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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review during a Complaint investigation (Complaint #NY00374344- 
635063) the facility did not ensure physician orders for the resident's immediate care were in place on 
admission for one (1) (Resident #7) of three (3) residents reviewed for admission orders. Specifically, 
Resident #7 was re-admitted to the facility on [DATE] and their admission medication orders were not 
entered into the electronic medical record and implemented until 09/10/2025.The finding is:The policy and 
procedure titled Electronic Physician Orders (Create, Confirm, Processing Orders) dated 08/28/2024, 
documented Admission/readmission orders for the care of a resident are received from a Licensed 
Physician/Nurse Practitioner/Physician Assistant upon admission/readmission of a resident to the facility. 
Orders will either be entered into the electronic medical record system by the nurse/pharmacist following 
confirmation from the Practitioner or directly entered by the medical provider. The nurse/pharmacist will 
communicate with the ordering provider when the data entry process is complete to alert the provider to 
electronically sign.Resident #7 had diagnoses that included schizophrenia, anxiety disorder, and 
hypertension. The Minimum Data Set (a resident assessment tool) dated 09/08/2025 documented an entry 
tracking record and was still in progress with no resident additional information.The comprehensive care plan 
documented there was a care plan focus initiated on 07/05/2019 for alteration in cardiac status related to 
hypertension, hyperlipidemia, obesity, and edema. Additionally, potential for alteration in mood was initiated 
on 07/05/2019 related to depression, schizophrenia, and bipolar disorder. Interventions included to 
administer medications as ordered and to monitor for side effects and effectiveness. The base line care plan 
was not provided.Review of the hospital Discharge summary dated [DATE] documented Resident #7's 
discharge medications: acetaminophen (Tylenol) 650 milligrams by mouth every four hours as needed; 
amlodipine (blood pressure medication) 7.5 milligrams by mouth every day; aripiprazole (antipsychotic 
medication) 30 milligrams by mouth every day; aspirin 81milligrams by mouth every day; bisacodyl 
suppository (laxative)10 milligrams rectally every day as needed; Vitamin D-3 (supplement) 25 micrograms 
two tablets by mouth every day; cholestyramine 4 gram packet by mouth every day; clonazepam 
(anti-anxiety medication) 0.5 milligrams by mouth every day; Vitamin B-12 (supplement) 500 micrograms by 
mouth every day; dicyclomine (medication used to treat irritable bowel syndrome) 20 milligrams by mouth 
four times a day; famotidine (medication used to treat heartburn) 20 milligrams by mouth every day; 
finasteride (medication for enlarged prostate gland) 5 milligrams by mouth every day; furosemide (diuretic) 
20 milligrams two tablets by mouth every day; loperamide (used to treat diarrhea) 2 milligrams by mouth 
every two hours as needed; losartan (blood pressure medication) 25 milligrams by mouth every day; 
melatonin (supplement for sleep) 5 milligrams by mouth every day at bedtime; metoprolol succinate (blood 
pressure medication)100 milligrams by mouth every day; oxcarbazepine (seizure medication) 300 milligrams 
by mouth every day; oxybutynin (bladder medication) 300 milligrams by mouth twice a day; artificial tears 1.
4(%) percent ophthalmic eye drops to both eyes twice a day; simvastatin (cholesterol medication) 20 
milligrams by mouth every day at bedtime; tamsulosin (medication for enlarged prostate gland) 0.8 
milligrams by mouth every day at bedtime; tolterodine (bladder medication) 4 milligrams by mouth every day; 
and trazadone (antidepressant) 100 milligrams by mouth every day at bedtime.Review of the Health Status 
Note dated 09/09/2025 at 10:15 AM entered as late entry by Licensed Practical Nurse Unit Manager #1, 
documented Resident #7 returned to the facility on [DATE] at 15:04 PM (3:04 PM), they were alert and 
oriented to self and surroundings, and made their needs known. Licensed Practical Nurse Unit Manager #1 
further documented discharge instructions were clear, recommended medication changes and were given to 
the provider for further review.Review of the Telephone/Verbal Order Signature Details report dated 
09/01/2025 - 09/30/2025 revealed Resident #7's medication orders were not entered into the electronic 
medical record until 09/10/2025 and were electronically signed by the medical providers on 09/10/2025 at 
11:44 AM, 12:22 PM, 12:28 PM, 3:14 PM and 4:19 PM.Review of the Medication Administration Record 
dated 09/01/25 - 09/30/2025 documented Resident #7 had not receive any medications until 09/10/2025.
During an observation and interview on 09/10/2025 at 9:10 AM, Resident #7 was observed sitting up at the 
side of their bed, appeared well-kempt and in no distress. Resident #7 stated they had returned from the 
hospital on Monday 09/08/2025 sometime in the evening, they received their morning medications from the 
hospital prior to being re-admitted but had not receive any further medications after they arrived at the 
facility. Resident #7 stated they asked their nurse yesterday for their medication but never received anything. 
