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(oo
A. RESIDENT RECORDS, CONTENTS: A M vZu;, /M J@J L,J
record for each resident shall be maintained with Avi %
specific information required. Entries in each ay zﬁ- (o [ M _ 2009
resident's record shall be legible, dated, and _ 7;70 )
authenticated by the signature of the person muvw. Rz ?r sZes

making the entry. Resident records must include: et .

(1) Admission records as set out in / )
(orract; 7 2y s wcll |

Section 7.8.2.21 NMAC:
(2)  Within five (5) days of admission;
(a) An executed admission agreement. Ao W Ao nnt Dt
{b) A completed resident assessment o idho 30 ..//47 5 g ' Z_’é'
(c) Any available, admission physical try O v A ae '%1
examination report by a licensed health care ;4/ st L 2009
professional, which may include all discharge o 7 [

information from another facility. When admission AN w%’j a/ﬁ ol

follows within thirty (30) days discharge from an

form.

acute care hospital, the hospitat history and an . [ 57;7& Zg@ ol -
| physical report, and the hospital discharge . ol
| summary may serve as an admission physical. Lot plon 5 e )
(d} Names, addresses, relationship,
and phone numbers of family members, and ng L f 5N “ -‘é
where appropriate, guardians, agents, and any pj K'/J')Qf/ At Cape’
surrogate decision makers.

{(3)  Within thirty (30) days of admission: %Mﬁ g4 Mx;f/é; Mﬁaﬁ

(a) A admission physical examination

report by a licensed health care professional if an W s Ao La3pia

examination report was not available within five ; .

(5) days of admission. o Ao W"f/ Ao
! {b) Resident's name, age, recent PO HE . ‘

photograph, social security number, marital 5‘ )

status, date of birth, sex, address prior to

admission, religion (optional), personal physician,
dentist, social history and designated
representative or other emergency contact
person, language spoken and understood, legal
documentation relevant to commitment and/or
guardianship status, present medications, and
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Continued From page 1

diet required.

(c) Anyamendments to the admission
agreement.

(d) The current completed resident
assessment form,

(e) A completed and current individual
service plan.

{fy Entries by direct care staff,
appropriate health care professionals, or others
authorized to care for the resident. Entries shall
be dated and signed by the person making the
entry and shall include significant information
related to the individual service plan.

(9) Entries providing a written account
of all accidents, injuries, illnesses, medical and
dental appointments, any problems or
improvements observed in the resident, any
condition that would indicate a need for
alternative placement or medical attention, and
entries reflecting appropriate follow-up. The

| maintenance of such written record in the

resident record may be by copy of an
incident/accident report, if the original
incident/accident report is maintained elsewhere
by the facility.

(h) A medication record: Medications
administered by licensed personnel and/or staff
assisting with medications to include: listing all
currently ordered medications by name, dosage,

i administration times; documenting by medication

name, dosage, date, and time, each medication
administered, with the initials of the individual
who administered or assisted with the
medication; documentation of errors, omissions,
and side-effects of medications; and written
consent by resident or guardian for staff to
assisting with medications.

(i) Date, time and progress note of
health services provided by any contract agency.

(i) Unless included in the admission

A22
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agreement, a separate written agreement
between the facility and the resident relating to
the resident's funds, in accordance with the
facility's policy and procedures.

(k) Transfer forms completed, signed,

. and provided to accepting facility when resident is

transferring to a hospital or another health care
facility.

() Documentation of disposition of the
resident's personal effects and money or
valuables deposited with the aduit residential care
facility, upon death or transfer.

B. RESIDENT RECORDS,
MAINTENANCE:

(1) Resident records shall be maintained
and stored in an organized, accessibie and
permanent manner.

(2) The facility shall establish a policy for
maintaining, and confidentiality of resident
records, including the authorized release of
resident records.

(3) Resident records must be maintained
by the facility against loss, destruction, and
unauthorized use for a period of not less than
three (3) years from the date of discharge.

(4 There must be a policy and
procedure in place for record retention in the
event of facility closure.

[7-1-64, 9-15-70, 5-26-72, 9-24-76, 7-11-86,
1-11-90, 4-7-97, 7.8.2.22 NMAC - Rn 7 NMAC
8.2.22, B-31-00]

This REQUIREMENT is not met as evidenced
by:

Referto 7.8.2.22 A. (3) (e)

Based on record review and interview the facility

failed to have individual service plan completed
for 1 of 4 residents (R#4). The findings are:
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| will be provided.

