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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This Citation 
Pertains to Intake#: 2569658Based on observation, interview and record review, the facility failed to develop 
and implement interventions, including monitoring and supervision, to prevent resident-to-resident abuse 
involving 2 residents of 4 residents reviewed for abuse, including Resident #1 who grabbed Resident #2's 
hand and placed it on his pants over his genitals, resulting in the potential for additional instances of abusive 
behavior towards other residents. A review of the Face Sheet indicated Resident #1 was admitted to the 
facility on [DATE] with diagnoses: History of a stroke, difficulty talking, COPD, history of falls, depression, 
hypertension, Dementia, arthritis, and GERD.A review of the Face Sheet indicated Resident #2 was admitted 
to the facility on [DATE] an readmitted on [DATE] with diagnoses: Dementia, diabetes, chronic kidney 
disease, depression, hypertension, and anxiety.A review of a Facility Reported Incident/FRI revealed on 
7/9/2025 Resident #1 was observed by a Staff member, taking Resident #2's hand and placing it on his 
pants over his crotch (per the Incident summary). The report indicated the two residents were separated and 
Resident #2 was moved to a different room on the opposite side of the building.A review of a Statement of 
Witness by Certified Nursing Assistant R dated 7/9/2025 provided, I was in the main dining area, I witnessed 
(Resident #1) and (Resident #2) sitting close next to each other. Then (Resident #1) took his hand and 
placed her hand on top of his crotch. I separated the two and told the nurse.There were Psychological 
assessments by Psychologist O in the FRI investigation for Resident #1:Resident #1 dated March 5, 2025: . 
Pt (patient) is a [AGE] year-old male seen at (the facility) for capacity regarding personal sexual behavior. his 
cognition and memory are significantly limited. Pt. has a hx (history) of being involved in resident-to-resident 
conflict. his cognition and memory are severally limited. Pt. Lacks capacity to understand the limits of 
physical/sexual contact with a partner with infirmity, and the nuances and limits of verbal consent of a partner.
Resident #1 dated February 5, 2025: . Patient was involved in a resident-to-resident conflict.Additional notes 
by Nurse Practitioner P for Resident #1 revealed the following:Resident #1, dated April 18, 2025, . The 
patient is being seen for behaviors along with irritability and depression. Staff has been having issues with 
him touching female residents however he denies any abilities. Staff continue to report his ongoing 
inappropriate social behavior towards others including but not limited to grabbing at or touching other 
females, combativeness, agitation and aggression towards staff and others. He is noted to continue to 
engage in adverse behaviors despite numerous education attempts to intervene and/or redirectResident #1, 
dated July 10, 2025, . Staff reports the patient had another incident where he had taken his hand and 
another resident's hand and put them on his lap. The residents were separated. When asking him about the 
recent incident with the other resident, he reports he was comforting her, they were holding hands and she 
had no problem with it. Nothing happened. Previously, the patient has displayed verbal aggression and 
inappropriate social behaviors, particularly with female residents.The following are Psychological 
assessments/notes for Resident #2:Resident #2 dated April 10, 2025, by Social Worker Q, Unspecified 
dementia, severe, with other behavioral disturbance, Patient presents with daily yelling out and incidents 
involving another resident invading her personal space. Resident #2 dated April 18, 2025, by Psychologist O, 
. The patient is being seen today to monitor for safety and recent allegation. Staff reports they were informed 
that a male resident may have touched this patient.Further review of the Psychological Assessments for 
Resident #1 and Resident #2 identified two assessments titled, Capacity for Sexual Consent dated 
7/16/2025 by Psychologist O.Each document reviewed the following:1 a. Is the resident aware of who is 
initiating sexual contact? Yes or No? -No was checked for both residents.1 b. Does the resident believe that 
the other person is a spouse and, thus, acquiesces out of a delusional belief? Yes or No? -No was checked 
for both residents.1 b. Is he/she cognizant of the other's identity and intent? Yes or No? - No was checked 
for both residents.2 a. Does the resident have the capacity to say no to any uninvited sexual contact? Yes or 
No? - No was checked for both residents.3 a. Does the resident realize that this relationship may be time 
limited (placement is temporary)? Yes or No? - No was checked for both residents.3 b. Can the resident 
describe how (he/she) will react when the relationship ends? Yes or No? No was checked for both residents.
