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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record reviews, the facility failed to ensure the resident's right to be free from 
abuse for two (Resident #1 and #2) of 3 residents reviewed for abuse, in that: On 11/01/25 the facility failed 
to ensure that Resident #2 was not hit by Resident #1 causing Resident #2 to defend himself with his cane 
resulting in a laceration to Resident #1's left eyebrow. This failure could affect residents and result in abuse 
and injuries. Findings include: Record Review of Resident #1's Face sheet reflected she is a [AGE] year-old 
female admitted to the facility on [DATE]. Record Review of Resident #1's Quarterly MDS dated [DATE] 
reflected in part diagnoses including bipolar disorder (a mental condition marked by alternating periods of 
elation and depression), anxiety disorder, dementia, and mood affective disorder (affects your emotional 
state). A BIMS score of 11 indicated moderate cognitive impairment. Record Review of Resident #1's Care 
Plan dated 11/13/25 reflected Resident #1 was at risk for bleeding and bruising due to taking Aspirin. 
Resident #1 was at risk of hitting another resident in the back on 03/29/25. Intervention included residents 
were separated and assessed for injuries-no injuries noted. Repeatedly hit another resident and then made 
threatening and intimidating remarks about her to another resident on 04/05/25. Intervention included 
residents, were separated and assessed for injuries-no injuries noted. Called another resident the N word on 
04/26/25. Interventions included Resident #1 was redirected and told that that her words were inappropriate. 
The 2 residents were separated. Received physical aggression from another resident and then retaliated 
back and hit a resident on 05/19/25. Interventions included residents separated, Resident #1 assessed for 
injury. Full skin assessment completed. Physician and Fort Worth police were notified. Identify causes for 
behavior and reduce factors that may provoke the resident. Resident to be redirected. Record Review of 
Resident #2's Face sheet reflected he is a [AGE] year-old male admitted to the facility on [DATE]. Review of 
Resident #2's Quarterly MDS dated [DATE] reflected in part diagnosis including schizophrenia (mental 
disorder characterized by disruptions in thought processes, perceptions, emotional responsiveness, and 
social interactions). A BIMS score of 11 indicated moderate cognitive impairment. Record Review of 
Resident #2's Care Plan dated 11/06/25 reflected #2 was at risk for bleeding and bruising due to taking 
Aspirin. Resident #2 was also at risk for displaying socially inappropriate/disruptive behavior, cursing, 
provoking other residents, Psych diagnosis, and deliberately rammed his wheelchair into another resident, 
provoking an altercation on 09/16/25. Interventions in part included psychiatric services as needed. Record 
Review of Resident #1's hospital record dated 11/01/25, indicated Resident #1 was treated for a facial 
laceration and wound irrigation was performed. In an interview on 11/19/25 at 4:41 PM, Receptionist A stated 
on 11/01/25 Resident #1 had just come in the building to take her medicine then she went to smoke break, 
she sated Resident #1 already seemed flustered. Receptionist A stated that Resident #2 was walking outside 
to go to smoke break and both residents exchanged words at the door. Receptionist A stated Resident #2 
sat down outside and Resident #1 stood over Resident #2 fussing at him and grabbing on his pants to 
provoke a fight. Receptionist A stated they decided to hold off on smoke break and her and Housekeeper B 
separated the residents. Receptionist A stated that Housekeeper B and Resident #1 went back into the 
building and Resident #1 was taken to her room. Receptionists A stated Resident #1 was in her room still 
fussing and yelling. Receptionist A stated that she was at her desk, and she heard a loud commotion, and 
she ran outside to the smoking area. Receptionists A stated she did not see what happened when Resident 
#2 went back outside but before she was able to get out the door, she observed blood on Resident #1. 
Receptionist A stated that Resident #2 was trying to get away from Resident #1, but Resident #2 was pulling 
on Resident #1's pants still trying to fight. Receptionist A stated LVN C called 911 immediately. Receptionist 
A stated she tried her best to calm down Resident #2 until the police came, but she was still trying to fight 
Resident #1. Receptionist A stated that Resident #1 was in shock, and he was observed shaking. In an 
interview on 11/20/25 10:27 AM, LVN D stated he did not see the whole altercation, but what he observed 
was Resident #1 and #2 were arguing in the smoking area. LVN D stated that Resident #1 was standing over 
Resident #2 and hit him and that's when Resident #2 put his cane up to keep Resident #1 from hitting him. 
