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Fairlane Gardens Nursing and Rehab at Reading 21 Fairlane Road
Reading, PA 19606

F 0806

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure each resident receives and the facility provides food that accommodates resident allergies, 
intolerances, and preferences, as well as appealing options.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident interview, and a review of facility documentation, it was determined that the 
facility failed to accommodate resident food allergies one of three sampled residents. (Resident 1)

Findings include:

Clinical record review revealed that Resident 1 was admitted to the facility on [DATE], and that he was 
allergic to bananas. On March 31, 2025, a nurse noted that the resident reported that he had been served 
yogurt containing bananas at dinner. In an interview on April 5, 2025, at 8:30 a.m., the resident stated that he 
had recently been served yogurt containing bananas, and that it happened several times before. Review of 
facility investigation documents confirmed that on March 31, 2025, the resident was served yogurt containing 
bananas and that he ingested a small amount. The facility investigation further revealed that he had been 
served food containing bananas on three prior occasions. 

28 Pa. Code 201.14(a) Responsibility of licensee.

28 Pa. Code 201.18(b) Management.
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