4a. Does the resident have the capacity for the reasoning process inherent to sexual consent and 
Understanding of sexual options, consequences of sexual choices, and consistency with the resident's 
values and preferences? Resident does not have the capacity to consent to a sexual relationship was 
checked for both.On 7/30/2025 the Administrator was interviewed about the incident on 7/9/2025 when 
Resident #1 placed Resident #2's hand on his private parts over his clothes. The Administrator said both 
residents enjoyed each other's company, and the behavior was not abuse.A review of the progress notes for 
Resident #1 identified the following:7/23/2025 at 8:01 PM, a Behavior Note, Up in wheelchair in hallway, did 
go over to Cherry (not his unit) to see a female resident and was brought back to Maple side due to female 
not wanting (Resident #1) in her room.6/10/2024 at 8:09 PM a Behavior Note, Event date: 11/28/2024: 
touching a female resident inappropriately and also trying to grab female residents hand to use to touch 
himself in genital area, female removed away from (Resident #1) and (Resident #1) was educated on his 
inappropriate behavior.5/27/2025 at 8:37 PM, a Behavior Note, Being inappropriate with females on Maple 
(his unit). Females moved away from (Resident #1). (Resident #1) was educated on how to act appropriately.
5/1/2025 at 8:09 PM, a Behavior Note, (Resident #1) is trying to touch the women on Maple side. Women 
are moved away from him and he is educated that this is inappropriate behavior and to not continue to do so.
A review of the Care Plans for Resident #1 includes the following: (Resident #1) has impaired cognitive 
function related to history of CVA (stroke), history of (alcohol abuse), white matter disease (related to 
dementia). He has a BIMS score of 10/15 moderate confusion. He has a guardian, date initiated 9/15/2023 
and revised 4/16/2025 with interventions last revised 9/15/2023. (Resident #1) prefers to be sexually active; 
(Resident #1) has legal Guardian in place; He likes to touch the opposite sex and attempt to enter their 
rooms, staff redirection; Pt. lacks capacity to understand the limits of physical/sexual contact with a partner 
with infirmity, and the nuances and limits of verbal consent of a partner, date initiated 3/20/2025 and revised 
7/2/2025 with Interventions including: Education provided on safe sex practices and sexually transmitted 
infection (STI) testing, date initiated 3/20/2025; Encourage (Resident #1) to discuss the topic with clinical 
team members as needed, date initiated 3/20/2025 and revised 6/25/2025; Other: (Resident #1) to be in 
highly visualized area when engaged with the opposite sex, (Behavioral health services) to follow., date 
initiated 4/1/2025d and revised 7/2/2025; (Resident #1) lacks capacity to understand the limits of 
physical/sexual contact with a partner with infirmity, and the nuances and limits of verbal consent of a 
partner, date initiated 3/20/2025 and revised 6/25/2025.The interventions contradicted the clinical 
assessments and notes that indicated the resident was not cognitively able to consent to a sexual encounter. 
There was no new plan of care after the resident had repeated and attempted contact with Resident #2 who 
was also not able to consent to a sexual encounter. (Resident #1) has behaviors related to depression, 
alcohol induced dementia as evidenced by: resistance to care. He can get verbally/physically aggressive with 
staff/Resident, or agitated due to poor impulse control when he does not get his desired outcome, date 
initiated 3/28/2025 and revised 6/25/2025. The interventions were last updated 3/28/2025 and Resident #1 
continued with his behavior and actions. The facility did not have an appropriate plan to protect other 
residents from Resident #1.A review of the Care Plans for Resident #2 included the following: (Resident #2) 
will hold hands or let opposite sex touch her hand, shoulder, back prefers to be sexually active; Pt. has active 
DPOA in place; Pt. lacks capacity to understand the limits of physical/sexual contact with a partner with 
infirmity, and the nuances and limits of verbal consent of a partner, date initiated 3/20/2025 and revised 
7/2/2025. The interventions had not been updated after the inappropriate encounters with Resident #1. 