They stated they took several medications and were concerned about missing their blood pressure 
medication.During an observation on 09/10/2025 at 9:25 AM, Licensed Practical Nurse #3 entered Resident 
#7's room and informed them there were no medication orders listed in the computer and would have to wait 
until orders were entered before they could administer medications to them.During an interview on 
09/10/2025 at 9:40 AM, Licensed Practical Nurse #3, stated Resident #7 had re-admitted back to the facility 
on [DATE] and were unsure why their medication orders were not entered into the computer. Licensed 
Practical Nurse #3 pulled up the electronic medication administration record (EMAR) on their computer and 
stated Resident #7 did not appear on their computer screen. They stated they were familiar with Resident #7, 
knew they took several medications during the day, and had not worked since Resident #7 was re-admitted 
to the facility. Licensed Practical Nurse #3 stated they had just informed their Director of Nursing and the 
Medical Director that Resident #7's admission orders had not been entered into the electronic medical record.
During an interview on 09/10/25 at 10:12 AM, Licensed Practical Nurse Unit Manager #1 stated they had 
worked the evening shift (3:00 PM - 11:00PM) on 09/08/2025 as both the supervisor and medication nurse 
on another unit. Licensed Practical Nurse Unit Manager #1 stated they were not aware Resident #7 had 
been readmitted until later that evening on 09/08/2025, they completed the quick admit into the electronic 
medical record which consisted of entering Resident #7 status in the computer as returned from hospital and 
the time of arrival. Licensed Practical Nurse Unit Manager #1 stated they saw batch orders listed for 
Resident #7 and assumed they were their complete set of orders and had been activated. At this time, 
Licensed Practical Nurse Unit Manager #1 pulled up Resident #7's electronic medical record and noted 
under the order tab 23 orders remained listed in the que and were not activated. They stated the orders in 
the que appeared to be only the batch orders and did not contain any medications listed from the hospital 
discharge summary. Licensed Practical Nurse Unit Manager #1 stated on 09/09/2025 they had Physician 
Assistant #1 review Resident #7's hospital discharge summary and clarified orders but they had not entered 
any orders from the discharge summary into the electronic medical record after being reviewed by Physician 
Assistant #1. During an interview on 09/10/2025 at 10:37 AM, the Director of Nursing stated they had just 
been made aware by the Medical Director that Resident #7 did not have admission orders entered into their 
electronic medical record and had received no medications since their readmission on [DATE]. The Director 
of Nursing stated depending on the time of admission it was the responsibility of either the unit manager or 
the nursing supervisor to enter admission orders from the discharge summary into the electronic medical 
record and notify the on-call provider to review, confirm and sign all orders. The Director of Nursing stated 
they would expect admission orders to be entered into the electronic medical record on the day of admission 
to ensure medications were received and administered timely and avoid any delays or adverse effects. The 
Director of Nursing stated Resident #7's admission orders should have been entered into the electronic 
medical record by the nursing supervisor on 09/08/2025.During a telephone interview on 09/10/2025 at 12:24 
PM, Licensed Practical Nurse #2 stated they worked on 09/09/2025 from 7:00 AM until 7:00 PM and did not 
remember administering any medications to Resident #7. They stated other staff members had informed 
them Resident #7 had just returned from the hospital and their electronic medical record did not show any 
medications were due to be administered. They stated the Unit Manager or Nursing Supervisor were 
responsible for completing admission orders. Licensed Practical Nurse #2 stated if a resident was due for a 
medication or treatment their name would show up in the electronic medication administration record 
(EMAR) and would be either yellow meaning a medication was due or red indicating a medication was 
overdue. Licensed Practical Nurse #2 stated they were not familiar with Resident #7's routine medications, 
and they did not request any medications during their shift. They stated they just assumed no medications 
were due to be administered during their shift for Resident #7.During an interview on 09/10/2025 at 11:08 
AM, Physician Assistant #1 stated the nursing staff would notify them when a new admission arrived at the 
facility to confirm and sign admission orders after they had been entered into the electronic medical record. 
They stated they were the on-call provider on 09/08/2025 and were not notified to review admission orders 
for Resident #7 upon readmission. Physician Assistant #1 stated on 09/09/2025 they had reviewed Resident 
#7's hospital discharge summary with Licensed Practical Nurse Unit Manager #1 but no orders had been 
electronically sent to them to be confirmed and signed. They stated they had just been made aware that 
Resident #7's admission orders had not been entered into the electronic medical record and they had not 
received their medications. Physician Assistant #1 stated Resident #7's missed doses of medications were 
not medically dangerous but could have exacerbated their anxiety symptoms. They stated the delay in 
entering admission orders into the electronic medical record was unacceptable.During a telephone interview 
on 09/10/2025 at 11:28 AM, the Medical Director stated they expected the nursing staff to notify them or the 
on-call provider when an admission arrived, they would review and electronically sign admission orders after 
they had been entered by nursing staff. The Medical Director stated they had just been notified Resident #7 
readmitted to the facility on [DATE] and their admission orders had not been entered into the electronic 
medical record. They stated they would expect admission orders be entered into the electronic medical 
record on the same day of admission to ensure timely administration.10 NYCRR 415.11
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