Department of Health & Human Services Printed: 07/31/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

Aspire Senior Living Platte City 220 O'Rourke Drive
Platte City, MO 64079

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 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm 47195

Residents Affected - Few A revisit was completed and the facility was found to have continued non-compliance. Refer to Event ID

U31012 for federal and state deficiencies cited as a result of this complaint investigation.

Based on interview and record review, the facility failed to report an injury of unknown origin, when the facility

staff became aware on 2/27/25 that one resident (Resident #1) had a right leg femur fracture. The facility
census was 67.

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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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 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm or 47195
potential for actual harm
Refer to Event ID U31012
Residents Affected - Few
Based on interview and record review, the facility failed to complete a thorough investigation when one
resident (Resident #1) sustained a femur fracture of unknown origin and failed to maintain documentation
that an alleged violation was thoroughly investigated. The facility census was 67.
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