LVN D stated that he then told Resident #2 to go to her room so that he could assess her. LVN D stated 5 
minutes later Resident #1 was back outside in the smoking area, but he didn't see anything else from that 
point. LVN D stated that he heard Resident #1 calling Resident #2 the ( N word) and calling him cripple. LVN 
D stated that someone called 911, and he assessed Resident #1 he said she had a cut on her forearm, and 
she was bleeding. In an interview on 11/20/25 at 12:19 PM, Housekeeper B stated from what she observed 
Resident #1 was coming out of the cafeteria door and she was walking through the courtyard to go back into 
the building. Housekeeper B stated when Resident #1 was going in the building and Resident #2 was coming 
out of the building, but Resident #1 was standing in the doorway and Resident #2 asked Resident #1, are 
you coming in or out? Housekeeper B stated Resident #1 told Resident #2, oh, you could have said that 
better. Housekeeper B stated LVN C told her to go and get LVN D since they were his patients. 
Housekeeper B stated that she observed Resident #1 calling Resident #2 the N word and the B word. 
Housekeeper B stated that she did not witness the physical fight, but she witnessed Resident #1 walk into 
the building with blood all over her face. In an observation and interview on 11/20/25 at 1:24 PM, Resident 
#2 was noted sitting on his bed and ending a phone call. When asked about the fight with Resident #1 he 
stated he was outside on a cigarette break and Resident #1 called him the N word and the B word and told 
him that she was going to kick his ass. Resident #2 stated that Resident #1 hit him, and he fell into the chair. 
Resident #2 stated he hit Resident #1 on the head with his cane because she was trying to give him a black 
eye. Resident #2 stated a caregiver ended up getting in between them and he was taken to jail. In an 
interview on 11/20/25 at 2:08 PM, LVN C stated that Resident #1 was coming from the smoking patio and 
Resident #2 was going out to the smoking patio and Resident #1 was standing in the doorway. LVN C stated 
Resident #2 asked Resident #1 are you coming in or out. LVN C stated Resident #1 then called Resident #2 
a stupid black man and in return Resident #2 called Resident #1 a stupid B word. LVN C stated that's when 
Resident #1 turned around and went outside and walked up to Resident #2 and told him that she was not a B 
word. LVN C stated Resident #1 proceeded to grip Resident #1's cane and repeated she wasn't a B word. 
LVN C stated that she told Resident #1 to let go of Resident #2's cane and that's when the recoil on the cane 
hit Resident #1 in the nose. LVN C stated that Resident #2 did not hit Resident #1 with the cane but as they 
tussled back and forth with the cane when Resident #1 snatched the cane back and the recoil on the cane hit 
Resident #1 in the nose and Resident #1 let go of the cane immediately. LVN C stated that's when she told 
Resident #1 to go into the building because her nose was bleeding. LVN C stated Resident #1 then stated, 
look what he (F word) did, LVN C stated she told Resident #1 that Resident #2 did not do that, and she was 
hit in the nose due to recoil on the cane when she grabbed it. LVN C stated Resident #2 was still outside 
sitting down and his back was turned, and Resident #1 went back outside and swiped Resident # 2 on his 
head. LVN C stated that's when Resident #2 hit her with the cane causing Resident #1 to stumble off. LVN C 
stated that she was trying to calm Resident #2 down because he was shaking. LVN C stated she told LVN D 
that he needed to do something because Resident #1 was really looking for a fight with Resident #2. In an 
interview on 11/20/25 at 5:11 PM, DON stated she was not at the facility during the day Residents #1 and #2 
got into a fight due to it happening on the weekend. The DON stated that she was told the recoil on the cane 
hit in the eye. The DON stated that LVN D said he took the cane. The DON stated that Resident #1 was 
taken to [Hospital Name] and Resident #2 was taken to jail. The DON stated Resident #1 had to get stitches 
above her eye. The DON stated Resident #1 was placed 1 on 1 with a caregiver until she was discharged 
from the facility. The DON stated that all the fighting couldn't be tolerated. The DON stated Resident #2 was 
referred for psych services, and Resident #2 was taken to jail. The DON stated they reeducated staff on 
resident-to-resident altercations and being proactive in separating residents. The DON stated that she 
expects staff to intervene, deescalate, separate the residents, report the incident, assess the residents, make 
sure all residents are safe, and do not argue with the residents. She stated the risk is that a resident could 
end up hurt or injured. In an interview on 11/20/25 at 6:36 PM, The ADM stated staff are expected to 
