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' §483.10(c) Planning and Implementing Care.
| The resident has the right to be informed of, and
participate in, his or her freatment, including:

§483.10(c)(1) The right to be fully informed in
language that he or she can understand of his or
her total health status, including but not limited to,
his or her medical condition.

§483.10(c)(4) The right to be informed, in
advance, of the care to be fumished and the type
of care giver or professional that will fumish care.

§483.10(c)(5) The right to be informed in
advance, by the physician or other practitioner or
professional, of the risks and benefits of proposed
care, of treatment and freatment altematives or

X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
] ————————————
This document will serve as a credible
F 000 | INITIAL COMMENTS F 000 allegation of our intent to correct the
deficient practice identified.
. . Preparation and/or execution of this
The following reflects the findings of the Plan of Comrection does not
Califomia Depament of Public Health dumg a constitute admission or Qgeefnen"
recertification survey conducted from 2/24/2025 by the provider, of the truth of the
to 2/28/2025. Survey findings included the facts alleged or conclusions set forth o
investigation of a complaint. on the Statement of Deficiencies. This
Plan of Correction is prepared and/or
. executed solely because required by
Campaint MNTher CARSe05A the provisions of Health and Safety
ode Section 12 nd 42 C.F.R.
The resident census atthe time of survey was 5:05.]937&: on' 1280 CF
150.
F552
Two deficiencies were identified for the complaint A. How corrective action(s) will be
number. CA00945854 (Referto F677 and F880). accomplished for those residents
F 552 | Right to be Informed/Make Treatment Decisions F 552 LO:"&':' hwz';eee" affected by the
8S=D | CFR(s): 483.10(c)(1)(4)(5) pra H
Resident 34s physician provided

informed consent for the use of Zoloft
including the strength of medication
and Resident 34's acceptance or
refusal of recommended
psychotherapeutic medications on
02/27/2025.

B. How the facllity will identify other
residents having the potential fo be
affected by the same deficient
practice and what corrective action
was taken;

Residents using p sychotropic
medications without complete
physician informed consent including
the dosage and the resident's choice
to accept or refuse recommended
medications are potentidlly affected

regtnem options and to choose the altemative or by the faciity practice.
option he orshe prefers.
This REQUIREMENT is not met as evidenced The Director of Medical
by: Records/designee audited the
LABO! Y D|RECTOR'S4R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

AdMen QM%—

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from comecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nota plan of comrection is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available 1o the faclility. |f deficiencies are dted, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:DMQF11

Facility ID: CAS30016910 If continuation sheet Page 1 of 181































































































































































































































































































































































































































































































































































