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Review of Resident #1's current FL-2 dated ‘ Mj : ek 4
05/06/16 revealed: M ars . deed }

-Diagnoses included chronic Kidney disease and

pulmonary hypertension. \V\LU ' J“, Bh&ﬂ&l f’/lM’JWU'O

-A physician's order for weekly weights on

Mondays. IV, aob{ / £, i
Review of the Resident Register revealed the Ma P [0 H e d - tdjuk[tz

resident was admitted to the facility on 05/08/16.

Review of the May 2016 Medication Cl’\OU\JU (/\) LJLQ kot f’ﬂ‘”&aL

Administration Record (MAR) revealed: \{'{ ’ : .
-Weekiy weights were scheduled to be obtained h’/\ A 1{ ( (g/ a1 / 7
] on 05/09/16, 05/16/16, 05/23/16, and 05/30/186.
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consistently obtained as ordered.

-She was not sure why the resident's weight was
ordered weekly, unless it was a carry-over order
from the previous facility.

-The resident did not have a diagnosis of
congestive heart failure, but was on nutritional
supplements; however, she did not see any
"standout reason" for the weekly weights.

Intesview on 06/16/16 at 12:30 pm with Resident
#1 revealed she did not know how often the

weights were obtained or any specific reason for
them.

Observation on D6/16/16 at 11:55 am of the

i facility scale revealed "batt" appeared in the

display screen when the scale was pressed.

A weight obtained on 06/18/18 at 12:10 pm with a
scale horrowed from the sister facility next door
revealed the resident's weight was 98,
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