on the
evening shift.

- No resident was currently receiving increased
supervision more than reufine 2 hour check.

Interview on 8/20/15 at 2:45 pm with Resident
#2's family member revealed:

- Resident #2 had fallen several times over the
last 6 months,

- The facility notifiad the family member every
time Residant #2 foll,

- The family member had asked the facility about
the resident using a walker, however, the facility
informed her that the resident was very mobile
and would not remembaear to use the walkar.

- Resident #2 had received physical therapy (PT)
a long time ago.

- The facility had mentioned a whasichair to the
family member but the family member had
expressed concems that a wheelchair should
only be a last resort due to the resident losing the
ability to walk after being placed in a wheelchair.

D270
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- The family member had not been contacted for
participating in updating the resident's Care Plan,
- The facility had not discussed any addition fall
prevention measure with the family member.

- The facility had not discussed trying PT again or
increasing supervision for Resident #2 with the
family member.

Telephone interview on 8/20/15 at 3:40 prn with
Resident #2's Physican's Assistant (FA) revealed:
- The PA was aware Resident #2 had
experienced several falig recently,

» The PA stated Resident #2 bad been treated for
grinary tract infections on at least 2 occasions.

- The PA had changed her medications to help
with the potential for medications adding to the
fall risk.

- The PA wag aware of recent changes in
behaviors for Residernt #2, especially for resisting
staff assistance and increased wandering around
inside the facility.

- The PA continued to work with a mental health
provider (changing medications) to help improve
behaviors but the resident's cognitive status was
nat improving,

- The PA had not recommended PT due to the
resident's mental status and inability to remember
to do recommendations.

- The facility did not routinely use chair alarms
and she was not sure the msidant would be a
good candidate for the alarm because of har
abllity to ambulate and cognitive status,

Interview on 8/20/15 at 3:50 pm with the
Administrator in Training (AlT) revealed:

- The AIT was aware Resident #2 had
experienced several falls in the last few months,
- The faciiity had put intetventions in place
including: urine culture and sensitivity test and
treating for urinary tract infections (6/29/15 and

On September 1, 2015 a letter to
The families was implemented
To invite the family to participate
In the care plan. (See exhibit #3)
The facility audited the medicaid
Careplans and the findings were

That we do normally have the

Family involved with the careplan.

(see attached)
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7/31/15) which can lead to confusion, waakness
and fallg; re-directing the resident to own room
and re-orienting to surroundings, checking room
and facility for safe environment (looking for trip
hazards) as documented on the incident reparts.
~ The facility procadurg for monitoring residents
after a fall was routingly followed. (Ore hour
¢hecks for 12 hours, then documentation the
resident's condition each shift for 24 hours).

- The facility did not have a policy for increasing
routine supervision for residents more often than
avery 2 hours.

- The AIT thought staff were trying to check on
Resident #2 more often than every 2 hours but
there was no documentatior:.

- The AT did not think Resident #2 would banefit
from PT due to cognitive status but would chack
with the PA for an evaluation.

- The AIT was not sure why the Resident #2 did
not have a signad Falls Risk Agreement in her
record.

- The AIT stated Resident #2's family member
was contacted for each fall.

- The AIT was not sure why the resident did not
have a more current Falls Rigsk Assessment than
2/08/15 or why the care plan had not been
updated to reflect the increased fallg,

Based on record review, and observation of
Rasident #2 on 8/19/15 and 8/20/15, it was
determined Resident #2 was not interviewable,

10A NCAC 13F .0802(c)(3-4) Health Care

10A NCAC 13F .0902 Health Care

() The facility shall assure documentation of the
following in the resident’s racord:

(8) written procedures, treatments or orders from
a physician or other licensed health professional;

D270

D276
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(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

D 276

Thig Rule is not met as evidenced by:
Based on observation, record review and
interview, the facifity faifed to assure

10A NCAG 13F .0909®(3-4) Health Care

implementation of a physician's order for 1 of & In accordance with Health Care the
sampled residents (Resident #4) related to blood

pressure measurements three times weekly. Facility will ensure that all MD orders
The findings are:

Tao include hardscripts
Raview of Resident #4's current hospital

discharge FL-2 dated 5/15/15 revealed diagnoses Are transcribed to the MAR monthly
included dyspnea, nosocomial pneumonia,
Chronic Kidney Disease lll, Pacemaker, Mitral - By pulling all charts and comparing

Valve replacement, diabetas mellitus If, and
Paroxysmal Afrial Fibrillation. }

With current orders on MARs and
Review of a subsequent post hospital order
verification completed on 5/21/15, revealed an Make necessary corrections.
arder for "Check B/P [blood pressure] M, W, F."

Review of physician's order sheets signed and
dated 5/11/18 and 7/14/15 revealed both order
shests included a continuation of the physician's
arder for B/P measurements to be taken three
times weekly

Eurther review of the resident record revealed the
original date of the order for three times weekly
blood prassure measurements originated on
4/9/14.

Raeviaw of Resident #4's Madication
Administration Record (MAR) for January 2015
Division of Health Service Requlation
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through June 2015 revealad:

-An entry for B/P measurements {0 be taken
three times weekly on Monday, Wadnesday and
Fridays.

-Documentation B/F measurements were taken
on Mondays, Wednesdays and Fridays with a
June 2015 range of 122/76 to 140/76.

Review of the July 2015 MAR revealed:

-No entry for B/P measurements to be taken
threg times weekly.

-No documentation of three times weekly B/P
measuremants.

Review of the August 2015 MAR revealed:
-No entry for B/P measuremants to be taken
three times weekly.

~No documentation of three times weekly B/P
measurements.

Raview of the fadllity's "Vital Signs Log” revealed
the last recorded monthly B/P measurement for
Resident #4 was taken on 6/19/15 with a resuft of
110/82,

Interview with Resident #4 on 8/20/15 at 9:35 am
revealed:

-He believed he had his B/P taken yesterday
(8/19/15) by the Medication Aide (MA).

-He thought he had his B/P taken frequently but
did not recall the results nor how often his B/P
was taken.

-He wae aware he had slevated blood pressure in
the past but received medication to keep it down.

Interview with @ MA on 8/20/15 at §:55 am and
9:40 am revealed:

-He took Resident #4's B/P yesterday at the
resident's request and docurnented alf B/P
readings on the MARs.
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-When the MA reviewed the current MAR and did
not find the B/P measurement documented, he
stated "I must have written it on my scratch paper
and forgot to documeant on the MAR."

-He recalled the B/P measurement was normal
and only took it because Resident #4 requested
his B/P be checked.

~The MA stated he relied on the MAR to
determine which residents need treatments or
vital signs completed and how often.

-lf the order was not transcribed to the MAR, the
MA would not know it was scheduled to be done.
-There was no other list or prompt the facility
used to informed the staff vital signs or
treatments needed to be compiletsd.

Interview with angthar MA on 8/20/15 at 11:00 am
revealed:

-He did not take Resident #4's B/P measurement
this morning. )

-Since the three times weekly B/P collection was
not transcribed to the MAR, he would not know it
was required that day.

He relied on the MAR for directions oh which
Residents needed vital signs taken other than
routinely once a month.

Interview with the Resident Care Coordinator
(RCC) on 8/20/15 at 9:15 am revealed:

-He was rasponsible for checking the previous
monthly MARS to the curment MARs for accuracy
and completeness,

-He was not aware the B/P measuremants for
Rasdiant #4 had not been dona for 7 weeks.

-He statad the missing B/P transcription should
have bear picked up and handwritten on the
MAR.

_The RCC stated the pharmacy sometimies left off
the vital signs transcription in the medication
section.

D278
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Interview with the primary care physician's nurse.
on 8/20/15 at 11:00 am revealed: D312
-Resident #4 had several hospitalizations in the
past six months and was being closely monitored
by the doctor. 10A NCAC 13F .0904(f)(2)
“The thrae times weekly B/Ps were used as part
of the "monitoring process as his cardio-vascular Nutrition and Food
stafus was unstable.”
-The resident was seen often in the office and the In accordance with Nutrition and Food
B/P had been monitorad.
The RCC reported on 8120115 at 11:30 am, the The facility will ensure that are staff
B/P measurement for Resident #4 was 122/80
and the doctor had changed the order ta reflect Are seated at eye level when assisting
once weekly B/P measurements in the futura.
With feeding of any resident, Staff
D312 {10A NCAC 13F .0804(f)(2) Nutrition and Food 0312

Sarvice

10A NGAG 13F .0904 Nutrition and Food Service
(f) Individuai Feeding Assistance in Aduit Care
Homes:

(2) Residents needing help in eating shall be
assisted upon receipt of the meal and the
assistance shall be unhurried and in a manner
that maintaing of enhances each resident's
dignity and respect.

This Rule is not met as eviderced by:

Based on oheervation, interview, and record
roview the facility failed to provide feeding
assistance in a manner that maintained or
anhanced resident dignity and respect to 3 of 3
residents who required feeding assistance
(Resident #5, #6, and #7),

The findings are.

Have also been trained that once
The meal is served staff must
Remain at the table. All staff

Have been re-trained in the proper
Procedure for feeding assistance,

See exhibit # 6
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A. Review of Resident #5's current FL2 dated
12/15/14 revealed:

-Diagnoses included degenerative arthritis and
esophagus.

-Resident #5 required personal care assistance
with feeding at times.

~Resident #5 was ordered a regular diet.
-Resident #5 was intermittently disoriented,
personal care was total care,

Review of Resident#5's record revealad the
following diet orders:

-On 12/18/15 diet order for mechanical soft diet
with ground meats.

-On 04/12/15 diet order for pureed meals.

Review of Resident #5's Fersonal Service Plan
and care plan dated 12/18/14 revealed the
resident required supervision with eating.

Review of the Resident Diet List posted in the
kitchen revealed Resident #5 was oh a pureed
diet and required feeding assistance.

Observation on 08/19/15 from 11:00 am to 11:50
am of the lunch meal revealed:

-Resident #5 was seated in the dining room, in
her whealchair.

-The resident seated at the horse-shoe shaped
table along with three other residents.

-At 11:03 am the resident's meal was gerved.in
two 4 ounce bowels.

-The meal consisted of pureed goulash and
pureed carrots.

