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Gracewood Health & Rehab 6201 East 36th Street
Tulsa, OK 74135

F 0839

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Many

Employ staff that are licensed, certified, or registered in accordance with state laws.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33097

Based on observation, record review, and interview, the facility failed to ensure staff was licensed in 
accordance with applicable State laws. 

The DON identified 78 residents who resided in the facility.

Findings:

On [DATE] at 12:45 p.m., RN #1 was observed at the nurse station. They stated they were working as the 
charge nurse for the shift. 

An employee record documented RN #1 had a valid RN license for the state of Texas. There was no record 
for a valid RN license for the state of Oklahoma. 

On [DATE] at 10:50 a.m., the administrator reviewed RN #1's employee file noting a Texas RN license. The 
administrator stated per documentation found on the Oklahoma Board of Nursing website, RN #1's 
Oklahoma RN license had expired on [DATE].

On [DATE] at 11:10 a.m., the DON stated RN #1 had worked full time hours in the facility since [DATE] with 
one break in full time status for the month of [DATE]. The DON stated the RN continued full time working 
status from [DATE] to current. The DON stated they did not know the RN's nursing license had expired for 
the state of Oklahoma. 
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