(Resident #2) has impaired cognitive function related to Dementia, dated initiated and revised 8/30/2024, 
with all interventions dated 8/30/2024.On 7/31/2025 at 10:20 AM, Resident #1 was observed lying in bed, 
awake; he asked, What do you want? Upon asking the resident how he was doing, he became upset and 
said he wanted to go outside by himself but would not answer any questions.On 7/31/2025 at 2:53 PM, 
during an interview with Confidential Person S, they said the inappropriate touching between Resident #1 
and Resident #2 had been going on for months. The Confidential Person said the behavior had been 
identified and reported in November 2024 and several times since then. The Confidential Person S said 
Resident #2 was confused, but was told since Resident #2 could answer yes and no questions, it wasn't 
abuse. The Confidential Person said Resident #1 was inappropriate with other female residents also but was 
more aggressive with Resident #2.On 8/1/2025 at 10:34 AM, during an interview with the Administrator and 
Director of Nursing/DON, they were asked about the incident on 7/9/2025 with Resident #1 and Resident #2. 
The Administrator said a staff member came to him and said Resident #1 and Resident #2 were holding 
hands and Resident #1 placed them on his lap. The Administrator said another resident had previously 
reported a similar incident prior to the incident on 7/9/2025 with Resident #1 and a female resident. The 
Administrator was asked if that incident was investigated and reported, as the 7/9/2025 incident was. He said 
it was not reported. Reviewed with the Administrator that there was documentation in the medical record for 
Resident #1 that he had an ongoing pattern of inappropriate aggressive behavior and inappropriate sexual 
contact with female residents.During the interview with the Director of Nursing and Administrator on 8/1/2025 
at 10:35 AM, they were asked what interventions were in place to prevent Resident #1 from touching other 
residents inappropriately and the Administrator said Resident #2 was moved away from Resident #1 to the 
other side of the facility. He said she liked her new room and the location on the other side of the building 
and the staff were supposed to observe Resident #1 to ensure he did not have inappropriate contact. 
Reviewed with the Administrator there was documentation on 7/23/2025 on the evening shift that Resident 
#1 was found on the other side of the building trying to enter a female resident's room and the female 
resident did not want him in the room. He said the staff were supposed to monitor the resident. The 
Administrator was asked if this would work when the staff were busy caring for other residents and he said 
the staff were supposed to intercept the resident.On 8/1/2025 at 12:05 PM, Resident #1 was observed in the 
hallway outside of the meeting room the surveyors were in while interviewing Social Services Director T. The 
resident was heard to be yelling loudly, and he was observed motoring his wheelchair very quickly towards 
another resident in a threatening manner. A staff member stopped Resident #1's wheelchair and took him 
away from the other resident. The other resident appeared startled and Social Services Director T excused 
herself and said she had to check on the other resident.On 8/1/2025 at 12:15 PM, the Administrator was 
interviewed and said they were going to provide 1:1 staff supervision for Resident #1.A review of the facility 
policy titled, Abuse, Neglect and Exploitation, date implemented 7/28/2020 and revised 1/10/2024 revealed, 
Policy: It is the policy of this facility to provide protections for the health, welfare, and rights of each resident 
by developing and implementing written policies and procedures that prohibit and prevent abuse, neglect, 
exploitation, and misappropriation of resident property. Sexual Abuse is non-consensual sexual contact of 
any type with a resident. The facility will develop and implement written policies and procedures that: a. 