-A Nurse Aide (NA), Staff B, walked to the inner
circle of the horse-shoe shaped table and while
standing, she picked up Resident #5's spoon and
gave the resident one spoonful of food.

-After giving Resident #5 a spoonful of the meal,
(still standing) the NA picked up the spaon of the
Division of Health Servics Regulstion
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resident sitting next to Resident #5, and gave that
resident a spoonful of the meal that was in front
of the resident.

-The NA repeated the same procsss for the third
resident.

-The NA continued to repeat this process while
standing and feeding all the residents at the table.
-The NA also provided cuing to a fourth residant,
even at times picking up the resident's spoon and
handing it to the resident.

-Resident #5 consumed 80% of her meal.

Observation on 08/20/19 from 10:30 am to 11:50
am of the lunch meal process revealed:
-Resident #5 was seatad at the horse-shoe
circular table with two other residents (Resident
#6 and #7).

At 11:08 am the NA, Staff A served Rasident #5
and two other residents their meal.

-The meal served consisted of pureed chicken
pot pie, mashed potatoes and pureed peach
cobbier,

-The NA [aft the table twice after serving the
meal, and did not serve Resident #5 or the other
residents any of their meal,

WAL 11:11 am the NA walked to the inner dircle of
the horse-shoe tabla and while standing started
to feed the three residents,

~The NA left the table a third fime and went to the
kitchen.

-At 11214 am a different NA came to the dining
room, and walked to the inner Gircle of the table.
“While standing the NA proceeded to feed
Resident #5, and the other three residents seated
at the table.

-The NA gave Resident #5 a spooniul of the
pureed food, then using a systematic pattern the
NA gave the second resident a spoonful of food,
and then the third resident a spoonfut of food.
-The NA was abserved ta place her left slbow on
Division of Health Service Ragulation
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the table and leaning in a curved position, bended
over the table while feeding residents,

-At 11:20 am the NA got a chair and sat in the
inner ¢ircle of the table and continued feeding the
thiee residents in the same systematic pattern
until the meal was completed.

Based onh record review and observation it was
determined that Resident #5 was not
interviewable,

Rafer to inferview on 08/20/15 at 12:30 pm with
the NA, StaffA.

Refer to interview on 08/20/15 at 12:45 pm with
the NA, Staff B.

Refer to interview on 08/20/15 at 4.20 pm with the
Administrator-in-training.

B. Review of Resident #6's current FL.2 dated
06/16/15 revealed:

-Diagnoses included dementia and candida
esophagitis.

-Resident #6 was constantly disoriented.
-Parsonal care assistance was bathing, feeding
and dressing.

-Resident #6 was ordered a pureed diet.

Review of Resident #6's Personal Service Plan
and care plan dated 06/15/15 revesled the
resident required extensive assistance with
eating.

Review of the Resident Diet List posted in the
kitchen revealed Resident #6 was on a puresd
diet and required feeding assistance.

Observation on 08/19/15 fram 11:00 am to 11:50
am of the lunch meal revealed:

D312
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-Resident #5 was in the dining room, in har
wheelchair.

-The resident was seated at the horsa-shoe
shaped table along with three other residents.
-At 11:03 am Resident #6's meal was served in
two 4 cunce bowals.

-The meal consisted of pureed goulash and
puresd carrots.

-A Nurse Aide (NA), Gtaff B, walked to the inner
circle of the horse-shoe shaped table and while
standing, picked up Resident #6's spoon and
gave the resident a spoonful of her meal.

-Still standing, the NA picked up the spoon of the
resident seated next to Resident #6 and gave that
rezident a spoonful of the meal that was in front
of the resident.

-The NA repeated the same systematic process
of one spoonful per resident, rotating in a circutar
pattern throughout the maal.

-The NA alsa provided cuing to a fourth resident,
at times picking up the rasident's spoon and
handing if to the resident.

-Residant #8 consumed 100% of her meal,

Obsarvation of the lunch meal process on
08/20/19 from 10:30 am to 11:50 am of the lunch
meal revealed:

_Resident #65 was seated at the horse-shos
circular table with two other residents (Resident
#5 and #7).

At 11:08 am the NA served Resident #6's meal.
-The meal served consisted of pureed chicken
pot pie, mashed potatoes and puresd peach
cobbler.

-The NA left the table twice after serving the
meal, without feeding the resident any portion of
the meal.

-The NA returnad to the table and walked to the
inner circle and while standing started to feed the
three residents.
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-Tha NA left the table a third time and went to the
kitchen.

-At 11:14 am a different {(second) NA, Staff A,
came to the dining room, and walked to the nner
circle of the table.

While standing the NA started to feed Resident
#5, and the other two residents.

-The NA started with the resident to the left of
Resident #6.

-The NA gave Resident #6 a spoonful of food,
and then gave the resident to the right of
Resident #6 a spoonful of food.

-The NA repeated the systematic process of one
spoonful of food per resident throughaut the
meal.

-After five spoons of food Resident #6 was given
a drink of her beverage.

-The NA was observed to place her left elbow on
the table, and leaning her bodly over the table in a
curved position continued to feed the three
residents.

-At 11:20 am the NA got a chair and sat in the
inner circle of the table.

Refer to interview on 08/20/15 at 12:30 pm with
the NA, StaffA.

Rofar to interview an 08/20/15 at 12:45 pm with
the NA, Staff B.

Refer to interview on 08/20/15 at 4:20 pm with the
Administrator-in-training.

¢. Review of Resident #7's current FL2 dated
03/07/15 revesled:

-Diagnoses included Alzhelmer's type dementia.
-Resident #7 was constantly disoriented.
-Personal care assistance was bathing and
dressing.

-Resident #7 was ordered a regular dist.
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Raview of Resident #7's Personal Service Flan
and care plan dated 03/07/15 revealed the
resident required supervision with eating.

"Review of the Resident Diet List posted in the

kitchen revealed Resident #7 was on a regular
diet and required feeding assistance.

Observation on 08/19/15 from 11:00 am fo 11:50
am of the lunch meal revealad,

-Resident #7 was seated in her whaalchair, in the
dining room.,

-The resident was seatad at the horse-shoe
shaped table along with three ather residents.
_At 11:03 am Resident #7's meal was served
goulash, carrots, and & dinner roll (broken in
pisces).

-A Nurse Aide (NA), Staff B, walked to the inner
circle of the horse-shoe shaped table and while
standing, spoon feed three other residents and
instructed Resident #7 to eat her food.

~Several time the NA picked up Resident #7's
spoon and handed it to the resident,

-Resident #7 still did not indepandently eat her
meal.

-The NA assistad Residant #7 throughout her
meal.

-Resident #7 consumad 70% of har meal.

Observation of the lunch meal process on
08/20/19 from 10:30 am to 11:50 am of the lunch
moal revealed:

-Raesident #7 was seated at the horse-shoe
circular table with two other rasidents (Resident
#5 and #6).

-At 11:08 am the NA served Resident #7's meal.
~The meal served consisted of chicken pot pie,
mashed potatoes and peach cobbler.

-The NA left the table twice after serving the

D312
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maeal, without feeding the resident any portion of
the meal.

-The NA returned fo the takle and walked to the
inner circle and while standing started to feed the
three residents (no cueing for Resident #7).

~The NA left the table a third ime and went to tha
kitchen.

-At 11:14 am a different NA, Staff A, came to the
dining roam, and walked to the inner circle of the
table.

“While standing the NA started to feed two other
residents, and Resident #7.

-The NA was abserved to place her leit etbow on
the table, and leaning her body over the table in a
curved position continued to feed the three
rasidents.

-At 11:20 am the NA pulled a chair over fo the
table and sat in the ¢hair.

Refer to interview on 08/20/15 at 12:30 pm with
the NA, StaffA.

Refer to interview on 08/20/16 at 12:45 pm with
the NA, Staff B,

Refar to interview on 08/20/15 at 4:20 pm with the
Administrator-in-fraining.

Interview on 08/20/15 at 12:30 pm with Staff A,
NA revealad:

-t did not matter if she was seated or standing
while feading residents.

-Sha started out standing while feeding residents,
but decided to sit because it was easier to feed
residents seated at eye level,

Interview on 08/20/16 at 12:45 pm with Staff B,
NA revealed:

~Sometimes she sat while feeding residents their
meal.
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.|t was easier to stand because residents were D 358
spread around the table.
-No vne at the facility had instructed her not to
: ; 10A NCAC .
stand when feeding residents. 13F 1004(3)
Interview on 08/20/15 at 4:20 pm with the ' ‘ Medication Administration
Administrator-in-training revealed:
-Facility staff were aware not to stand when in accordance with Medication
feading residents.
She w‘as'flllmg In for the Administrator, and Administration the facility will
unaware if foeding assistance was observed to
ensure staif did not stand, . ,
Put any hard scripts written by

D 358 10A NCAC 13F .1004(s) Medication D 358
Administration
PA/MD are also placed in the
10A NCAC 13F .1004 Medication Administration
(8) An adult care home shall assure that the MAR and signed off by all three
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

{1) orders by a licensed prescribing practitioner

Shifts to ensure that all orders

which are maintained In the resident's record; and Either hard script and/or telephone
(2) rules in this Section and the facility's policies
and procedures. Orders are administered carrectly,

Thig Rule is not met as avidenced by:

Based on observation, interview, and record
review, the facility failed to assure medications
and treatments were administerad as prescribed
to 1 of 5 residents (Resident #1) with an order for
Tramadol.

The findings are:

Review of Resident #1's current FL2 dated
12/19/14 revealed:

-Diagnoses of dementia, diabetes mellitus,
hyperfipidemia, and chrenic back pain.
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-Madication orders included Tramadol (pain
relisving madication) 50mg, % tablet four times
daily.

Review of Resident #1's record revaalad an order
dated 08/07/15 for Tramadol 25mg three times
daily.

Review of Resident #1's August 2015 Medication
Administration Record (MAR) revealed:

-An entry for Tramadol 50mg take % tablet
(25mg) four times daily was printed on MAR
scheduled for administration at 6:00 am, 12:00
pm, 4;00 pm, and 8:00 pm.

-Staff documented the administration of Tramadol
25mg foyr timaes dafly from August 1, through
August 18, 2015, and at 6:00 am, 12:00 pm, and
4:00 pm on 08/19/15,

Observation on 08/19/15 at 3:50 pm of the
medication pass revealad:

-The second shift medication aide administared
to Resident #1 Tramadol 25mg.