separate the residents as soon as possible, de-escalate the situation, and report to him and the DON. The 
ADM stated he encourages the staff to find out what's going on and try and solve the situation. The ADM 
stated it's a lot of situations he has de-escalated just by talking to the residents. The ADM stated the risk of 
residents getting into a fight is that someone can get hurt or staff could get hurt, or medical emergencies 
could happen that's why it's important to break it up as soon as you can. Record Review of the facility's 
Abuse Policy in part indicated - All reports of resident abuse (including injuries of unknown origin) .are 
reported to local, state and federal agencies (as required by current regulations) and thoroughly investigated 
by facility management. Findings of all investigations are documented and reported. Policy Interpretation and 
Implementation -2. The administrator or the individual making the allegation immediately reports his or her 
suspicion to the following persons or agencies:a. The state licensing/certification agency responsible for 
surveying/licensing the facility.3. Immediately is defined as a. within two hours of an allegation involving 
abuse or result in serious bodily injury.
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Respond appropriately to all alleged violations.
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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review the facility failed to ensure allegations of abuse were thoroughly investigated, 
prevent further potential abuse and mistreatment while the investigation was in process, and report the 
results of all investigations to the administrator or his or her designated representative and other officials in 
accordance with State law, including to the State Survey Agency, within 5 working days of the incident, and if 
the alleged violation is verified appropriate corrective action must be taken for 1 (Resident #4) of 3 reviewed 
for abuse. The facility failed to immediately investigate, protect the residents, and report allegations of abuse 
on 08/29/25 when Resident #4 reported a nurse hit her while in the shower, and the facility did not 
investigate or implement measures to protect the residents from further abuse. This failure could place 
residents residing in the facility at risk of abuse. Findings included: Record review of Resident #4's face 
sheet dated 11/21/25 reflected [AGE] year-old woman admitted to the facility on [DATE] with an initial 
admission date of 08/20/24 with a primary diagnosis of major depressive order, anxiety disorder, mood 
disorder and schizophrenia (mental disorder characterized by disruptions in thought processes, perceptions, 
emotional responsiveness, and social interactions). Record Review of Resident #4's care plan dated 
10/14/25 reflected on 08/29/25 Resident #4 has a habit of calling 911 and stating, I am on drugs Resident #4 
was observed on the floor and crawling to the hallway refusing to allow staff to help her up, insisting on going 
to the hospital. Interventions included instruct resident when behavior is inappropriate or unacceptable in a 
calm manner, Access Resident #4 for injuries when putting herself in unsafe situations and carefully explain 
procedures to resident, do not argue with the resident, drug test as needed, Psych services as needed. 
Record Review of Resident #4's MDS dated [DATE] reflected a BIMS score of 7, indicating severely impaired 
cognition. PIR was requested from the DON on 11/19/25 at 10:15 AM, and the wrong PIR was given to 
surveyor from the DON. Record Review of a progress note dated 08/29/25 reflected Resident #4 requested a 
shower even though she normally gets her shower on the 2-10 shift. Staff went on to assist resident #4 with 
her shower. Resident started calling staff names and throwing things at staff as they were assisting her with 
her shower. Staff assisted Resident #4 back to her room and wanted to assist her dressing, but resident 
would not let staff assist her and she laid down on the floor naked, saying I want to go to [Hospital Name 2], I 
want to go to [Hospital Name 2], don't touch me. Record Review of another progress note dated 08/29/25 
reflected Incident Description- Resident #4 requested a shower even though she normally gets her shower 
on the 2-10 shift. Staff went on to assist resident #4 with her shower. Resident started calling staff names 
and throwing things at staff as they were assisting her with her shower. Staff assisted resident back to her 
room and wanted to assist her with her dressing, but resident would not let staff assist her and she laid down 
on the floor naked, saying, I want to go to [Hospital Name 2], I want to go to [Hospital Name 2], don't touch 
me. Nurse informed medical director who ordered resident to be sent out to the hospital. Resident #4 was 
transported out to [Hospital Name 2] for further evaluation. Resident #4 unable to give description. 