Prohibit and prevent abuse. b. Establish policies and procedures to investigate any such allegations. 
Establishing a safe environment that supports, to the extent possible, a resident's consensual sexual 
relationship and by establishing policies and protocols for preventing sexual abuse. Possible indicators of 
abuse include, but are not limited to: 1. Resident, staff, or family report of abuse. An immediate investigation 
is warranted when suspicion of abuse, neglect or exploitation, or reports of abuse, neglect or exploitation 
occur.
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This Citation 
Pertains to Intake#: 2566178Based on observation, interview and record review, the facility failed to provide 
medications, and a right knee X-ray as ordered for one resident (#3) of three reviewed for medications and 
treatments, resulting in Resident #3 experiencing pain, nausea and delayed treatment. A record review of the 
Face sheet indicated Resident #3 was admitted to the facility on [DATE] with diagnoses: recent back 
surgery, neuropathy, anxiety, GERD, hypotension, history of a stroke, weakness, anemia, chronic kidney 
disease, and depression. On 7/31/2025 at 10: 37 AM, Resident #3 was observed lying in bed awake and 
alert. He said he had not received his medications for a couple of days after admission and was having pain 
and nausea. He said he was now receiving his medications but was upset that it took so long. The resident 
said his right knee had been causing him pain and he said without his pain medication, he felt nauseous. In 
addition, he was not receiving the medication that he normally took for his stomach upset. He said he was 
supposed to have an x-ray on his right knee, but it wasn't done until a few days later. A review of the 
physician orders for Resident #3 indicated he was supposed to receive the following medications: Start date: 
5/30/2025 at 8:00 PM - Eliquis 5 mg Start date: 5/30/2025 at 8:00 PM - Atorvastatin 40 mg Start date: 
5/30/2025 at 9:00 PM - Topamax 200 mg Start date: 5/30/2025 at 9:00 PM - Tamsulosin 0.4 mg Start date: 
5/31/2025 at 7:00 AM - Gabapentin 600 mg Start date: 5/31/2025 at 7:00 AM - Protonix 40 mg delayed 
release tab Start date: 5/31/2025 at 7:00 AM - Multi-Vitamin Start date: 5/31/2025 at 7:00 AM - Ascorbic Acid 
oral tab Start date: 5/31/2025 at 7:00 AM - Acetaminophen (Tylenol) 500 mg, 2 tabs for pain Start date: 
5/31/2025 at 7:00 AM - Aspirin 81 mg chewable Start date: 5/31/2025 at 7:00 AM - Vitamin D 50 mcg 
capsule A review of the Medication Administration Records/MARs for May 2025, indicated Resident #3 did 
not receive any of his ordered medications. On 8/1/2025 at 9:35 AM, the Director of Nursing/DON was 
interviewed about Resident #3's medications. The May 2025 MAR was reviewed with the DON. She 
confirmed there was no documentation that Resident #3 had received his ordered medications on 5/30/2025 
or 5/31/2025. The DON was asked what time the resident was admitted to the facility, and she said it was 
approximately 4:00 PM. The DON was queried on the process for ordering the resident's medications and 
she said the admitting nurse would review the medications on the discharge paperwork from the hospital or 
other facility and send them to the provider and they would be placed into the electronic medical record/emr 
Physician orders tab. Reviewed Resident #3 had orders placed in the emr Physician orders tab, but they 
were not given. The Director of Nursing said they should have been given, and she wasn't sure why they 
were not. During the interview with the DON on 8/1/2025 at 9:40 AM, she was asked about medications in 
stock, and she looked at the list of Resident #3's medications and she said some of the medication was 
available all the time in the medication supply room. The DON provided a list of Inventory on Hand from the 
medication dispensing system. The list was reviewed and compared to Resident #3's medications that were 
