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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.
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F 0844 Follow rules about disclosure of ownership requirements and tell the state agency about changes in
ownership and/or administrative personnel.
Level of Harm - Potential for

minimal harm Based on observation, interview, and record review the facility failed to provide written notice to the State
Agency responsible for licensing the facility at the time of change, for a change in the facility's administrator
Residents Affected - Many for 1 of 1 facility. The facility failed to notify the State Agency of a change in the facilities administrator within

30 days. This failure could result in the lack of knowledge and inability to connect with the appropriate
leadership of the facility. Findings included: In an observation on 11/07/2025 at 11:45 a.m., the investigator
located the named administrator of the facility in TULIP during offsite preparation and documented the name
for contact and accountability purposes. In an interview on 11/08/25 at 10:45 a.m., the facility Administrator
introduced herself and indicated she started as the Administrator of the facility in May 2025. She was not the
individual named in TULIP. In an interview on 11/08/25 at 3:02 p.m., CNA A stated that she started working
at the facility in June 2025 and the ADM is the only administrator she had seen since she had worked there.
CNA A stated that the ADM was who she reported to with any report of abuse or neglect, because the ADM
was the abuse coordinator. In a follow-up interview on 11/08/25 at 7:58 p.m., the ADM stated she started as
the AIT at the facility in December 2024 with another administrator. She stated he left, and she became full
time administrator in March 2025. The ADM stated she is responsible for the day-to-day responsibilities and
was in charge of the facility. The ADM stated it was her responsibility to contact the state agency about the
administrator change but thought the previous administrator would do it when he left. The ADM stated she
can make the change in TULIP, and she was aware it was to be done within 30 days. No corporate
personnel were present to interview. In an observation on 11/8/25 at 10:10am of the facility posting in Hall C
near the nurse's station, it revealed the Administrator, Abuse coordinator, named as the current ADM, not the
name in TULIP. Record review of Facility Business card provided by ADM named her as the facility
administrator. No policy provided.
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