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Crown Point Health Campus 6685 East 117th Avenue
Crown Point, IN 46307

F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

Based on record review and interview, the facility failed to ensure a resident's family/Responsible Party was 
notified for a new medication order, for 1 of 3 residents reviewed for family/Responsible Party notification. 
(Resident O)Finding includes:Resident O's record was reviewed on 8/18/25 at 1:06 p.m The diagnoses 
included, but were not limited to, osteomyelitis and schizophrenia.A Nurse Practitioner's Progress Note, 
dated 8/12/25 at 12:29 p.m., indicated the resident voiced she was not able to fall asleep at night and when 
she does fall asleep, she has difficulty staying asleep. A Nurse Practitioner's Order, dated 8/12/25, indicated 
melatonin three milligrams was to be administered every night for insomnia.There was no documentation 
that indicated the resident's Responsible Party/family had been notified of the change in medication.During 
an interview on 8/19/25 at 3:10 p.m., the Regional Nurse Consultant indicated the Responsible Party/family 
had not been notified of the medication order.This citation relates to Intake 2590825.3.1-5(a)(3)
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