Immediate Action Taken - Nurse couldn't examine resident for injuries or get vital signs because resident 
would not let staff members touch her. Nurse informed medical director who ordered resident #4 be sent to 
the hospital. Nurse called the ambulance to get resident to the hospital. Residents were transported out to 
[Hospital Name 2] for further evaluation. Resident #4 is her own responsible party. Record Review of intake 
1034343 dated 09/03/25 indicated the allegation of the incident was abuse. On 11/20/25 at 10:15 AM, 
surveyor requested PIR for intake 1034343. At 11:17 AM, the DON stated that she was looking for the PIR. 
Surveyor requested all information that was done for the investigation. At 11:45 AM, the DON presented a 
progress note from the incident and stated that's all she could find from the investigation. Resident #4 was 
unable to be interviewed due to being in the hospital at the time of the visit. In an interview on 11/20/25 at 
11:46 AM, Med Tech F stated Resident #4 was given a shower and Resident #4 seemed agitated already 
and the aid that assisted Resident #4 could not get her dressed in the showers, so the aid brought her back 
to the resident's room to get her dressed. Med Tech F stated she couldn't remember the name of the aid that 
was assisting Resident #4 at the time. Med Tech F stated when the aid went to try and get Resident #4 
dressed Resident #4 laid down on the floor and kept stating she did not want to get dressed and she just 
wanted to go to [Hospital Name 2]. Med Tech F stated [Hospital Name 2] is Resident #4's hospital of choice 
whenever she wants to be sent out to the hospital. Med Tech F stated Resident #4 did not fall and she 
willingly got on the floor. Med Tech F stated Resident #4 was not injured at all. Med Tech F stated Resident 
#4 always gets on the floor when she doesn't get her way. In an interview on 11/20/25 at 5:11 PM, the DON 
stated she could not find the PIR for intake 1034343. The DON stated the previous administrator would have 
had the missing PIR due to the incident happening when he was the active administrator, the DON stated 
that they couldn't find any information the old administrator had but she does remember what happened. The 
DON stated that during the incident with Resident #4 that the resident got on the floor while she was naked 
and kept saying she wanted to go to the hospital. The DON stated that they couldn't pick the resident up off 
the floor and the resident wouldn't get up by herself, and they couldn't drag her, so they called 911 to pick up 
the resident. The DON stated that Resident #4 was not hit by any of the staff. The DON stated that they are 
expected to keep all PIR's to have them for future references. She stated the risk of not having the PIR's can 
cause investigations to not be thoroughly done, poor patient care, and fines. In an interview on 11/20/25 at 
6:36 PM, the ADM stated that the old administrator was disgruntled when he was fired. The ADM stated that 
the old administrator told him that he was going to make sure he gave him all the paperwork from the 
previous incidents, but he didn't leave any paperwork at all. The ADM stated that typically it's the 
administrator's job to keep up with PIR's. The ADM stated that due to him not being the administrator at the 
time of the incident and with no PIR to reference he can't speak about what happened during the incident. 
The ADM stated the risk of not having the PIR's is that the facility can be fined for not having that information 
for surveyors to reference. Record Review of the facility's Abuse Policy in part indicated - All reports of 
resident abuse (including injuries of unknown origin).are reported to local, state and federal agencies (as 
required by current regulations) and thoroughly investigated by facility management. Findings of all 
investigations are documented and reported. Policy Interpretation and Implementation -2. The administrator 
or the individual making the allegation immediately reports his or her suspicion to the following persons or 
agencies:a. The state licensing/certification agency responsible for surveying/licensing the facility.
Investigating Allegations- 1. All allegations are thoroughly investigated. The administrator initiates 
investigations.Follow-Up Report 1. Within 5 business days of the incident, the administrator will provide a 
follow-up investigation report.2. The follow up investigation report will provide sufficient information to 
describe the results of the investigation, and indicate any corrective actions taken if the allegation was 
verified. The follow-up investigation report will provide as much information as possible at the time of 
submission of the report.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure in accordance with accepted professional standards 
and practices, the facility must maintain medical records on each resident that are complete; accurately 
documented; readily accessible; and systematically organized for 1 (Resident #3) for accuracy of records. 