-The medication aide initialed the MAR for
administration at 4:00 pm.

Observation on 08/19/15 at 4:50 pm of Resident
#1's medications on hand at the facility revealed:
-Tramadol 26mg was available for administration.
-The medication was packaged punch through
card system,

-The pharmacy printed label on the medication
ravealed Tramado! 26mg with no instructions for
administering the medication.

-The facility put a stickar on the medication label
instruciing "Direstion change refer to chart.”
-The medication was fillad on 08/07/14 for 80
tablets.

-73 tablets were left in the punch card package.

Division of Health Service Regulation
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Interview on 08/19/15 at 4:50 pm with the second
ghift medication aide revealed:

-She administered Resident #1's Tramadol 25mg
at 3:50 pm and had planned to administer the
medication again at 8:00 pm.

-She worked the second shift, and usually
administered Tramadol 25mg twice during her
shift, at 4:00 pm and at 8:00 pm.

-She had obsetved the new directions sticker on
Resident #1's Tramadal punch card.

-She referred to the MARs, and the MARs
instructed to administer the medication four times
daily.

-If there was an order to administer the
medication more o iess than four {imes daily she
was unaware of the order.

-The facility's protocol for new medications or
medication order changes was the person
recaiving the order was to put a copy of the order
1 in the MARs, and hand write the order on the
MAR.

-The medication aide on each shift (1st, 2nd, and
3rd) was to initial the order showing they had
reviewed the changes as written by the physician
or Nurse Practitioner (NP).

-The medication aide was to check to ensure the
hand written entry on the MAR was according to
physician's instructions.

-After the order was signed by the medication
aide on each shift, the order was put in the
Resident Care Coordinator's (RCC) folder.

Interview on 08/19/15 at 4:30 pm with the NP
rovealed;

-Prigr to coming to the facility on 08/07/15 she
called facility staff and informed them that she
would be coming to the facllity on 08/07/15.
-The NP informed staff that as of 08/08/15 she
would be on vacation for two weeks, and would
not be available to write refill prescriptions.
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-She informed staff to determine which residents
wauld need medication refills during the two
weeks that she would be gone.

-On 0B/07/15 staff told her that Resident #1's
Tramadol would need & refill,

-She wrote the refill order for Tramadol 26mg
three times daily.

-On 08/07/15 the pharmacy called to clarify the
order, and she informed them that she was out of
town for two weeks and facility staff neededi to
administer the Tramadol according to her order
written on 08/07/15.

-The NP said on 08/08/15 a staff person from the
facility (unable to recall the same) called to ask
about the order sha wrote an 08/07/15 for
Resident #1's Tramadot.

-She informed staff that she was out of town and
there was nothing that she could do, so they
needed to administer the medication according
the order that she wrote on 08/07/18 (three times
daily).

Interview cn 08/19/15 at 5:00 pm with the
pharmacy that filled Resident #1's Tramadcl
revealed:

-The facility faxed them an orcler on 08/07/16
from the NP that changed Tramadol 25mg {0
threa times daily.

-They dispensed 90 tablets,

-The pharmacy printed the label for the Tramadol
on the punch card label.

-Jf there was no ingtructions to administer the
meadication, then clarification needed to be done
by the facility.

-The pharmacy would not send a new MAR for
the Tramadof 25mg three times daily until
September 2015.

-Facility staff were responsible for changing the
medication instructions on the MAR.

-No one at the facility had inquired about the
Diviglon of Health Servica Regulation .
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medlication change from four times daily to threa
times daily.

Interview on 08/20/15 at 8:05 am with a first shift
medication aide revealed:

-He usually worked the first shift.

-Most of his time was spent passing medications.
-Prior to taday he administered Resident #1's
Tramadol twice daily at 6:00 am and at 12:00 pm
as printed on the MAR.

-He did not recall seeing an order that changed
the resident's Tramadal from four times daily to
three times a day.

-Even as of this morning he had not observed an
order that changed Resident #1's Tramadol.

-He qgbserved that sormeone had drawn a lina
through the Tramadol four times daily printed by
the pharmacy, and hand wrote Tramadol 25mg
three times daily on the MAR.

-He thought maybe an order carme in yesterday,
in the evening that changed Tramadol to three
times dally.

-t was the facility's protocal when an order was
received (new or changed) it was faxed to the
pharmacy, and hand written on the MAR.

-A copy of the order was put in the MAR book and
sighed or initially by the medication aide on all
three shiits.

-The order was then given to the RCC to be filed,

Interview on 08/20/15 at 8:25 am with the RGC
revealed.

“Whan new medication orders were receivad he
called the family to ensure they were aware of the
order.

-He sent the orders o the pharmacy to have the
new order filled.

-He wrate the new order on the MARs.

-A copy was put in the MAR book for the
medication aide on each shift to view the new or
Divielon of Health Service Regulation
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changed orders and inifial they had reviewed.
-Another copy of the order was put in the "what's
happening" baok for 1- 2 weeks, to observe side
effects of the medication.
“The order was additianally reviewed again by
him (RCC), assistant RGG, and campus (facility
nurss) nurse to make sure the order was carried
out according to the facility's policy.
-Resident #1's order for Tramadal 25mg three
times daily was missed.
Basad on record review, observation, and
attempted interview on 08/19/15 and 08/20/15 it
was determined, Resident #1 was not
interviewable.
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Resident Hourly Safety Checks Resident Name:

Time of Incident: Date:

Hour One: Status: Initial: ___
Hour Two: . Status: ___ Initial; ___
Hour Three: Status: Initial:
Hour Four: Status: Initial: __
Hour Five: Status: fnitial:
Hour Six: Status: Initial: ___
Hour Seven:; Status: {nitial;
Hour Eight: Status: Initlal:
Hour Nine: Status: Initial: __
Hour Ten: Status: Jmitial:
Hour Eleven: Status: Initial: ___
Hour Twelve: Status: Initial: ___

ARty

Name and Title of staff who have initialed above.

When completed please place in RCC office for review.
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Evinibi+ 2,

On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | alsa understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management.

Printed Name

Title Date

Signature

Supervisors Signature Date
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CLEMMONS VILLAGE |
6401 HOLDER RD.
CLEMMONS, NC 27012
PH. 336-766-2990
FAX. 336-766-2138

Dear Family Member/POA,

Attached is the updated Service Plan and Careplan for your family
member. Please call me and we will schedule a time to personally
review. If you feel comfortable with the enclosed, you may sign and
return to our office. If you have questions or concerns and are unable
to schedule an appointment please feel free to contact me at 336- -

766-2990.

Sincerely,

Rachard Covington
Resident Care. Coordinator
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. Faill identification, Prevention and Investigation -~
T U Guldelines L

It Is our goal to identify those at risk for falls, prevent falls and investigate falls to reduce the
oceurrences of falls and possible Injury.

Every resident will be evaluated for falls upon admisston and aubsequently thereafter when the
resident's cordition changes. The care plan will state,the goals, interventions and approaches for
every resident who Is [dentified as being at risk for falls. Staff will ba trained to be alert to risk and
hazards for falls in the environment, The falls prevention approaches will be evalusted by the
faciity to determine the effectiveness of the approaches.

Procedure:

Residents will be assessed for fall risk upan admiasion.

Residents will be re-assessed for fall risk yearly or with any changes that would direct & new
assessment. )

Based on the results of the Talls agsessment, the interdiscipfinary team will determine the best
approach to implement for fall prevention for those scoring at risk.

Direct Care Providers will be Instructed regarding approaches and goals far the management of
the resident falls rigk.

If & resident experiences a fall, the direst care staff will complete an incident repart and document
the fall in the resident record. Physician and responsible party are to be natified timely. Daily
antries regarding the status of the resident's condition will occur each shift for 72 hours follawing
the incident.

The Incident repart will be complete and thorough and identify the intarvention or new intervention
put In place by the diract care staff Inmediately following the fall.

\Within 24 hours, the respansible clinician (unit manager, ADON, DON, Risk Manager) will
conduct the Post Fall investigation, determineg the appropriateness of the intervention or new
intervention that was put into action, determine to continus or change the Intervention and update

the care plan as indicated.



007/02/2015/FR1

All

FL-2 {85)
INSTRUCTIONS ON REVERSE SIDE

[j PRIOR APPROVAL

1. PATIENT'S LAST NAME MIDDLE

Ciencond

EIRT DATE (M

0215-0110-6502 BMosre Spestlisat®

Blegly=

FAT o, P. 033

v f u,"g el
Patentad 1985 All fllghts Reserved 0305m Eh { m[ ¥ j ! ij}

NORTH CAROLINA MEDICAID PROGRAM
LONG TERM CARE SERVICES

D UTILIZATION REVIEW
. IDENTIFICATION

[ ] onsiTe REVIER

. ADMISSION DATE (CURRENT LOCATION)

10/ 1S

1YY

5. COUNTY ANDVEDICAID NUMBER 6. FACILITY

Camoons linee |

ADDRESS (O] Uslde.~ Eel | 7- PHOVIDER NUMBER
C-ermmon s ale. GOE

N vs | NAME AND ADDRESS e .
f ATTENDING PHYS|CIAN _ N\@? wé Ser o ¢ e b ‘3] RELATIVE NAME AND ADDRESS’ w22 MNovdio (Z,aC |
AL o e, 0 ST N arg ale SDBLao | Png, Woadenelr . Morle s 844§
10, CURRENT ILEV&L OF CARE 11, RECOMMENDED LEVEL OF CARE 12. PRIGRAPPROVAL NURMBER 14, DIBCHARGE PLAN
. HOME 7 pomciLary . HOME — DOMICILIARY e BNF ____ HOME
—— 8NF (REST HOME) —— BNF {REST HOME) _ i —_ICF
. ICF e OTHER o ICF te” OTHER 18, DATE APPROVED/ DENIED . DOMICILIARY (REST HOME)
— HOSPITAL 4 — OTHER

_ - 15. ADMITTING DIAGNOSES - PRIM
'ID‘-QN’N% #b .