not received on 5/30/2025 and 5/31/2025. The DON took the medication list to the medication supply room 
and compared which medications were on the list and available in the medication dispense system. In 
addition, the DON located which medications were Over the Counter medications and available in stock on 
the shelves in the medication supply room. All of Resident #3's medications were available to be given with 
stock on hand except for the Topamax 200 mg. On 8/1/2025 at 10:00 AM, the June 2025 MAR for Resident 
#3 was reviewed with the Director of Nursing it showed duplicate order entries for some of the resident's 
medications including: Ascorbic Acid, Aspirin 81 mg, Atorvastatin, Multi-Vitamin, Pantoprazole/Protonix, 
Tamsulosin, Topiramate/Topamax an anti-seizure medication, Vitamin D, Eliquis, and Gabapentin. Some of 
the medications were documented as given twice at the same time, once for each entry: Ascorbic Acid on 
6/2/2025, Aspirin 81 mg on 6/2/2025, Multi-Vitamin on 6/2/2025, Pantoprazole on 6/2/2025 and 6/3/2025, 
Vitamin D on 6/2/2025, Gabapentin 600 mg on 6/2/2025 in the morning. The Medication 
Topamax/Topiramate was not given until 6/2/2025: doses were missed on 5/30/2025, 5/31/2025 and 
6/1/2025. The resident had a history of a stroke and did not receive his anti-coagulant medication on 
5/30/2025 and 5/31/2025. Resident #3 did not receive pain medication until 6/1/2025. The DON said she 
would further investigate why Resident #3's medications were not given as ordered. A review of the progress 
notes for Resident #3 revealed he had repeated concerns about pain in his right knee. A provider note dated 
6/3/2025 at 12:37 PM, identified the following: . Patient does report feeling like his right knee will buckle 
when trying to walk and this is new for him. Patient states he just would like to return home as soon as 
possible. Patient is high risk for functional impairment developing contractures, pressure ulcers, poor healing 
or fall if not receiving adequate therapy and pain control. added X-ray stat of Right knee. A review of the 
physician orders identified an order for a Right knee X-ray 2 views, STAT for Pain, Buckling, dated 6/3/2025. 
A provider note dated 6/5/2025 identified the following: Chief Complaint: Right knee pain. Awaiting x-ray to 
right knee. Pain in right knee: complaints of pain since surgery; Awaiting X-ray to be completed today. On 
6/5/2025 an X-ray of the resident's right knee was completed at 9:10 PM and the results were provided to the 
facility at 11:29 PM. Resident #3 did not receive pain medication for two days after admission and did not 
receive a STAT (immediate) X-ray of his right knee for two days. A review of the facility policy titled, 
Medication Administration, date implemented 10/30/2020 and reviewed/revised 1/17/2023 provided, Policy: 
Medications are administered by licensed nurses, or other staff who are legally authorized to do so in this 
state, as ordered by the physician and in accordance with professional standards of practice. Administer 
medications as ordered. Sign MAR after administered. A review of the facility policy titled, Pain Management, 
date implemented 10/20/2020 and reviewed/revised 10/26/2023 provided, Policy: The facility will ensure that 
pain management is provided to residents who require such services, consistent with professional standards 
of practice, the person-centered care plan and the residents' goals and preferences. In order to help a 
resident attain or maintain his/her highest practicable level of well-being and to prevent or manage pain, the 
facility should: . Manage or prevent pain, consistent with the comprehensive assessment and plan of care, 
current professional standards of practice and the resident's goals and preferences.

64235600

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

235600 08/01/2025

Medilodge of Montrose Inc 9317 West Vienna Road
Montrose, MI 48457

F 0790

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide routine and 24-hour emergency dental care for each resident.