The facility failed to accurately transcribe the admitting diagnoses for Resident #3. This failure can affect 
residents by putting them at risk for inaccurate and incomplete records. Findings include:Record review of 
Resident #3's face sheet dated 11/19/25 reflected a [AGE] year-old man admitted to the facility on [DATE] 
with a primary diagnosis of HIV (a virus that attacks cells that help the body fight infection), severe 
protein-calorie malnutrition (inadequate intake of protein and calories), seizures, hypertension (pressure in 
your blood vessels is too high), atrial fibrillation (irregular and often very rapid heart rhythm), congestive heart 
failure (heart can't pump enough blood), cerebral infarction (reduces blood flow to a region of the brain), end 
stage renal disease (kidneys no longer work as they should to meet your body's needs), and anemia. Record 
Review of Resident #3's face sheet reflected a diagnosis of Dementia. Record review of Resident #3's MDS 
dated [DATE] reflected a BIMS score of 11, indicating moderately impaired. In an interview on 11/19/25 at 
12:32 PM, an Anonymous family member stated the day of the incident with Resident #3 they received a call 
from a nurse at [Hospital Name 1]. They stated they hung up the phone because they thought someone had 
the wrong number and they didn't have any children at [Hospital Name 1]. Anonymous family member stated 
that he received another phone call from a nurse and police from [Hospital Name 1] and informed them that 
Resident #3 had been at [Hospital Name 1] for two hours and he couldn't find his way back to [Facility 
Name]. Anonymous family member stated that he immediately called [Facility Name] and asked the 
receptionist how Resident #3 was doing today, and the receptionist replied that Resident #3 was doing fine. 
Anonymous family member stated he then asked the receptionist how he is fine, and he is not in the building. 
Anonymous family member stated the receptionist left the phone and never came back. Anonymous family 
member stated when they arrived at the facility later that day, he kept asking the staff how does someone 
with dementia sign themselves out, they said no one was able to answer that question. Surveyor informed 
Anonymous family member that they were unable to find a diagnosis of Dementia for Resident #3 in the 
medical records the [Facility Name] has for Resident #3. Anonymous family member stated that they would 
send an email of a document from Resident #3's doctor with evidence Resident #3 had Dementia. In an 
email on 11/19/25 at 3:34 PM, Anonymous family member sent a clinical record from [Hospital/Clinic Name] 
that reflected a diagnosis of HIV/AIDS with HIV Dementia and Vascular Dementia with alcoholic neurological 
disease component. In an interview on 11/19/25 3:51 PM with the DON, she stated that diagnosis for the 
residents is transcribed in the database by charge nurses, the MDS coordinators, the ADON, and her. 
Record Review of Resident # 3's clinical record dated 09/03/25 from [Hospital Name 2] reflected a diagnosis 
of Dementia. Record Review of the list of Residents Who cannot leave the building or Must be supervised 
reflected resident #3, resident #5, resident 6, resident #7, resident #8, resident #9, resident #10 and resident 
#11. Record Review of Resident #3's Wander Assessment, not dated indicated a score of 9. A score of 0-8 
indicates low risk, a score of 9-10 indicates a risk to wander, and 11 and above indicates high risk to wander. 