ARY, SEGONDARY, DATES OF ONSET. .- "

Alzheiners

Lﬂﬂ i (’n&/ _ Q\’Samczr

. DISORIENTED p ' STATUS
AMBULATORY

| EDNTINENT

CONSTANTLY . " | QONTINENT
lNTERMITTENTLY SEMIAMBULATORY | " INCONTINENT INCONTINENT
APRIOF BEHAVIOR NON-AMBULATORY INDWELLING GATHETER GOLOSTOMY
-1 WANDERER ORA 0 EXTERNAL CATHETER PIRATIC
" VERBALLY ABUSIVE SIGHT .. 0 0 B NORMAL
L~ INJURIOUS TO SELF € AL MEARING - VEMBALLY TRAGHEOSTOMY
INJURIOUS TO OTHERS SPEECH NON-VERBALLY OTHER:
INJURIOUS TO PROFERTY CONTRACTURES "DOES NOT COMMUNICATE 02 PEN CONT
OTHER; i 51501 o
| PERSONAL GARE AsslaTANcs PASSIVE NORMAL _DIET
BATHING AGTIVE OTHER: SUPPLEMENTAL
| FEEDING ‘GROUF PARTICIPATION DECURITI-DESCRIEE: SPOON ‘
~ | DRESSING | BE-SOCIALIZATION PARENTERAL
_TOTAL CARE 1 FAMILY SUPPORTIVE NASOGASTRIC
VEICIAN VISITS ' ROLO GASTROSTOMY
30 DAYS ‘| CONVULSIONE/SEIZURES INTAKE AND OUTPUT
50 DAYE 1 | GRAND MAL " | DRESSINGS: FORGE FLLIDS
QVER 180 DAYS L] PETIT MaL WEIGHT
o J FREQUENCY HEIGHT

= OF] REQ

BLOOD FRESSURE

* $PECIAL CARE FACTORS

BOWEL AND BLARDER PAOGRAM

DIARETIC URINE TESTING

RESTORATIVE FEEDING PROGRAM

PT (BY LIGENSED FT)

SPEECH THERAPY

RANGE OF MOTION EXERCISES

S R 18, MEDICATIONS / NAME &
AL e (0 BD.aT

RESTHAINTS
THENGTHS DO.:AGE ‘& ROUTE -

QMQCL ‘h\# SKEDMA Sl Sel

FPo TUD

20NNredn e Fousde~ D Ana 90

sﬂ}'\\ HV“@M Vs (Z)\m

. oD, &M

AV LY.V (%,\2 \OO’DMQ& . QQ ol

. Colaxp. &Dm

- PO @b

10’?_)—7_:5?:) SO;OD‘«DT\.;\, — 0O, /‘zLDL

DN\ edsorml ol YW@%@ &:bw:,} , ‘/3_ faky (DQ e

s \(’_J%P VAL &Or“\"o.‘m&‘ } 0. ROy “'\—\CL\ A\ :"D-V"\/\a wedl P@ LS-G-'Q-‘% ‘\-x?, SNCH e
‘;T\\\‘-Q(\D\ ’ng's"’ ’E_E‘_’— Q‘CL v D 12/?\.\\\.9,1'\«‘:)\ .-S{‘é-ﬁ\»\ [ P-‘—:) rbﬂ_w‘»

19. X-RAY AND LABORATORY FINDINGS/ DATE:

\2, Lo luoni. \en Ji—\m a"m@ et S Aaﬂw\fe&

20. ADDITIONAL INFORMATION:

4
’H \fmkcxbl ;?f‘\mq /@Q auw

oy \D

T d ool Q_O Aa/&\ﬁ\w




0C1/02/2015/3R1 11212 AN FAY Mo, P 034

Cyhibid 4k O

Feeding a Resident:

Sigh.

Position resident In up-right, sitting position

Wash hands

Protect resident’s clothing using bib/napkins

Sit at eye-level with resident while feeding

Interact with resident as appropriate (i.e., conversation, coaxing,
cueing).

Try to avoid any distractions to the resident during the meal (keep unnecessary conversations between staff to
a minimum, no yelling/loud talk, etc).

Do not blow on, or fan a residents food.

No need to wear gloves while feeding.

Feed moderate-sized bites with appropriate utensil. When spoon feeding, be sure spoon is only about % full,
and feed from the tip of the spoon.

Alternate liquids with solids; offer fluids about every 2-3 bites, or more often if needed/requested.

Ensure the resident has swallowed food before proceeding.

If a resident, especially those on puree or thicken liquids, begin to cough during feeding, allow them time to
clear the cough; once coughing has stopped, you may resume feeding, If the resident continues to cough or
starts coughing again, stop feeding and notify SIC/RCC, as these residents are at greater risk for aspiration
Offer alternate meal if resident dose not eat well/does not like

Clean resident as appropriate when completed.

Date
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below 1 understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and [ will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,

Discharges, etc..). From this day forward | know there will be Discipfinary Action if | do not abide by the

rules set forth by Management.

Printed Name

Miranda. Spim

e oIS
“\EMM\QW%)@\ ITTiaN
T e gl
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On this Day September 8, 2015 | have bean counseled on the impartance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reasen, and [ will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(hew admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the
rules set forth by Management.

Printed Name

“John G leun

Title Date
N 9[8]6~
Signature

Q@c/

pETViso Date
(U &/‘ Ll We/s”
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for

High Risk Residents. By signing my name below | understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the impartant things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide hy the

rules set forth by Management.

Printed Name

Proondn

Title

AJA

Homsen

Signature

Ctmn a%m

Suwasor &Q\{V -

Date

Seplomber S 2014

Date

(77/&/; ¢
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for

H igh Risk Residents. By signing my name below 1 understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and | wil
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, atc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management.

Printed Name

R;\\(‘/ﬁ&&j //}7 Gorg

Title
CAA [ MT

Signature

@ﬁ*ﬂ/f o

ture

Date

V2/15

Date

afils
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below [ understand and will take the time out to lookin the
Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me

of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management.

Printed Name

%@1 T '@\'ZYMT
Title Date

M q1g s

Slgnature

/%gﬁ %ﬂuu&
PR e Tauc
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the
Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me

of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, e1c..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management,

Printed Name

Joeon NIl
Title Date
Caty 9 al1s

Signature

dw
7

Supewmga ,, W / ) Date '
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
Migh Risk Residents. By signing my name below | understand and will take the time out to look in the
Shift Report Book for any person that neads to be checked on every hour for any reason, and [ will
document accordingly. 1 also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech 1o notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management.

ol Taohe

Title Date

Cf\J@c \ Q- G5
W ﬂij Tﬂ%

CHE '//,, w o U5
N e v
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the
Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me

of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management.

Printed Name

Shang (YL W\

Title Date

CNA J-a-1s
NN (00N

’_,.--

Sup /e 55 rréturef Date |
CHCE g " qble
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On this Day September 8, 2015 | have been counsaled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and wilf take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | alsa understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinater, or a Lead Med Tech to notify me
of the Important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not ahide by the
rules set forth by Management.

%Wﬂr Feegn

Title Date
el fecl] A0S

VeLaloe, BEna
St e‘!‘VI';HI‘SS Ature Date
T Aoty
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On this Day September 8, 2015  have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the
Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me

of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management.

Printed Name

JUmMLE Spim

CNAT o] 19

A .

’k?vL';(;;Sigl u - Date
1‘?/@ /2/7 e AN alis™
BN

N




0CT/02/2015/FRT 11:13 AM FAX No, P, 045

On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below I understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...{new admissions, falls, incidents,
Discharges, etc..). From this day forward [ know there will be Disciplinary Action if I do not abide by the

rules set forth by Management,

Printed Name

Aahe uehens

Onn/RCA 9lglis

Signature

U’E}e isefs Signatu / Date .
C A kﬁ}é{fﬁ/ﬂﬁa 2l
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below f understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and  wil
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if [ do not abide by the

rules set forth by Management.

Printed Name
Nogmi Fostar

Title Date

Signature

At

Supepdsors gnature _ Date
W _ e all
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and | will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the impaortant things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide hy the
rules set forth by Management.

Printed Name

Title Date
LT 0-8-1%
Signature

\ e, Al
Supeﬁi natafé”) Date
/ -~ /ﬂ M@[/L (%/97 /l)fd_ﬁ
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On this Day September 8, 2015 | have been counselad on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to fook in the

Shift Report Book for any person that needs to be checked on every hour for any reason, and [ will

document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if | do not abide by the

rules set forth by Management,

Printed Name

O,\mu\f\ﬁ o P A

| &NAP a - % ”\%
W:@M At

Y ?”WW e Gl




0CT/02/2015/FRT 11: 14 AM FAX No. P 049

On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for
High Risk Residents. By signing my name below | understand and will take the time out to look in the

Shift Report Book for any person that needs to be checked on every haur for any reason, and [ will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which wilf be held by the Resident Care Coordinator, or a Lead Med Tech to notify me
of the important things of the day such as but are not limited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if I do not abide by the

rules set forth by Management.

Printed Name
‘Au(%\{m Prench

Title Date

fvif AP

¥

= d
na

e
~ { e

2
R
ig% q Date
4 e :x”Z P L0 7/ 57,/1 v
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On this Day September 8, 2015 | have been counseled aon the importance of the Every Hour Check for
High Risk Residents. By signing my name helow | understand and will take the time out to look in the
Shift Report Book for any person that needs to be checked on every hour for any reason, and [ will
docurnent accordingly. | also understand the importance of being Physically present in the Shift to Shift
stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me

of the impartant things of the day such as but are not fimited to...(new admissions, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action if ! do not abide by the

rules set forth by Management,

Printed Name

@iers  SYRES

Title Date

T Gutle s

Signature

Date

9’/ fiy~
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On this Day September 8, 2015 | have been counseled on the importance of the Every Hour Check for

High Risk Residents. By signing my name below | understand and will take the time out to look in the
Shift Report Book for any person that needs to be checked on every hour far any reason, and [ will
document accordingly. | also understand the importance of being Physically present in the Shift to Shift
Stand up meeting which will be held by the Resident Care Coordinator, or a Lead Med Tech to notify me

of the important things of the day such as but are not limited to...(new admissians, falls, incidents,
Discharges, etc..). From this day forward | know there will be Disciplinary Action If | do not abide by the

rules set forth by Management,

Printed Name

Prede, o fﬁp@m

Title Date
MT - 1z7.-)
Signature

mmm

Suy?@ fﬂﬂ

Date

= e G/
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Residen: Racine) SpeASe
Date: 5"\&”’\5 )

