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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each
 resident that are in accordance with accepted professional standards.

 Based on record review and interview for one of three sampled residents (Resident #1), the Facility failed to ensure a
 complete and accurate medical record was maintained for Resident #1, including containing a copy of his/her completed
 Health Care Proxy form. Findings include: Review of Resident #1's medical record indicated it included the following;
 Documentation of Resident Incapacity, Pursuant to Massachusetts Health Care Proxy (HCP) Act MGLC 201D, dated 07/26/19,
 which indicated the Medical Director had determined Resident #1 was unable to make his/her own decisions, indefinitely, due to
dementia, and that Resident #1's Review of Resident #1's medical record indicated there was no documentation to support
 that the facility had a completed copy of the Health Care Proxy form. During an interview on 06/03/20 at 12:07 P.M., the
 Medical Director said he had reviewed Resident #1's HCP form when he completed the Documentation of Resident Incapacity
 form, dated 07/26/19, to activate Resident #1's HCP. During an interview on 06/01/20 at 11:00 A.M., The Director of Nurses
 and Administrator said they were unable to locate Resident #1's Health Care Proxy form within the medical record.
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