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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
265814 B. Wing 02/02/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Springfield Villa 1100 East Montclair
Springfield, MO 65807

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

Level of Harm - Immediate The Administrator was notified on 01/29/26, at 5:29 P.M., of an Immediate Jeopardy (1J) which began on

jeopardy to resident health or 01/23/26. The 1J was removed on 01/30/26 as confirmed by surveyor on-site verification. 1.Please refer to

safety F684, event ID 1DA88A-H2, exit date 02/02/26.NOTE: At the time of the abbreviated survey, the violation
was determined to be at the immediate and serious jeopardy level J. Based on observation, interview, and

Residents Affected - Few record review completed during the onsite visit, it was determined the facility had implemented corrective

action to address and lower the violation at the time. A final revisit will be conducted to determine if the
facility is in substantial compliance with participation requirements.At the time of exit, the severity of the
deficiency was lowered to the D level.Complaints #2727145 and #2728765

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
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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.

Level of Harm - Minimal harm
or potential for actual harm Deficiency Text Not Available

Residents Affected - Few

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 265814 Page 2 of 2