Assisted Living Cagre Plan

Resident Information

Name: Rachel Spease DOB: 11/01/1941 Saw Mf)i F
Medicaid ID No. {f applicable):

9491790951 Provider #:

Primary Physician Name: Scott Sheldon Phone#: ( 336 ) 251-6115

Diagnosis(es) below:
Sieep Apnea, Mild Retardation, COPD, Hypothyroidism, HTN, Schizophrenic d/o w/hx of hallucinations, Atypical

chest pain, Asymetrical breasts, GERD, BLE Ederna

Qutside Referral Agencies

(Xf yes is checked explain need and services provided to meet the need in the comment section)

Does resident currently receive Home Health Services: [ ] Yes No  Date services started:
Narme of Home Health Agency: Phone #: ( )
Address:

Commens (below):

Does resident crrenly receive Hospice Services? [l Yes No Date services started:

Narne of Hospice Agency: Phome #: ( )

Addl‘CSS H

Corments (below):

Does resident currertly receive Mental Health, DD, or Substance Abuse Services? 1 Yes X No
Date services startech: Hhas a referral been made? [ Yes [ No
Name of Agency: Phone #:  ( )

Address:

Emergency contact name: _ Phone #: ( )

Commenns (below):




0CT/02/2015/FR1 11114 AM FAX Mo, P, 003

Resident: QQ(:X e\ Si 0SE

Dare: %-18-15

Medication Administration

1. Artach Currert MAR to the Care Plan.

2. Does resident self-administer medications? O Ve No
If yes, list (below) the medicarions thar are self-administered:

Licensed Health Professional Support (LHPS) Personal Care Tasks
(as listed in Rule 42C 3703 and any other special care needs)

Frequency
LHPS Task (Daily, weekly, erc.)
Applying and removing TEDS daily
{inhalation medi'cation by machine . daily
Oxygen administraion and monitoring daily
Manitaring of continuous BIPAP daily
Personal Care Service Needs- Baged on the PCS Agsessment
ADL Task Self-Petformance Level # Daysl;l; is\x;/f:;fmmed

limited assist with shower, upper/lower body washing 3
supervision for tub/shower transfer/position
extensive assist for hair care, skin care, nail care(lxwk) |7
Bathing supervision for mouth/orai care(7x wk)

w

extensive assist to don/remove clothing/socks/shoes
and clothing/shoe fasteners
Dressing total assist with TEDS 7

limited assist with hygiene after toileting/Iincontinence
total assist with clean BSC/toileting area, empty trash,

Toileting dispose of incontinence supplies 7
limited assist clean meal service area/utensils/ dishes,
Feeding empty trash, meal prep 7

Ambulation limited assist with ambulation room to room 7




0CT/02/2015/FRT 11:14 AM FAT To, P, 04

Resident: RAGNEL SpeOSE
Date:_3-13-19D )

Verification of Care Plan Review

The Plan of Cars is based upon the needs determined on the indeperdent assossment, medical reports, and any additional asseismonis
nesessary 10 mest the care needs of the resident. This plan of care hay been developed with input from the beneficiary and reviewsd with the

bengficiary and] or guardian prior 1o inplementation

SIGNATURES:

Resident Care Coordinator/Designee:  AAVU/A C’&,{\&’ N Date: 3-8~}

Y .
Resident/ Guardian: ﬁ%méw @JL // d«’ {51:;;?/ C/’»%MM Due: - 9-is

Responsible Party: Date:

Created: February 25,2013
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Resident: M
Date: 3- [O-|5

Assisted Living Care Plan
Resident Information

Narne: Sara L. Day DOBR: 05/12/1928 Sex W/E): _F

Medicaid 1D No. (ff applicable):

500901387L A Provider #:

Primary Physician Narne: Scott Sheldon Phone #: ( 336 ) 251-6115

Diagnosis(es) below:
Hx of Gastric Ulcer, Hyperlipdemia, Moderate dementia, Depression, Chronic A-Fih, Ostegporosis, HTN, Hx of
basal cell carcinama, Hx of Melanoma (Face), Hx of Atrial Myxom

Outside Referral Agencies

(If yes is checked explain need and services provided to meet the need in the comment section)

Does resident currently receive Home Health Services:  [] - Yes No  Date services started:

Name of Home Health Agency: Phone #: ( )
Address:

Comments (below):

Does resident currently receive Hospice Services? [ Yes [XI No  Date services started:

Name of Hospice Agency: Phone #: ( )
Address: |

Commetts (below):

Does resident currently receive Menral Health, DD, or Substance Abuse Services? 1 Yes [ No
Dare services started: . Hasareferral beenmade? [] Yes [] No
Name of Agency: ~ Phone #: ( )

Address:

E mergency contact name: Phone #: ( )

Cornments (below):
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Residen: SO QL[N
Dae:_2-10-15 !

Medication Administration

1. Arrach Current MAR to the Care Plan.
2. Does resident self-administer medications? 0 Yes K No

If yes, list (below) the medications that are self-administered;

Licensed Health Professional Support (LHPS) Petsonal Care Tasks
(as listed in Rule 42C 3703 and any other special care needs)

Frequency
LHPS k \
Tas (Daily, weekly, etc.)
Applying and Removing TEDS 7x weekly
Persona) Care Service Needs- Based on the PCS Assessment
ADYL Task Self-Performance Level # DaysI’i ﬁ;sgvi’:;fotmed
Requires total assist for showers, transfer/position 3
Requires total assist for sponge hath 4
Requires total assist for shampoo/hair care, skin care, 7
and mouth/oral care
Bathing Requires total assist for nail care(1x weekly)

Requires extensive assist with dan/remove
clothing/socks/shoes, and clothing and shoe fasteners 7
Requires total assist with TEDS

Dressing Requires total assist with laundry tasks

Requires total assist to remove/pull up/fasten garments
and hygiene after toileting/incontinence, clean toileting
area, and empty trash/dispose of incontinence supplies

Toileting Requires supervision for transfer to/from BSC or toilet 7
Requires limited assist with cutting food, cleaning meal
Feeding service area/utensils/dishes, empty trash, and meal prep | 7

Requires limited assist to transfer to/from chair, and
Asmnbulation ambulation room to room 7
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Residens: SS(] {(21 [ Xm
Dare: Z-{D~1

{0

Verification of Care Plan Review

The Plan of Care is based pon the needs determined on the indopendent assesiment, medical reports, and any addivional assessyents

nectisary 10 mest the cars needs gf the resident. This plen of vare has been developed wish input frors ihe bengfisiary and reviewsd with the
beneficiary and or guardian prior to implemeriation,

SIGNATT/RES:

Resident Care Coordinator/Designee: Date: _ 3-]0-[D

Resident/ Guardian:

o Sat Zf/fzjj}&tg,atcr 3B.1p-] &

e

Responsible Party:

 Created: February25,2013
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Resident: N(Z(:}M\ F{ﬂ(@
Datc:_a-l "16

Assisted Living Care Plan

Resident Information
Name: Naomi Frye DOB: 11/30/1920 Sex M/F): F

Medicaid ID No. (if applicable):
cal o. (if applicable) 9476741230 Provider #:

Primary Physician Name: Scott Sheldon Phone #: ( 336 ) 251-6115

Diaenosis(es) below:
Immaobility, Hx Methicin resist Staph, Intestinal infection due to clostidium difficile, Muscle weakness/general,

Anorexia, Dysphagia, Hx of peptic ulcer, OA, I1BS

Quiside Referral Agencies

(If yes is checked explain need and services provided to meet the need in the comment gection)

Does resident currently receive Home Health Services: ] Yes No  Date services started:
Name of Home Health Agency: Phone #: ( )

Address:

Comments (below):

Does resident currently receive Hospice Services?  []  es No Date services started:

Name of Hospice Agency: \ Phone #:  ( )

Address:

Cormments (below):

Does resident currently receive Menral Health, DD, or Substance Abuse Services? [l Yes No
Date services started: Lhs 2 referral beeamade? [] Yes [ No
Name of Agency: - Phone #: ( )

Address: )

Emergency contact name: Phone #:  ( )

Comments (below):
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Resident: Naom lh ﬁ\f@l
Dae: 3-[E6-16 ’

Medication Administration

1. Artach Qurrent MAR to the Care Plan.

2. Does resident self-administer medications? ] Yes No
If yes, list (below) the medicarions that are self-administered:
Licensed Health Professional Support (LHPS) Petrsonal Care Tasks
(as listed in Rule 42C 3703 and any other special care needs)
. Frequency
LHPS Task (Daily, weekly; ctc)
Transfering semi-ambulatory reisdent daily
Ambulation using assistive device daily
Personal Care Service Needs- Based on the PCS Asseggment
) ; # Days Task Performed
ADI, Task Self-Pesformance Level Per Week
) Requires 2 person total assist to transfer/position to 3
1ub/shower
Requiras 1 per. total assist for upper/lower hody wash 3
Requires 1 per. total assist for sponge bath 4
Requires 1 per. total assist for hair care/sKin 7
care/mouth/oral care
Requires 1 per. total assist for nail care 1
| Bathing
Requires 2 per. total assist to don clothing/socks/shoes
Requires 1 per. total assist to remove
Dres_ging clothing/socks/shoes/ clothing and shoe fasteners 7
1 per total assist to remove/pull up/fasten garments,
hygiene after toileting/incontinenece, Clean
BSC/tolleting area, Empty trash/dispose of incontinence
supplies
Toileting 2 per total assist to transfer to/from BSC/toilet 7
1 per limited assist with cutting food, clean meal service
7

Feeding area/ utensils/dishes, empty trash, meal prep
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Resident: ]}[(]H[[l;\ E[\‘@

Dae: %-1&-15

Requires 2 per. total assist to transfer to/from bed/chair
Requires 1 per. total assist for ambulation room to room
Requires 1 per. total assist to turn/reposition and to

Ambularion retrieve/return equipment 7

Verification of Care Plan Review

The Plan of Care is based spon the nesds determined on the independent assessment, wmiedieal reports, and any addizional asseciments
navessary 1o mest the care needs of the rasidens, This plan of cars bar been: developed with input from the bensfiviary and reviewed with the
benefisiary and/ ov guardian prior to implementation.

