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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)
F 0842 Safeguard resident-identifiable information and/or maintain medical records on each

resident that arein accor dance with accepted professional standards.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on areview of resident records and interviews with staff, the facility failed to maintain complete and accurately
harm documented medical records for three (Residents #1, #4 and #5) of three residents reviewed for transfer/discharge, from a
total of eight residents in the sample. The findingsinclude: During an interview with the Director of Nursing on 8/20/20
Residents Affected - Few at 2:30 p.m., she stated the floor nurse assigned to any given resident was responsible for completing all transfer
paperwork when aresident was sent out to the hospital. When she was asked what forms were completed, she replied, The
elnteract form, the Change in Condition form and the Transfer forms should all be completed. Records were requested for
Residents #1, #4 and #5 for review. A record review for Resident #1 found she was admitted to the facility on [DATE]. She
had afamily member designated as her Power of Attorney (POA) for care and financial decisions. Resident #1 had an AHCA
(Agency for Health Care Administration) Nursing Home Transfer and Discharge Notice that indicated a transfer to the
hospital for shortness of breath, effective 8/6/20. The form noted the date the notice was given to the resident was
8/7/20. The form was incomplete, omitting the following required information: The name, address and phone number of the
resident representative, the discharging facility's contact person and phone number, the address and phone number of the
receiving hospital, and the physician or his/her designee's name, signature and date. The fields asking for the date notice was given to
the resident/legal guardian, thelocal Long-Term Care Ombudsman and the resident's clinical record were also
blank. In the signature block requesting the resident's or representative's name, signature and date, a handwritten
explanation stated, unable to obtain signature. (Photocopy Obtained) A record review for Resident #4 found she was admitted to the
facility on [DATE]. She was listed as her own responsible party but had two family members as emergency contacts.
Resident #4 had an AHCA Nursing Home Transfer and Discharge Notice that documented her transfer to the hospital for afall,
effective 8/10/20. The date the notice was given was 8/11/20. The form was left incomplete, omitting the following
information: The name, address and phone number of the resident representative, the discharging facility's contact person
and phone number, the address and phone number of the receiving hospital, and the physician or his’her designee's name,
signature and date. The fields asking for the date notice was given to the resident/legal guardian, the local Long-Term
Care Ombudsman and the resident's clinical record were also blank. In the signature block requesting the resident's or
representative's name, signature and date, a handwritten explanation stated, unable to obtain signature. (Photocopy
Obtained) A record review for Resident #5 found she was admitted to the facility on [DATE]. An AHCA Nursing Home Transfer
and Discharge Notice documented her transfer to the hospital for low oxygen saturation rates, effective 8/15/20. The notice was given
8/17/20. The form was left incomplete, omitting the following information: The name, address and phone number of
the resident representative, the discharging facility's contact person and phone number, the address and phone number of
the receiving hospital, and the physician or his’her designee's name, signature and date. The fields asking for the date
notice was given to the resident/legal guardian, the local Long-Term Care Ombudsman and the resident's clinical record were also
blank. In the signature block requesting the resident's or representative's name, signature and date, a handwritten
explanation stated, unable to obtain signature. (Photocopy Obtained) An interview was conducted with the Administrator on
8/20/20 at 3:40 p.m. He reviewed the forms for Residents #1, #4 and #5 and acknowledged they were required prior to a
transfer or discharge. He confirmed they were incomplete and that multiple fields had been omitted. The Administrator
acknowledged the form was not documented to indicate facility efforts to notify the resident's representative of the
transfer in the absence of the resident's signature, and that this should be noted on the form. A signature should be
obtained as soon as possible. .
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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