In an interview on 11/20/25 at 12:45 PM, the ADON stated she wouldn't say Resident #3 has Dementia, but 
his cognitive status can be deceiving because when he is asked his name, he knows it, but if you continue to 
talk to him, you can tell he is not aware and he doesn't always know where he is at. The ADON stated 
Resident #3 doesn't wander but he will walk up to the front of the building and say he wants to sign out and 
go somewhere and he would usually come back. The ADON stated she recommends that he can sign out 
but only with supervision. There is a book at the receptionist's desk titled Residents Who cannot leave the 
building or Must be supervised, receptionists will look in the book before letting a resident sign out to 
determine if the resident is listed in the binder. The ADON stated that she was not at work the day of the 
incident, but she stated Resident #3 asked to sign out the very next day on Sunday and Resident #3 asked 
to sign out again and she informed him that it's not safe for him to go out on his own. The ADON stated when 
Resident #3 was admitted and she did his assessment his BIMS score was okay for him to sign out, but 
when she reassessed him on 11/15/25, she stated that's when she noticed he was not safe to go out on his 
own any longer[JM4] . The ADON stated since the incident Resident #3 has been placed in the Residents 
Who cannot leave the building or Must be supervised list, and a wander guard has been placed on the 
resident. In an interview on 11/20/25 at 1:16 PM, with the Medical Director he stated that he did not see a 
diagnosis of a mental deficiency from the facility's database. The Medical Director stated that all he saw from 
the facility's database for Resident #3 is that he had moderate cognitive deficiency. The Medical Director 
stated since Resident #3 was his own responsible party he could sign out by himself but from what we know 
now he shouldn't be able to sign out by himself moving forward. The Medical Director stated he was going to 
make some changes to Resident #3's orders to be placed on the list of residents who cannot sign out. In an 
interview on 11/20/25 at 3:28 PM, the MDS coordinator stated that diagnosis for residents is put in the 
database by the charge nurses but sometimes he may take out some diagnosis if they have been 
discontinued. The MDS coordinator stated that when residents are admitted it's usually a team effort when 
transcribing all diagnosis into the database, but he stated that if he was not given a resident's clinical 
paperwork or if the facility was not given that information it is possible that the information was not entered. 
The MDS coordinator stated that he was looking into Resident #3 and that it is correct that Dementia is not 
listed in Resident #3's diagnosis. The MDS coordinator stated that it is possible that Resident #3 may have 
had paperwork showing he had a diagnosis of Dementia and that information was not entered. The MDS 
coordinator stated that he noticed when he looked in the Miscellaneous tab that there was a clinical record 
that was uploaded on 11/19/25 that indicated Resident #3 had Dementia. According to the EHR the medical 
record was uploaded by Staff E. The MDS coordinator admitted that the information was not in there before 
11/19/25. The MDS coordinator stated that he would have loved to have had that information before. On 
11/20/25 at 3:45 PM, Surveyor requested all clinical records for Resident #3 from DON. In an interview on 
11/20/25 at 5:11 PM, the DON stated Resident #3 has signed out a few other times, but he usually just 
stands in the front of the building and then comes back in. The DON stated residents who are listed on the 
Residents Who cannot leave the building or Must be supervised list is determined by their BIMS score, 
talking to them, and are given a wander assessment. The DON said if they score high on the wander 
assessment then they are given a wander guard and placed on the Residents Who cannot Leave the 
building or must be supervised list. When asked why the diagnosis of Dementia was not transcribed into the 
database for Resident #3 the DON said if he has a true diagnosis of Dementia then that information should 
have been uploaded. She stated the risk of them not accurately transcribing the admitting diagnoses for 
Resident #3 is not properly care planning him or properly knowing how to care for him. The DON stated they 
have 48-72 hours to complete the residents baseline care plan at admission, she said it is important to make 
sure that information is properly uploaded in the system so they can properly know how to take care of 
residents. In an interview on 11/20/25 at 6:36 PM, the ADM stated just because a resident has a diagnosis of 
Dementia doesn't mean they can't sign themselves out. The ADM stated they assess the residents and 
decide by their Wander assessments. The ADM stated when residents are admitted he expects staff to 
transfer all information from medical records into the system right away that day, he said he was unsure of 
the timeframe in which that information should be transcribed. The ADM stated they shouldn't be waiting 2-3 
days to put in admitting diagnoses information he said because they need to know how to be properly care 
planned. The ADM stated that he fired the social worker they had because she wasn't putting in important 
information in the system and he has since then been looking to hire a new social worker. The ADM stated 
the risk of not accurately transcribing records into the database is that it could cause staff to miss something 
important. Record Review of the facility's Charting and Documentation Policy indicated in part- All services 
provided to the resident, progress toward the care plan goals, or any changes in the resident's medical, 
physical, functional or psychosocial condition, shall be documented in the resident's medical record. The 
medical record should facilitate communication between the interdisciplinary team regarding the resident's 
condition and response to care. 3. Documentation in the medical record will be objective (not opinionated or 
speculative), complete, and accurate.
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