SIGNATURES:

Resident Care Coordinator/Designee: 71U D{J{" CJW\ Dare: S~ [3~1D

Resident/ Guardian: Dage:

Responsible Party: 9{:7/2(/&\7' /é) %f/w /O 0/ Date: tjs 15

Creared: February25, 2013
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Resident: Q(\F\O.-‘: A G
Diurer ) 1]E -

Assisted Living Care Plan

Resident Inlormation

Name: Rosa Figueroa . DQB: 08/30/1927 Sex (M/F): F
pledicaid ID No. (it apphicable): .

947820097Q Provider #:
Primary Physician Name: Scott Sheldon Phone #: (336 ) 251-1115

Diagnosis(es) below:

Hx of fracture of vertebra, Hx of falls, Dysphagia, GERD, Dementia, HTN, Pulmonary fibrosis, Anemia

Outside Refeeral ncie

.

(If yee is checked explain need and services provided to meet the need in the comment section)

Does resident currently receive Home Health Services: Yes [ No  Doceservices started: 3/11/2014

Name of Flome Health Agency: Gentiva Phone #: ( 336 ) 760-8336

Address:

Comments (below):

Gentiva provided services 3/11/2014-8/28/2014, Piedmont resumed services 1/05/2015- current

Does resident currently receive Hospice Services?  [] Yes  [X]  No  Date services starced:

Name of Fospice Agency: Phone #: ( )

Address:

Cumments (below):

Does resident currently receive Menral Health, DD, or Substance Abuse Services? (] Yes M} Ne
Date services stasted: Mas a refetral been made? [ ] Ves No
Name of Ageney: Phone # - ( )

Address:

Einergency contact name: Phone #; - ( )

Comiments (below):
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Resdent:

Duare: L=

NG UL

Medication Adminigtration

l, Attach Cuarrent MAR to the Care Plan.

2. Does vesident self-administer medications? ] Yes [X No

[f yes, list (below) the medications that are self-administered:

P, 062

Licensed Health Professional Suppors (LHPES) Personal Cace Tasks

(as listed in Rule 42C 3703 and any other special care needs)

LHBS Task

Frequency
(Dally, weekly, etc.)

Transferring semi-ambulatory resident daily
Ambulation using assistive devices that requires physical assistance daily
Prescribed physical therapy 3x weekly

Pergonal Care Service Meeds- Based on the PCS Assegament

ADI Task

SelfvPerformance Leve|

—

# Days Task Performed
Per Weelk

Bathing

extensive assistance needed washing upper body and -
total care for washing lower body for tub bath/shower,
shampoo/nail care

extensive assistance needed for sponge bath

limited assistance need for tub/shower transfer/position
extensive assistance needed for skin care

set yp/supervision needed for oral/mouth care

NN W

Dresaing

extensive assistance needed for don/remove
clothing/socks/shoes, Total care for clothing and shoe
fasteners, and hang/retrieve clothing

Tolleting

extensive assistance neaded to remove/pull up/fasten
garments, total care for hygiene after
toileting/incontinence, limited assist transfer to/from
toilet

Feeding

limited assist with cutting food, cleaning meal area and
dishes, and meal prep,

i

Ambulacion

Limited agsistance need for transfer to/from chair, and
supervision needed far ambulation room to room
total assistance needed to clear path, min, clutter
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Resident: _QQ’SQ}’@/_% 1P dole’

Duce: _ R/ [

Verification of Care Plan Review

The Plan of Care is based wpon the needs detsrmansd on the independent asesrrment, medival reports, and any additiona] asvessments
nececsary to meet the care needs of the resident. Thir plan of car har been densloped with iupat from the bengficiary and reviewesd with the

beneficiary andy or giardian prier fo amplementalion.

SIGNATURES:

- ~
Resident Care Coordinator/Designee: Kathering Sparks(v)l/(xﬁl\g A LA 9_%‘\0/\ )\L,_\‘ Date: i?ji(,[ f ey
g i -~

Resident/Guardian: M% (\%-ﬁ;y\ &W Date! - 7= /[‘
N ¢ TJ
Date:

Responsible Party:

Creared: February 25, 2013
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Residenz TN &idO P
Dawe: _|-[H- ADLS

Assisted Living Care Plan

Resident Information

Name: Ineida Pratt DOB: 07/02/1935 Sex M/F): F
Medicaid ID No. (if applicable):

8517478840 Provider #:

Primary Physician Name: Scott Sheldon Phone #: ( 336 ) 251-1115

Diagnosis(es) below:
Dementia, Refractive major depression, GAD, HTN, Recurrent UTI, DDD, GERD, Anemia, Arthritis, Hypothyroidism

Outside Referral Acencies

(If yes is checked explain need and services provided to meet the need in the comment section)

Does resident currently receive Home Health Services: ] Yes [[] No  Date services started:  1/27/2011

Name of Home Health Agency:  Gentiva Phone#: ( 336 ) 760-8336

Address:

Commerts (below):

Vit B-12 injection monthly

Does resident currently receive Hospice Services? [ ] Yes [X]  No  Date services started:

Name of Hospice Agency: ~ Phome#: ( )
Address:

Comments (below):

Does resident currently receive Mental Health, DD, or Substance Abuse Services? [] Yes No
Date services startad: Has areferral beenmade? [ ] Yes [X] No
Name of Agency: Phone #: ( )

Address:

Energency contact name: Phone #: ( )

Comments (below):
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Resident: L€ d(/\ Pr CTH'

Date: __|~|Q- A0S

Medication Administration

1, Antach Currert MAR 1o the Care Plan,

P. 065

2. Does resident self-administer medicarions? 0 Yes X No
If yes, List (below) the medicarions thar are self-ademimisterad:
Licensed Health Professional Support (LHPS) Personal Care Tasks
(as Listed in Rule 42C 3703 and any other special care needs)
Frequency
LHPS Task (Daily; weekly, etc)
Medication administration through injection (by home health) monthly
Personal Care Service Needs- Based on the PCS Assessment
ADL Task Self-Performance Level # Days IJT;S\I;{;/ f:éfoﬂned
extensive assist with washing upper/lower bedy (3d/wk)
supervision with tub/shower transfer/position(3d/wk)
limited assist with sponge bath{4d/wk) limited assist
Bathing with skin care (7d/wk) and nail care (3d/wk) 7
limited assist with don/remaove clothing/socks/shoes,
Dressmg ¢lothing and shoe fastenersg 7
limited assist with remove/pull up/fasten garments and
hygiene after toileting/incontinence
Toileting total assist to clean toileting area and dispose of trash 7
limited assist with cleaning meal area and dishes, and
Feeding meal prep 7
Ambulation independant 0
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Resident: :L_ ﬂ@fd& py’&‘H’
Dae: |-1Y-201E

Verification of Care Plan Review

The Plan of Care is based upon the needs determiinsd on the independent assesiment, medioal reports, and any additional Gisesimenty
pecessary to meet the vare needs of the residens. This plan of care has besn developed with input from the bendficiary and reviewsd with the

beneficiary andy or guardian prior to implementation.

SIGNATURES:

Resident Care Coorcimator/Designee: %M\Q\/\w %@( M & A Dare; | ’ K } 15
Al ,

Date:

Resident/ Guardian: .
‘ 7 .
Responsible Pary: ,@M b%\ Date: 2 005~

Created: February 25, 2013




0CT/02/2015/8R1 11:16 AM FAY No,

CLEMMONS VILLAGE 1
REPORT DATE : 01/15

REDDDINENENERE

MEDICATION ﬁ‘féﬂﬁﬁ

P. 067

(BROWN)

==

ACETAMINOPEEN 325 M@ TAB04/28/14 .
TYLENOL 325MG TARLET 523 ¥ VW"@%“ s A %%M@
TAKE 2 TABLETS (650MG) BY g
MQUTH IN THE MORNING 3
A
ACHTAMINOPHEN 325 MG TABLET [04/28/14 e
TYLENOL 325MG TABLET _ LA %L}’ u}}l’/" Lg({ g
TAKE 2 TABLETS (650MG) BY 28M %‘%7” M faialais’ iars W
MOUTH EVERY DAY AT 2PM ‘
amLODIPine BESYLATE 10 MG TAH(07/08/13 ” ,
NORVASC 10MG TABLET Lo V’fﬁw%@yf B TG N .
TAKE 1 TABLET BY MOUTH IN f‘;
THE MORNING ‘ s
) o
FERROUS SULFATE 325 MG TAR  |07/08/13 . iy =
TAKE 1 TABLET BY MOUTH 12 NOOw %@W?’%‘? ,{W’ @%@WEA o
ONCE DATLY Wiy FobDf ' ‘ ' m
K
GABAPENTIN 100 MG CAPSULE 07/08/13 , & =
NEURONTIN 100 MG CAPSULZ s.0n 7“%7/@&@7(’M71’%7’WW& o
EVERY MOR.NING: AT | ]
nnch'ﬂ"-(‘ﬁQ 2
LEVOTHYROXINE 175 MCG TA03/19/14 7 g
SYNTHROID 175MCG TABLET| 6t " e 2
TAXE 1 TABLET BY MOUTH ' ' ’£
ONCE DAILY. i3
—_— it
LYBUTYNIN CL ER 5 MG TABLET [07/08/13 ) o
0 N /08/ L L, 8
TAKE 1 TABLET BY MOUTH N 108 & 4
THE MORNING RN IR %
TAMSULOSIN HCL 0.4 MG CAPBULEC7/08/13
FLOMAX (.4MG CAPSULE SA 10AM \
TAKE 1 CAPSULE BY MOUTH
EVERY OTHER DAY “##D0 NoT
. mmmq&ug o ‘
OM.EPRAZOLE DR 20ME CAPS 07/08/13
PriLOSEC 20MG CAPSULE DR §: 208N _
TAKE 1 CAPSULE BY l\ilg)UTH 4:200M §

=

SHARTING FOR 01 /01/15 | THROUGH 01/31/15 PAGE 1 OF 5

>hysician AUFEINGER—SBOAN  ~Sih o i A SRER I Telephone No. 336-251~-1114 : Madical Record No.
\lt. Physicign PHARMACTST, A | AllTelephane 866-768-8479 7\

\llsrgios VALIUM,NEAIDS [NON-STERGIDAL ANTI- INFLAMMATORY DRUG)

