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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to maintain medical records in accordance with accepted 
professional standards and practices that were complete and accurately documented for 1 (Resident #1) of 4 
residents reviewed for accuracy of records, in that:LVN A failed to document a change of condition form on 
Resident #1's electronic medical record for a fall on 11/25/25.This failure could affect residents whose 
records are maintained by the facility and could place them at risk for errors in care.The findings 
included:Record review of Resident #1's face sheet dated 12/10/25 reflected the resident was an [AGE] 
year-old male who was admitted to the facility on [DATE] with diagnoses that included: type 2 diabetes (high 
levels of sugar in blood), end stage renal disease (kidney failure), dependence on renal dialysis (treatments 
to manage kidney function), heart failure, peripheral vascular disease (disorder of the blood vessels that 
affects circulation outside of the heart/brain), hypertension (high blood pressure), anxiety disorder, and 
chronic obstructive pulmonary disease (progressive lung disease). Resident #1 was discharged to the 
hospital on [DATE]. Record review of Resident #1's care plan dated 12/10/25 reflected [Resident #1] was at 
risk for falls related to history of falls, decreased mobility, and generalized weakness. Date initiated: 05/11/22.
Record review of the facility's sign in sheet dated 11/25/25 reflected LVN A worked on 11/25/25 from 6 AM-2 
PM. Record review of Resident #1's electronic medical record on 12/11/25 reflected no change of condition 
form documented for Resident #1's fall on 11/25/25. On 12/10/25 at 1:05 PM, in an interview with LVN A, he 
said he worked on 11/25/25 with Resident #1 when Resident #1 had a fall at around 7:20-7:25 AM. LVN A 
said he followed the protocol for the fall, assessed Resident #1, assisted him up, initiated neuro checks, 
notified the MD, the RP, and the DON. LVN A said for a fall, he was trained to document a change of 
condition form, pain evaluation, fall risk evaluation, skin assessment, and neuro checks. LVN A verified he 
was supposed to document a change of condition form for each fall. LVN A said he had been in-serviced on 
documentation and told to ensure he documented all forms for any incident. LVN A said he thought he 
documented the change of condition form for Resident #1's fall on 11/25/25, but maybe he forgot. On 
12/11/25 at 12:00 PM, in an interview with the DON, she said staff were trained on the fall protocol and 
documentation. The DON said for a fall, staff were supposed to document a change of condition form, pain 
evaluation, fall risk evaluation, skin assessment, and neuro checks. The DON said there was no negative 
outcome for Resident #1 if LVN A did not document a change of condition form as the fall protocol was 
followed. The DON said staff were supposed to document all forms to show what care the resident received 
and so that other staff were aware.Record review of the facility's Documentation in Medical Record policy 
dated 10/24/22 reflected:Policy: Each residents medical record shall contain an accurate representation of 
the actual experiences of the resident and include enough information to provide a picture of the resident's 
progress through complete, accurate and timely documentation. Policy explanation and compliance 
guidelines: 1. Licensed staff and interdisciplinary team members shall document all assessments, 
observations, and services provided in the resident's medical record in accordance with state law and facility 
policy.
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