
The co plain investigation was initiated by the 

I 
Robeson Co ty Department of Social Services 
on April 27, 2 26. 

D079 10A Nd,Ac 1 F .0306 (a)(5) Housekeeping and 
Furnishings 

10A NCf-C 1 .0306 Housekeeping and 
Furnish ngs 

(a) Adult car homes shalt 
(5) be rhainta nad in an uncluttered, clean and 
orderly Jnann r, free of all obstructions and 
hazards, 
Notwithstandi the requirements ofRule .0301 
of this s 

1 
!ctio this Rule shall apply to new and 

existing [Taciliti s. 

This Rule is n t met as evidenced by: 
TYPE B 10 :TTON 

rvations, interviews, and record 
reviews, the cility failed to ensure the facility 
was free from azards related to the bathroom 
shower lr akin water into the hall and a resident's 
bedroo~and nsecured oxygen cylinders in a 
resident'rbed om. 
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1. Rev~iew o the facility's sanitation inspection \J.)O..U.V"--\\..L 
report dated 03/18/26 revealed: r\rom ~ ~~ ~o~ 
-One eme was issued for flooring throughout ~u..w~~~ 
the fa;'lity b ing clean and buildup/staining ~~ u.nJ- Q,ryj ~ obse ind doors in room 3. 
-One mer twas issued for water damage on ~ ~\,_V\:~~the wall bes e the hopper in the laundry room. 

~"""' &r ~ ~ 
Obse4

1ation of the facility on 4/27126 at 3:00pm c,,"'\l ind,.u.,o +Lt- •l>- e~ I~ 
reveal d: 
-Th~was hite caulking along the bottom tiles \JW S\.LrY)~ed, VV\M<J~
~::~i~. r and the wall entrance of the 

-t~e ~~~ -The~de threshold was missing wood at the 
botto of th entrance and exit of the bathroom ~*tc\ Or<:) (). ~(Lu;\.
door w at appeared to be excessive water ~~ ~ ~ni\- ~,...dama9e. 
-Thel:as IF,e molding along the wall at the ~ oot~n 0.(\1 rdtr5 vJOo 
entran of e bathroom. 
-The fl or til s outside and in front of the C\¢,\J~e,d. 01) 5\\3\a<A • 
bathro m w re black in color from water damage. Ox\ m-~ta.. ~~ 
-The was issing wood at the bottom of the 

~ OJ',\. '5\\'5\~t,entran an exit of bedroom 3. 
-The ti ein esident #1 's bedroom looked brown ~~~ Q..9-9. 0\-o\'o ~ fu
and di lor d. 
-There was hite caulking along the bottom tiles Cl.dmln\~r a.,'ocw,½ ~ 
that1olne the shower and entrance of 

ln"~~nu.. Ch tee~n~Resi nt#1' bedroom. 

Obse~ation during a second facility tour on 
i\J.. UYW-~~ e_,' rdA,LO l.-t\. 

5/11/2 at 3: 0pm revealed: o...~~(l_f"~ 

-Thes~owe was turned on for less than five ~lAU,Q..e..• ~ O(~~ 
minutes and ater leaked into the hall area in 0.{\ir-rl.lf.5 l>-)·~ 'Ge.~
front ot the throom. 
-Watel1~ran a ong the front wall of the shower near • ro QY\SLJJU.. ~ .\1n:1~ 
the en ance and out into the hallway leaving a ~~t'~visible water puddle that settled midway the hall {lj'\~¼°" VJ~ 'µpt
coven7g tw to three floor tiles. 
-The water d ined back towards bedroom 3. re. 
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-Facility staff tnopped up the water and placed a 
wet floor sign in the hall. 

lnterv~witt a resident on 4127/26 at 3:45pm 
revaa"1: 
-The s~ower was leaking when she first moved 
into th~ facilH vbecause she would see water on 
the floor. 

I-She h d not !seen water on the floor for a while 
now. 
-She d?' not ,~member how long it had been 
since e firs started seeing water on the floor 
from th sho~rer or how long it has been since 
she lasf ~ water on the floor. 

Ilntervielv with a second resident on 4/27 /26 at 
3:50oni revealed: 
-s~rnld seeh water leaking from the shower 
when 1t1was cold. 
-When.fhe w1~nt to take a shower, the water 
came l'.m un~er the door and ran along the wall 
outside of the shower and into the hall floor which

I 
could ~se sbmeone to fall. 
-wat~r m ti e shower leaked into the hall every 
momIn ,. 
-The m inten ance staff did not fix the shower, but 
would t~m th( water on and off and would check 
the lavJtory t( see if the water was coming from 
there. 
-Thew ter was not coming from the lavatory but 

was 4ing f1,:,m the shower. 
-She th ught tt was shameful when there was not 
a dece t bathtoom to go to. 

lntervieEwilh a resident's family member on 
5/13/26 at2:313Pm revealed: 
-The ba roorll next to the resident's room leaked 
and thef8 wai mold In the resident's room and on 
the hall land ttle wall because it was flooding into 
her rcor;,. 
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-She s~w Weter damage on the floor in the 
resldej:'s ro,m and mold. 