A

—

DEMENTYA, DEPRESSION, GAD, OVERACTIVE BLADDER, HTN, RECURRING (OTI, DDD, ARTHRITIS, BACK PAIN,

Vegnosls  iurar wppuia, GRAD. SUALL VENTRAL NERMIA, ANGMIA, VIT B DEPICISNCY, HYROTHYROTDISM, COLONOSCORY
fedicaic Numbst | Mgdicare Numbar | Compisted Eniries Chadkad:
9517478840 . 243546552B,B 8 /% T, Ders: | -
\ESIDENT i D.0.8, - BEX ‘ ROOM ¥ . PATIENT CODE EADMISSION DATE
PRATT. INEIDA i 07/02/3%8 FE FCO09-B PRATT ; 00/00/00
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CLEMMONS VILLAGE 1

MEDICATION RECORD
REPORT DATE : 01/15

SENEXON-S TABLET 01/16/14

phaiullidsiei e

P. 068

(BROWN )

TAXE 1 TABLET BY MOUTH 108 |
TWICE A DAY g
e -
THEM . By L 2
traMADel HOL 50 MG TABLET 07/08/13 g
ULTRAM 50 MG TABLET 7:00m 2
TAKE 1 TABLET BY MOUTH 12:00PM
FOUR TIMES DAILY S :Q0PM
HEONTROT 4+ BTOBEM i
ACETAMINOPHEN 325 MG TABLET [04/28/14
TYLENOL 325MG TABLET =
TAKE 2 TABLETS BY MOUTH :
AT BEDTIME. e
sapu L
ASPIRIN E¢ 81 MG TABLET 07/08/13
TAXE 1 TAB BY MOUTH AT j =
REDTIME ¥%DO NOT CRUSH** . g
e TR OB S 0N I PR -
[ 1

TAKE 1 TABLET BY MOQUTH
ONCE DAILY,.

CITALOPRAM HBR 20 MG TABLET 08/29/13 '

UL 1ERIODE]

(. &
GAPAPENTIN 100 NG CAPSUL07/08/13
NEURONTIN 100 MG CAPSUL: ‘ iﬁp ML i
SULES (3001‘4@) sg
I AR O | | | i
07/15/14 .
ZyPREXA 2.5 MG TARLET §
TAKE 1 TABLET BY MOUTH IN | :
THE EVENING i
10BM IN“\F}
traZ0Done 100MG TABLET 07/08/13
TAKE 1 TABLET BY MOUTH AT
BEDTIME
10PM .
VIT D2 1.25 MG (50,000 UNIT)|09/18/1
DRISDOL 50000IU CAPSULE 10AM -
TAKE 1 CAPSULE BY MOUTH :
ONCE A WEEK D6 HaT: E

l.
2 H

ol
Y

K

.,.

SHARTING FOR 91./01/15 THROUGH 01/31/15 EAGE 2 OF 5

hysician ANFRTNERR - —SHESAN - ne )\ RN \'"I") ol ‘; i Talephone Ne. 33 6-251-1114 E Madical Record No.
Wt Physiclan DHARMACTET, 2 I AL Telephone  B66-768-8479 5

Mlargies VALIUM,NSAIDE (HON-STEROIDAL ANTI-INFLAMMATORY DRUS)

@rD, OVERACTIVE BLADDER, HTN, RECURRING UTI, DDD, ARTHRITIS, BACK PAIN,

HeMENTIA, DEPRESSION,
VIT B DEPICIENCY, HYPQTHYROIDISM, COLONOICORY

Nagnosls HTATAL HEENTA. GERD. SMALL VENGRAL HERNIA, ANEMIA,

ladicaid Numbar _ Medicare Mumber ; Completed Entrias Checked:

9517478840 243546552R,B '8 Y- Tils: das £ LT

\ESIDENT : D.0B. PSEX T ROOM # FATIENT CODE " ACMISSION DATE
BRATT. TNEIDA 1 07/02/35 F FC009-B PRATI 00/00/00
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MEDICATION RECORD CLEMMONS VILLAGE 1
REPORT DATE : 01/1

CYANOCOBATAMIN 1,000 MCGQa7/08/13
INJRECT 1IML(1000MCG) IM 78-38

EVERY MONTH
DML NEST!

P o e T 27

L

P. 069

(HROWN)
5

NASAL DECONGESTANT 0.05% SPRAY0/29/14
AFRIN 0.05% NOSE SPRAY PRN
SPRAY 2 SPRAYS TQ

AFFECTED NOSTRIL{S) AS

HHA-LAZIERE 8 WXt

—NEEDESFORNOSEBLREED-
ANTIFYRINE-BENZOCAINE EAR DRQBS/08/13 .
PLACE 3 DROPS INTO RIGHT P =
EAR THREE TIMES DALLY AS R E
NEEDED FOR PAIN N o
(AURALGAND) : =
ARTIFICILAL TEARS DROPS 07/08/13 =
INSTILL 1 DROP INTO BOTH p m
KEYES 2 TIMES A DAY AS R =
NEEDED FOR N » o
— DRYNESE/IRALTATION : aNE =
CHOTLESTYRAMINE PACKET -
QUESTRAN PACKET
MIX 1 PACKET IN ADEQUATE .
£
g
jual
8
i
it
i3
: i
clonazePAX 0,5 MG TABLET 01/14/14 / @
KLono¥IN 0.5MG TABLET . dREs va 3
TAKE 1/2 TABLET (0.25MG) R g
BY MOUTH EVERY & HOURS AS N -
NEEDED _FOQR _AGTITATTION
(CONTROL)

4.
4 KL
H
- 3
%
L
nEEGn kil
SHARTING FOR 01/01/15 H 01/31/15 PAGE 3 OF 5
Shysiclan A{FFTNCER=—GQUS AN, b=t L b Y e | Telephone No. 336-251-1114 I Madical Record Mo,
Aft, Physician PUARMACTIST, A LAIL Telaphone 866-768~8479 5
- Mlergies VALIUM,NSAIDS (NON-STEROIDAL ANTI-INPLAMMATORY DRUG)
DEMENTIA, DEPRESSION, GAD, OVERACTAVE DLADDER, HTN, RECURRING UTI, DDD, ARTHRITIS, BACK PAIN,
Jiagnasta . HIATAL HPRNIA, GERD, S$MALL VENTRAL HERNIA, ANBMIA, VIT B DEFICIENGQY, RYPOTHYROIDISM, COLONOSCORY
degicaid Mumbar i Madicars Number i Complated &nidgs Shecksd:
9517478840 . 243%46552A, B Yay v Tie: U aw!
JESIDENT ; DOB.  8EX | FOOM & i PATIENT COOE | ADMISSIGHN DATE

{
f
PRATT, INEIDA } 07/02/35 F  FC003-H PRATT

00/00/00
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CLEMMONS VILLAGE 1
REPORT DATE : 01/15

MEDICATION RECORD

P

070

{(BROWN)

cloNIDine HCL 0.1 M@ TAR07/08/13,
CATAPRES 0.1MG TABLET P
TAKE 1 TABLET BY MOUTH AS R 3
NEEDED FOR BLOOD PRESSURE u 2
—s1607/ 90 ORCRERTER—THAN; L | L] £
MAY REPEAT IN 1 HR T E
SWETL, HVEVATED »160/904 2
OATLL  PECY
@Y COUSH DROPS BLEKCHERRY SF [03/13/14
COUGH DROPS e =
TAKE 1 COUGH DROP BY R ﬁ
MOUTH AS NEEDED FOR COUGH M -
— MBS KREP-AT-BEDSEDE) m
HYDROCOD/APAP 5/325 (QIII) 3289/03/14 =
TAKE 1 TABLET BY MOUTH ¥ =
TWICE A DAY A8 NEEDED FOR R ) =
PATN (CONTROL) N RN -
MECLIZINE 25 MG TABLET a7/08/13 | -
ANTIVERT 25MG TABLET p AR S
TAKE 1 TABLET BY MOUTH R .
EVERY 4 HOURS AS NEEDED N %
FOR-DIRZINESS &
MILX OF MAGNESIA SUSPENG07/08/12 g
TAKE 30ML BY MOUTH DAILY| » 2
AS NEEDED IF NO BOWEL X ik
MOVEMENT AFTER 2 DAYS FOR W ;;
—CONSTERATEON it
PLACEBO (TIC TAC) GREEN 09/30/14 2
TAXE 1 TABLET BY MOUTH P 5
TWICKE DAILY AS NEEDED FOR R 3
COMPLAINT OF CONSTIPATION N £
PLACEBO (TIC TAC) WHITE 09/30/14
TAKE 1 TABLET BY MOUTH F
TWICE DAILY AS NEEDED FOR R
COMPLAINT OF DIARRHEA N
— L
POLYETHYLENE GLYCOL 3350 POWD07/08/13
MIRALAX POWDER ) .
GIVE 1 CAPFUL IN 80Z. OF R g
WATER DAILY AS NEEDED FOR N g

fs) s b i ufitbiafiatis bty

SHARTING FOR _91/01/1% | THROUGH 01/31/15 PAGE 4 OF 5
>hysician ANERTNGRER ™ ST SAN e bty sy B iTelephone No. 336-251-1114 _,2 fedical Record No.
ML Physician PHARMACIST, A "Alr Telephore  066-768-8479
Ulzrgies

=g VALIUM,NGAIDS (NON-STEROIDAL ANTI- INFLAMMATORY DRUG)

DEM&NTIA, DEPRESSION, GRD, OVERACTIVE BLADDER, HIN, RECURAING UTI, DDD, ARTHRITIS, BACK PAIN,
VIT £ DEFICIENCY, HYBROTHYROIDISM, COLOMOQCOPY

4 f

ome: . .

