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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm 17282
or potential for actual harm

Based on record review and interview, the facility failed to follow a Physician Assistant order for 1 of 1
Residents Affected - Few sampled resident (Resident #1 [R1]).

Finding:
On 4/9/24, R1's clinical record was reviewed. In the Provider order section, R1 had an order dated 3/14/24
for a neurological follow-up, post COVID Syndrome/neuropathy lower extremities autonomic dysfunction.

There was no evidence in the clinical record that an appointment with neurology had been made.

On 4/9/24 at 1:10 p.m., in an interview with the surveyor, the Administrator confirmed he was unable to find
evidence that this order was followed.
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