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SUMMARY STATEMENT OF DEFICIENCIES [

A?.4*‘3 7 NMAC 8.2.24 Pets

1 7.82.24 PETS:; Pets are permitted in a
| licensed facility, in accordance with the facility's
! rules.

A. Pets are not permitted in the kitchen or
food preparation areas.

B. Pets shall be vaccinated in accordance
with all state and local requirements and recordsc
of such vaccination shall be kept on file inthe |
facility
[7-11-86, 4-7-97, 7.8.2.24 NMAC - Rn, 7 NMAC
8.2.24, 8-31-00]

This REQUIREMENT is not met as evidenced
‘ by
i Refers to NMAC 7.8.2.24 B.
Based on record review and interview, the facility
failed to ensure that documentation of vaccination
was available for the 1 of 1 resident pets ( P#1).
The findings are:

A. On 05/18/09 at 10:30 am, during review of the
facility records, no evidence of vaccinations for
P#1, was found.

. B. During interview on 05/18/09 at 10:30 am with
| the care coordinator, she acknowledged there
was no vaccination record to be found.
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PLAN OF CORRECTION

1. Missing vaccination
document for P#1 was immediately
located and posted in a more

conspicuous place along wiih all
state licensing documents Posted.

2. All pets belonging to ftture
residents will be posted in a
place easily located and atcesiblg
for review. 5

3. Administrator will requ:st
all future pet vaccination|recordq

prior to resident move in and
ensure documents are posted for
review,
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