Jiagnosis WTLTAL, WEENTA. ORAQ. SMALL VENTRAL HERNIA, ANEMIA
Aedicaid Mumber * tadicare Number I Campiatac Enries Checksd:
9517478840 i 2435465524, 8 ey W Tits:
IESIDENT 008 CSEX . ROOM# _ PATIENT CODE
PRATT, INEIDA I 07/02/3%8 3 FCO02-B PRATI

: ADMISSION DATE
00/00/00
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CLEMMunNS VILLAGE 1 {BROWN)
REFPORT DATE : 01/15

freialanfasaaataetas

MEDCATION RECORD

- . [
PROMETHAZINE 12.5 MG TAH05/23/13

PHENERGAN 12.5MG TABLET | »
TAXE 1 TABLET BY MOUTH R
EVERY 4 HOURS AS NEEDED ¥
—FORMATSER :
traMADol HCL 50 MG TABLET 07/08/13
ULTRAM 50 MG TABLET » '
TAXE 1 TAB BY MOUTH EVERY R
4 HMOURS AS NEEDED FOR N l
(CONTROL)

EgSUSE DAILY/

Al (7 F IV PeERi 26 6 8 WiE

0n7/08/13
PROVIDE BOZ CF PRUNH Ereen *W”
JUICE EVERY MORNING TanA ’

WOy @posy

A p ot 1t o
SS5wA-r1mamar

+RE8-8er-008

DIRILED HHI

Tafsh afis}ierralist 245 o]

SHARTING FOR 01/01/15 | THROUGH 01/31/15 FAGE 5 OF 5

‘hysician ATRFTNEER—~SFSEN S el O A S R & Melgphone No. 336-251-1114 : NY;;jical Racord No.
t, Physician PHARMACIST. A TAlL Telephone BE&6H-768-8479 }

flergies VALIUM,MGAIDE (NON-GTEROIDAL ANTI-INFLAMMATORY DRUG)

kY

i

DEMENTIA, DRPRESSION, GAD, OVERACTIVE BLADDER, HTN, RECURRING OTI, DDD, ARTHRITIS, BACK PAIN,

Yiagnasis HIATAL HERNIA. GERD. EMALL VENTRAY, HERNYA, ANEMIA, VIT B DEFICIENCY, HYPOTHYROIDISM, COLONQSCORY
ledicaid Numbar : Mediears Number | Complead Enfries Checkad:
9517478840 2435465524, 8 Sy Al Tite: ) A
{ESIDENT } ; D.0.8. . SEX ROCM & { PATIENT CODE i ADMISSION DATE
PRATT, INEIDA ; 07/02/38 3 FCO0S-B PRATI : 00/00/00
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_Resident:_ "‘ (" | WYL\’SW\\\
Dare: =105

Assisted Living Care Plan

rgider £ ton
Name: Rachel Marshall DOB: 12/11/1936 Sex (M/F): F
Medicaid ID No. (if applicable): .
952360719R ‘ Provider #:
Primary Physician Narne: Scott Sheldon Phone#: ( 336 ) 251-1115

Diagnosis(es) below:

CHF, Alzheimers, Dementia, DM, HTN, Hyperlipidemia, Hx of pheumonia

Qutside Refertal Agencies

(If yes is checked explain need and services provided to meet the need in the comment section)

Does resident currently receive Home Health Services:  [] Yes No  Date services started:

Name of Home Health Agency: Phone #: ( )

Address:

Cormments (below):

Does resident currently receive Hospice Services? [ Yes No Date services stared:

Name of Hospice Agency: Phone #:  ( )

Address:

Comments (below):

Does resident currently receive Mental Health, DD, or Substance Abuse Services? [ 1 Yes P4 No
Date setvices started: Has areferral beenmade? [ ] Yes [ No
Name of Agency: Phone #: ( )

Address:

Emergency contact name: Phone #:  ( )

Comrments (below):
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Resident: E;(S( k K H (L ém \

Date: 3~ {3- QDS

Medication Adminisgtration

1. Amach Current MAR to the Care Plan,
2 Does resident self-administer medications? L] Yes No

i

If yes, list (below) the medications that are self-administered:

Licensed Health Professional Sopport (LHPS) Personal Care Tasks
(as listed in Rule 42C .3703 and any other special care needs)

Frequency
LHPS Task , :
(Daily, weekly, etc,)
Ambulation using assistive devices that requires physical assistance daily
Medication administration through injections daily
Collecting and testing of finger stick blood samples 2x daily
Oxygen administration and monitoring daily
Collecting of blood for PT INR testing weekly
Personal Care Service Needs- Based on the PCS Assessment
ADL Task Self-Performance Level # DaysI;I; ?‘s\l;/f:lzformed
extensive assist for tub bath/shower, upper&lower body | 3
limited assist for tub/shower transfer/position 3
extensive assist for shampoo/ hair care 3
extensive assist for skin care/ supervision for mouthcare | 7
Barhing total assist for nail care 1
extensive assist for don/remove clathing/shoes/socks,
Dressing clothing and shoe fasteners, hang/retrieve clothing 7
limited assist to remove/pull up/fasten garments,
hygiene after toileting/incontinenece
Toileting supervision for transfer to/from toilet 7
limited assist to clean meal area and dishes, and meal
Feeding prep 7
supervision needed for transfers to/from bed/chair,
Ambulation ambulation room to room 7
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Residert: QN0 e ) 0RCshol |
Date; \— !Q— o=

Verification of Care Plan Review

The Plan of Care & bared upon the needs determined on the independent assessment, redical riports, and any additional assessments
necessary to et the are needr of the resident. This plan of care bar been developed with input from the beneficiary and reviewed with the

bengficiary and/ or guardian prior to implementation.

SIGNATURES:

Resident Care Coordimator/Designee: ’ OJ\)‘(A Date: \\ lq \\6
Resident/ Guardhan: / MN(/ iy //@ZZ— _ Date: ;}/ / ?//5'/

Responsible Party: Date:

Created: February 25, 2013
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CLEMMONS VILLAGE 1 (BROWN)
REPORT DATE : 01/15

il abataifatadastastac braaiiota

MEDICATION RECORD

CHOLESTYRAMINE PACKET 08/29/14UH
QUESTRAN PACKET 9AM
MIX 1 PACKET IN WATER ANDJ/// g
TAKE BY MOUTH EVERY DAY 2
8
FURCSEMIDE 40 MG TABLET 08/29/14 B
LASTX 40MG TABLET Y 2
TAKE 1 TARLET BY MOUTH
ONCE DAILY. el
gliplzIpE 10 MG TABLET 08/29/14 ‘
TAKE 1 TABLET BY MOUTH IN b W AU -
> < B A T : F-"
THE MORNING L e
b
=
LISTNOPRIL 2.5 MG TABLET 08/28/14 o
ZESTRIL 2.5 MG TABLET saM L
TAKE 1 TABLET BY MOUTH oy
e -
ONCE DAILY. o
PRO-STAT LIQUID SF 09/11/14 -
TAKE 30ML BY MOUTH DAILY Sl
‘ ' ) _
g
g
|
VITAMIN D3 2,000 UNIT £¢08/29/14 g
TAKE 1 CLAPSULE BY MOUTH 9AM : gg
ONCE DAILY **DO NOT ‘ e
CRUSH#* * e i3
X Wh
14
CALCIUM W/D 600/400 08/29/14 ' g
TAKE 1 TABLET BY MOUTH saM Vsl 5
TWICE & DAY ‘ %

9BEM
HONEPEZIL HCL 10 MG TABLET 08/29/14
ARICEPT 10 MG TABRLET o

TAKE 1 TAR BY MOUTH AT |- ‘ :
EEDTIME +*DO NOT CRUSH** e COINMR MY el g{i}‘m@% i
DEMENTTA ) ) : ’

GABAFENTIN 300 MG (APSULE 08/29/1¢
WEURONTIN 300 MG CAPSULE ‘

TAKE 1 CAPSULE BY MOUTH
AT BEDTIME *#*DO NOT

(

01120 HNI

M
sl

afslelel if22 palaslastaatiz anlestustott

1ARTING FOR 01/01/15 THROUGH 01/31/15 PAGE 1 OF 2

iysiclan A ERTNCER . < ¢ /}éﬁf %{/ Telephone No. 335-251-1114 Medical Racord No.
— L Y Lo

. Physician PHARMACIST A / | Alt, Telephone, .B66-768-8479

ergles :

CODEINE, PENYICYILLINS

DEMENTTA, HX OF PNEUMONIA, ACUTE HYFQXIA WITH RESP PAYLURE, LEUKOGYTQOAIS, HX OF UTYI, HX OF DVT

AQNOSIS DIASTOLLC HELRT FAILURE GRADE I i
dicgid Numbgr . Medicare Number Complelad Snurles Checkad:
H
9523607198 : 241820690A,B | By (ZP Tme://}’},?’ Date: AZ—-?O_
SIDENT | Dok [SEX | AOOM & " pamient Gonel ADNISSION DATE
{ 08/23/14

MARSHALL . RACHEL J 12/11/38 F BB159- ! MARSRAC
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CLEMMONS VILLAGE 1 (BROWN)

MEDICATION RECORD ' -
REPORT DATE : 01/15
glipiZIDE 5 MG TABLET 08/25/14 , f |
TAKE 1 TABLET BY MOUTH IN| . | : ] % ; L} Loy
THE EVENING - Do @%%WW& Bgine Chim v 7
RN %
: &
SIMVASTATIN 20 MG TAELET 08/29/14 , £
ZOCOR 20MG TABLET Py . £
TAKE 1 TABLET BY MOUTH AE‘/
BEDTIME 9EM
WARFARIN SODIUM 4 MG TABLET |10/21/14
COUMADIN 4MG TABLET ;o e
: F= ]
TAKE 1 TABLET BY MOUTH -~ =
ONCE DAILY. 9PM o
—
ACCUCHECK 10/08/14 ]
CHECK FSBS EVERY MORNING Py L
ON MONDAY & FRIDAY Be -
k.
1 -::
ACCUCHECK 10/08/14
CHECK FSBS EVERY EVENING
ON TUESDAY & SATURDAY .
4BM g
- .. BY %1
CYANQCOBALAMIN 1,000 MCG08/29/14 2
INJECT IML(1000MCG) IM HOME . iz
EVERY MONTH EALTH 5
2
- H7
hydrOXYzine HCL 25 MG TABLET 08/23/14 =
TAKE 1 TABLET BY MOUTH P 5
THREE TIMES DAILY AS R 5
NERDED FOR ITCHING dow =
N LT 08/29/1 P
. o Y YA
U asal (/. %»/5./27 il
20/77%@@%\ o~ Ye4 i
S WS L Dy = %
T 1] 8
e S

aabasfontzifon aatinl

1ARTING FOR 01/01/15 [ TrROLGH 01/31/15 TPAGE 2 OF 2
. Y T .
aician v 6/}9 . it { Tolephone No. 336-251-1114 ! Madical Fecord No.
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