I-The termark from the shower leakage had left
Ia visib e waUmnark on the floor coming into the 
, resid~ t's robm.
l -She S8W th1 water damage behind the door 

where it loo~led like the tiles were lifting. 

Interview wi1h a medication aide (MA) on 4/27/26 
I 

at 4:41pm rewealed: 
-She s,aw w.~er coming from the shower and 
under the bathroom door one day last week. 
-Nelth4r of ttle residents whose bedrooms were 
next tt he s hewer said anything to her about the 
showe leakihg into their rooms or about the 
water i the ~all. 
-She k1ew tt at repairs were completed to the 
showe a wh la back, but she could not remember 
exact!~ wher it had been done. 
-Staff rorma ly mopped the water up or used bed 
sheets to ge the waler up. 

lntervi!fW wit 1 the Office Manager on 4/27/26 at 
3:30pm rave aled: 
-There} are esidents living in the rooms on both 

. sides f the ~ hower bathroom. 
-There had been an ongoing issue with water 
from sho'4'er leaking out underneath the wall 
into th haltv,tay. 
-She hjid no1 had any complaints from residents 
about water ~oing into their rooms. 
-She tew tt at when it was caulked initially the 
leakin of WE ter from the shower had stopped, 
but it h d started back in the past 2 weeks. 
-She t~ld ma ntenance that it was leaking again 
eitherist WElek or the week before but he had 
not be n abli~ to get back to this facility due to 
other spon ~ibilitias. 
-When there was a water leak from the shower, 
the sta ~ wouki put the wet floor signs down and 
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mop o put a sheet down to dry up the water. 

lntervi11w witlJ the maintenance staff on 4/27/26 at 
5:0?pn reve:,led: 

-He kn* ab M the shower leaking because he 
and o of th~ owners had talked about the 
showe leakh'9, 
-In his pinio ~. all the bathroom flooring would 
need t be taken up to find the leak. 
-In his opinio1~. he really thought the water was 
coming from Under the floor which was cement 
and hii°lknew lhat itwas going to be an expensive 
venturJ.· 
-The cJr:ners had researchecl getting some 
shower basina, but was not sure it would be 

1
feasibl8i for a ~ommercial shower due to the 
shower havinpto accommodate for wheelchair 
access. 
-The fa ility owners were aware of the water 
leaking n the !shower but he did not know what 
they ha~ plantied to do about it. 
-He hac reca1 lked the shower two times within 
the pas year he shower had also been 
recaulk ~ twc other times. 
-It was yearior so ago when the water Initially 
was goihg inti room 3 and he recaulked it, which 
stopped the IE tak. 
-He had not h ~d any issues with water leaking 
from the shov.~r and he had not heard of water 
leaking nto th~ adjoining room on the other side 
of the sl ower. 

Second interview with the Office Manager on 

5/11'26,:hpm revealed: 
-The wa er le* from the bathroom happened 
often. 
-Mainte ance staff had Installed a clear caulking 
in the s er 1>n 4/29/26. 
-She had not t eard any complaints from 
resident) or SE en any water in the hall since it 
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was recaui~~-
•Shetoug, t that if the owners intended to repair 
the s ewer lhey would have to tear down the wall 
to rap ir the leak. 
-The ihowe leaked more when one particular 
resident sh< wared around lunch time. 

• -The dtaff u: uaHy saw water on the floor more 

wh:e1~e re~ident who showered longer than 
fift:Lminuies got in the shower. 

~~;OJ)~~e::~:~ facility owner on 5/14/26 at 

-The_ytat~r I13ak from the shower had been an 
ongoiog ISSI 8 , 

-He di~ not ,!emember the exact date of when the 

leak i~itially~tarted. 
-The showe s tended to leak and had to be 
reseaH:ld pe ·odically. 
-He_foLnd o~t today that the shower was leaking 
again. J 
-Hew s un!iUre ofwho told him on of the shower 
leakin9 agaio, he overheard the conversation the 
Admin/stratcr was having with someone on the 
front pprch. 
-It wa~ not a plumbing issue, it was a tile issue, 
and the tile I ad to be replaced. 

2. A I rdin!I to guidance from the National Fire 
Protelon A:,sociation (NFPA) compressed 
oxyge~ (02) cylinders must be secured in a rack 
or stai d to prevent tipping over. 