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This citation pertains to Intake #2577143.Based on observation, interview and record review, the facility 
failed to obtain timely dental services for one resident (Resident #4), who fell and injured their mouth area of 
one resident reviewed for dental care.A review of Resident #4 medical record revealed an admission into the 
facility on 6/26/25 with diagnoses that included diabetes, end stage renal disease, difficulty in walking and 
muscle weakness. A review of the Resident's Minimum Data Set assessment revealed a Brief Interview of 
Mental Status score of 15/15 that indicated the Resident was cognitively intact and the Resident needed 
setup or clean-up assistance with oral hygiene and substantial/maximal assistance with toileting hygiene, 
bathing, lower body dressing and needed partial/moderate assistance with transfers. On 7/31/25 at 1:46 PM, 
an observation was made of Resident #4 sitting in his room on the bed. The Resident was dressed and had 
a phone that he was talking on but stopped when surveyor approached. The Resident answered questions 
and engaged in conversation. The Resident was asked about a recent fall that he had. The Resident 
reported that he was using the computer up in the front lobby area and had seen a wheelchair and 
proceeded to transfer to the other wheelchair from his wheelchair. The Resident reported falling and stated, I 
fell and hit my face on the floor. The Resident reported he bit down on his tongue and had blood gushing out 
of my mouth. The Resident reported when staff arrived, they gave him a towel to soak up the blood and 
stated, I felt numbness to my mouth. The Resident reported he lost teeth in the front. An observation was 
made of the Resident with no teeth in the front upper area. The Resident reported he had teeth there before 
the fall but now they were gone. The Resident was asked if he had broken the teeth in the fall or if the whole 
tooth had come out, the Resident indicated he was unsure. He was asked if he had seen the teeth on the 
floor. The Resident reported he was in shock and did not know at the time that he had lost the teeth. The 
Resident stated, They got knocked out when I fell. The Resident reported that he had told the Administrator 
(NHA) that he had lost the teeth when he fell. The Resident was asked if he had seen the dentist or if 
emergency dental services were offered. The Resident reported he had not seen the dentist yet and they did 
not offer emergency dental services. The Resident reported he has been in pain in his mouth and foot 
(wound to foot) and that the mouth pain has been since the fall. The Resident reported he had asked to go to 
the hospital and stated, I asked to go to the hospital. They said we can handle it in-house and see the 
in-house dentist. I am still in pain, take Norco for pain in my foot and mouth. A review of Nursing Notes in the 
medical record revealed the following:-Dated 6/29/25 at 6:49 AM, patient was observed on the floor in the 
reception area. patient had been using the computer in the area and when he was returning to his room, he 
decided to try to trade his wheelchair with one of the other chairs that were in the area. patient denies hitting 
his head, and states he was close to a successful transfer but lost his footing and slowly fell forward. he has 
a small abrasion below his lower lip on the left side. vitals were obtained and wnl. (within normal limits) 
patient is able to move all 4 extremeties without resistance and denies pain. patient was assisted back into 
his wheelchiar and returned to his bed in his room.-Dated 6/29/25 at 11:42 PM, Patient had a fall and has 
been bleeding from his mouth since said fall, after assessment the bleeding was found to be coming from the 
patients tongue. Provider was notified and after ice and having him apply pressure the bleed as since stop. 