Continued From page 3

A. Record review on 08/04/09 revealed an
individual service plan for R#4 was not completed
for the dates of 12/14/08 and 06/13/09.

B. In the interview with the house manager on
08/04/09 at 11:45 am, she acknowledged the
individual service plan was not completed for R#4

, for the dates of 12/14/08 and 06/13/09 .

7 NMAC 8.2.27 Individual Services Plan

7.8.2.27  INDIVIDUAL SERVICE PLAN;
A. An individual service plan, if prompted by
the resident assessment, shall be developed and

| implemented within fourteen (14) days of

admission, and must address those areas of
need as identified in the resident assessment.
The individual service plan must be reviewed by a
licensed nurse at least every six (6) months, and
revised as needed at the time of each
assessment and consistently implemented in
response te the resident's needs.

B. The individual service plan must include

| the following:

(1

Description of identified needs as

noted in the resident assessment.

(@)

Written description of what services

(3)

Who will provide the services.

{4) When or how often the services will
be provided.

(5) How the services will be provided.

(6) Where the services will be provided.

(7) Goal and outcome of the service.

(8) Documentation of the facility's

determination that it is able to meet the needs of
the resident..

[7-11-86, 1-11-90, 4-7-97; 7.8.2.27 NMAC -Rn, 7
NMAC.8.2.27, 8-31-00]

This REQUIREMENT is not met as evidenced

AZ2
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| by: /j/{ L s %ZM =)
Refer to 7.8.2 NMAC 27 A -

il flo %%@,4

Based on record review and interview the facility
failed to have individua! service plan completed Mﬁﬁé / @rol A
for 1 of 4 residents (R#4). The findings are: F\D N
A. Record review on 08/04/09 revealed an < oA b 3@7
individual service plan for R#4 was not compieted / /
every six months for the dates of 12/14/08 and e i
06/13/09. W )

/2 los 4’ 26 / 04
B. In the interview with the house manager on
08/04/09 at 11.45 am, she acknowledged the Atk /(/"Z/ V%

six months for R#4 for the dates of 12/14/08 and

iqdividual service plan was not completed every f&n/é@ &77{ 25 ﬂ/ ,17/ ,,644_//

06/13/09 . A A MY D j0-44-59
A48 7 NMAC 8.2.48 Lighting & Lighting Fixtures A48 Y d G Aol
78248 LIGHTING AND LIGHTING oA p o
RES: :
A All areas of the facility, including ~ /ZWW—/ Caté /’/W
. storerooms, stairways, hallways, and interior and ¢ f M
exterior entrances must be lighted to make the ol dvz,i/ v

area clearly visible. /070 @7@4_/_, ot

B. Exits, exit-access ways, and other areas

used at night by residents and staff must be /M?&‘ R ,m%/ 0 /{/fme,é,
3 [

illuminated by night lights or other continuous

lighting. Th ey D Aty
‘ C. Lighting fixtures must be selected and .
located to accommodate the needs and activities (fg w /LML

of the residents with the comfort and convenience

of the residents in mind. ﬁ/ Aard_

D. Lamps and lighting fixtures must be

/! .
shaded to prevent glare to the eyes of residents vl {"@7 M -

and staff, and protected from accidental
i breakage or shattering.
E. A facility must be provided with ‘
emergency lighting to light exit passageways (
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which will activate automatically upon disruption
of electrical service. EXCEPTION: Adult

- residential care facilities with three (3) or fewer

residents may have a flashlight that is
immediately available for use in lieu of electrically
interconnected emergency lighting.

[7-1-64, 9-15-70, 9-24-76, 7-11-86, 4-7-97,
7.8.2.48 NMAC -Rn, 7 NMAC 8.2.48, 8-31-00]

This REQUIREMENT is not met as evidenced
by:
7.8.2.48E.

Based on observation and interview, the facility
failed to provide emergency lighting which
automatically activates upon disruption of
electrical service to light exit passageways. The
findings are:

: A. Observation and testing of the facility's

emergency lighting fixtures on 08/04/09 at 10:30
a.m. revealed that fixtures labeled #1, and #2,
were not functioning properly.

B. During an interview with the house manager
on 08/04/09 at 11:00 a.m,, she acknowledged
that emergency lighting fixtures #1,and #2, were
not functioning properly.
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