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 A 000 Initial Comment  A 000

Annual Licensure Survey  

 A4010 Section 295.4010 Service Plan

This Regulation  is not met as evidenced by:

 A4010

Section 295.4010  Service Plan
b)         The service plan shall be developed by:
1)         The resident, resident's representative or 
any individual requested by the resident;
2)         The manager or manager's designee; and
3)         A registered nurse, if the resident is 
receiving nursing services or medication 
administration, or is unable to direct self-care.
c)         The service plan shall be signed and 
dated by all individuals involved in its 
development.

Violation

Based on interview and record review, the 
establishment failed to have an RN (Registered 
Nurse) help develop and sign the service plans of 
two of two residents (R4 and R5) reviewed who 
are receiving nursing services for medication 
administration.

Findings include:

R4's 8-23-24 service plan documents she 
requires licensed nursing staff to administer 
medications and management of her diabetes 
program.  R4's service plan is not signed by an 
RN.
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 A4010Continued From page 1 A4010

R5's 8-5-24 service plan documents she is 
receiving hospice services and requires licensed 
nursing staff to administer her medications.  R5's 
service plan is not signed by an RN.

On 4-15-25 at 2:30 pm, E1 (Director) stated R4 
and R5's service plans were not developed with 
the help of an RN nor were they signed by an RN.
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