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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.

(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 are in
accordance with accepted professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on interviews and record reviews, the facility nursing staff failed to document assistance provided
with bathing, oral care, and eating for 1 (Resident #1) of 3 residents reviewed for activities of daily living
Residents Affected - Some care provided. Findings:Review of Resident #1's Quarterly Minimum Data Set with an Assessment

Reference Date of 12/09/2025 revealed, in part, Resident #1 had a diagnosis of Parkinson's disease (a
progressive neurological disorder that affects movement) and required substantial/maximum assistance
from staff with bathing, oral hygiene, and eating. Review of Resident #1's care plan revealed, in part,
Resident #1 required assistance with Activities of Daily Living and staff were to assist Resident #1 with
bathing, hygiene, and eating. Further review revealed Resident #1 had essential tremors (involuntary
shaking in the hands) and staff were to monitor and document Resident #1's ability to perform Activities of
Daily Living. Review of Resident #1's December 2025 Documentation Survey Report v2 revealed, in part,
there was no documented evidence staff provided bathing assistance to Resident #1 on 12/15/2025,
12/22/2025, and 12/29/2025. Further review revealed there was no documented evidence staff provided
oral care assistance to Resident #1 for the day shift on 12/06/2025, 12/25/2025, 12/26/2025, 12/28/2025,
12/31/2025; and the evening shift on 12/25/2025, 12/17/2025, 12/22/2025, 12/23/2025, 12/24/2025, and
12/29/2025. Further review revealed there was no documented evidence staff provided eating assistance to
Resident #1 for the day or evening shift on 12/06/2025, 12/25/2025, 12/26/2025, 12/28/2025, and
12/31/2025; and the night shift on 12/15/2025, 12/17/2025, 12/22/2025, 12/23/2025, 12/24/2025, and
12/29/2025. Review of Resident #1's January 2026 Documentation Survey Report v2 revealed, in part,
there was no documented evidence staff provided bathing assistance to Resident #1 on 01/12/2026.
Further review revealed there was no documented evidence staff provided oral care assistance to Resident
#1 for the day shift on 01/01/2026, 01/06/2026, 01/10/2026; and the evening shift on 01/08/2026,
01/10/2026, and 01/12/2026. Further review revealed there was no documented evidence staff provided
eating assistance to Resident #1 for the day or evening shift on 01/01/2026, 01/06/2026, 01/10/2026; and
the night shift on 01/08/2026, 01/10/2026, and 01/12/2026. In an interview on 02/25/2026 at 3:16PM,
S1Assistant Director of Nursing verified the above mentioned Activity of Daily Living documentation for
Resident #1 was not documented by staff as having been performed and should have.
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