Staff will continue to monitor.-Dated 6/30/35, History and Physical, .Ears/Nose/Mouth/Throat Positive: 
difficulty swallowing. Facial Swelling Notes: Bruise/swelling to upper and lower lip due to fall. A review of the 
facility Quality Assistance Form, for Resident #4 revealed the date communicated/received on 7/16/2025, 
revealed, .Findings: This writer physically spoke with (Resident #4's name). He stated his concerns were 
mouth pain, issues with his vision and he states that he would like his phone replaced. He states that he 
needs to see a dentist and needs assistance with his vision appointment that was rescheduled. He states 
that his mouth hurts and I informed him that it may take some time for the dental and vision consultants to 
see him but we will get the order sent to (ancillary health care service group) and put him on the list to be 
evaluated and treated. with signatures dated 7/18/25. On 7/31/25 at 3:07 PM, an interview was conducted 
with the Administrator (NHA) and Director of Nursing (DON) regarding Resident #4's fall and injury to his 
mouth. The DON reviewed the incident report and indicated that incident was recorded as occurring on 
6/29/25 at 4:00 am, the Resident was in the front area of the facility, had tried to get into a wheelchair that 
was in the area and fell. The NHA reported that police had shown up at the facility and were questioning the 
administrator. The NHA reported that the police had gotten a call and that Resident #4 was alleging he fell 
and knocked his teeth out. The NHA stated, From what the detective told me, he fell and knocked his teeth 
out the day he fell. The NHA reported the police had come on 7/22/25. When asked if the Resident had 
requested to see the dentist, the DON reported the Resident did not want to see the dentist. When asked if 
the complaint form indicated the resident did want to see the dentist, the DON stated, but at the time, he did 
not. The DON reviewed the admission assessment and reported it said the resident had broken teeth. It was 
reviewed that it was not conclusive that the front teeth were missing on admission. The NHA was asked 
when he was made aware the Resident complained of the missing teeth when he fell. The NHA reported that 
when we went in there to ask about the broken phone, he mentioned he had a fall and his teeth came out. It 
was reported that they had talked to the Resident around the 7th (7/7/25) about his phone and he brought up 
the missing teeth. When asked that the resident had fallen and his teeth were missing after the fall, the NHA 
indicated yes. When asked if a dental consult was completed, the DON reported that Social Services 
department would know when they came out. The DON was asked for the list of Resident for the dentist, 
who was seen, and the date dental services were out at the facility. The NHA was asked if any dental x-rays 
had been completed but was unsure. A review of the medical record did not have x-rays, or a dental exam 
documented for Resident #4. A review of the dental group schedule with a visit date on 7/24/25 revealed that 
the RDH (Registered Dental Hygienist) had Resident #4's name added to the list, handwritten at the bottom 
of the list of residents. The Dental Group Visit Summary revealed Resident #4 was not listed in the group of 
Treated Patients and not listed in the group of Non-Treated Patients. A revie of the dental group schedule for 
the Dentist revealed a visit date on 7/28/25 with the list of Residents typed that did not list Resident #4. 
Resident #4's name appeared as a handwritten name at the bottom of the list. The Dental Group Visit 
Summary for the Dentist revealed Resident #4 not listed in the Treated Patient list and not listed in the 
Non-Treated Patient list. On 8/1/25 at 11:35 AM, an interview was conducted with Social Service Director 
(SSD) T regarding Resident #4's dental services. The SSD reviewed the resident medical record and 
reported a request for services was sent that included dental services. The document had Requested 
Services marked as Yes and dental was indicated. The document was signed on 7/1/25. The SSD reported 
that the dental group would have had consent and the resident's facesheet to receive dental services. The 
SSD was asked about the procedure to make sure a resident was seen by the dental group. The SSD 
reported that the referral was sent, they compiled the list, and they send a list of who they will see. When 
asked if someone needs to be added, the SSD reported that the Resident can be added to the list. When 
asked if there was a Resident that was a high priority to be seen, the SSD stated, We can certainly let them 
know that someone needs to be seen. Yes, we could let them know that there is a priority. The Visti 
Summary for dental service visits on 7/24/25 and 7/28/25 was reviewed that if the Resident was seen they 
would be listed and if not seen, even if added, would be listed in the Non-Treated Patient list. The SSD 
confirmed that if not seen they would appear on the non-treated patients. A review of the facility policy titled, 
Dental Services, reviewed/revised 10/30/2023, revealed, Policy: Routine and 24-hour emergency dental 
services are available to meet the resident's oral health services in accordance with the resident's 
assessment and plan of care. Policy Explanation and Compliance Guidelines: 1. Oral health services are 
available to meet the resident's individual needs. 2. Routine and emergency dental services are provided to 
our residents through a. A contract agreement with a local dentist or mobile group.
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