Revie4' ofR,~sident #1 's current Fl-2 dated 
01/1~ rev!3aled diagnoses included chronic 
obstru tive plJlmonary disease, and chronic 
respl ory f! !lure unspecified with hypoxia 
(decre sed cxygen supply) or hypercapnla 
(shalloW breathing). 

o~Jation pf Resident #1's room on 05/13/26 at 
Dlvision of Health Service RegL l!llion 
STATE FORM r continuation sheet 6 d 146HB911 -
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9:45ar reve~led: 
-There was c n oxygen (02) cylinder, with oxygen 
tubing fltach~. standing on Iha floor against the 
wall cit to an electrical plug by the doset door. 
-Therl:l as np gauge on the 02 cylinder witn 
tubing o lndi i:ate the amount of oxygen in the 
tank. I 
-There r'8re IW0 02 cylinders With a green seal 
around the top portion of the 02 cylinders that 
were standin1~ on the floor in front of a nightstand 
next to a hos Dital bed. 
-There were It.Yo small 02 cylinders with white 
seals s ored ih a cardboard crate Inside the 
closed l;loset 

Interview wit~ the medication aida (MA) on 
05/13/26 at 9 58arn revealed: 
-ResldJnt #1 was supposed to use oxygen (02). 
-Resident #1 efused to wear 02. 
-The OJ cylin~ers with a green tag around the top 
had recently I een delivered to the facility. 
-She wJs not isure of the exact date of delivered 
and wa, not i,ure why the 02 cylinders were not 
stored ii the 1)ardboard crate. 

lntervier with the Administrator on 05/13/26 at 
10:02arp reve~led: 
-There was ui ually a cardboard box supplied for 

storing 9xygi•(02) cylinders. 
-Staff w~re su posed to make sure 02 cylinders 
were placed i the storage rack. 
-Sha di~ not k ow when the 02 cylinders for 
Reside~t #1 re delivered. 
-02 cyli ders were pressurized. 
-Oxyge leaki 119 out of the 02 cylinder was a 

I
possibiliW, 
-There Jhould not be flames around 02. 

:eh~;:~:~:3,;~~-would happen if there 

Division of Hellllh Servk:e Regula on 

ID 
PREFIX 

TAG 

D079 

Ifconlinuatlon st.et 7 of 14STATE FORM 6HB911.... 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TOTHEAPPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETE 

DATE 



Division of Hea 
STATEMENT OF DEi 
AND PLAN OF CORI 

NAME OF PROVIDj 

h Service Reoulation 
CIENO~S (X1) PROVIDER/SUPPLIER/CUA 
ECTlot IDEmlFICATION NUMBER: 

HAL078065 

(X2) MULTIPLE CONSTRUCTION 

A.BUILDING: _______ 

B.'MNG 

OR St.PPLIER STREET AOORESS. CITY, STATE. ZIP CODE 

MORNING STAR r L # 3 
PEMBROKE, NC 28372 
941 GOINS ROAD 

()(4) ID ; I SUMMARY STATEMENT OF DB'lCIENCIES 
PREFIX (EAC~ DEFICIENCY MUST aE PRECEDED BY FULL 

TAG REGVlATORYOR LSC IDENTIFYING INFORMATION) 

D079 Contlt ued I ram page 7 

' Observatior of the Administrator on 05/13/26 at 
10:* revealed she positioned the three 
unse ured 1p2 cylinders in the cardboard crate 
insi the cpsed closet 

:';':':.-;::..~:=.:-:m 
• 9:57a! rev,,aled:!-The 2 suIDplierdelivered an 02 concentrator 

and t ree O~ tanks with a regulator to the facility 
on 05 0112e for ReskJent #1 's use.1
-A green sepl on the 02 cylinder meant the 02 

I cylin~r wa! full. 
-Unusbd O~ tanks were recommended to be 
sto~ in a rr,etal rack for better security. 
-02 tanks c;;r.eated a lot of pressure and if an 02 
tank$11 the would baa concern for safety. 
-If an 2 cy nder fell and the top of the 02 

,• cylind ca e off, there could be an explosion 
1. that uld blpw through a wall. 
I -The moun of damage from an 02 explosion
! depended on the size of the 02 tank. 
!-02 1 s flat11mab/a and could accelerate into a 
• fire. 

Base on ol servations, interviews, and record 
revie , It WEIS determined that Resident #1 was 

!not intr rvie-.1 able. 

IThe fapility f~iled to ensure a hazard-free 
l envir~men1 was maintained for the residents 
1 relat tow, ter leaking from the shower into the 

hallwa crea~ing an unsafe and hazardous 
enviro men! and related to unsecured oxygen 
tanks~ored in a resident's room, which could 
cause n ex Plosion if overturned. This failure was 
detri ntal tt> their health, safety, and welfare, 
and . stitu ~s a Type B Violation. 

1 
A plan of pro action was provided in accordance 
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with G .. 1310-34 on 04/29/26 with an 
aclden um plated on 05/14126 for this 
violatio . 

THE C(j)RRE TION DATE FOR THIS TYPE 8 
VIOLATION HALL NOT EXCEED JUNE 28, 
2026. 

1 0A NdAc 1 F .1004 (a) Medication 
Admini, tratio 

10A NCtC 1 F .1004 Medication Administration 
(a) All dult re home shall assure that the 
prepara ·on a d administration of medications, 
prescrlP,tion a d non-prescription, and treatments 
by staff ~re In ccordance with: 
(1) ord~rs by licensed prescribing practitioner 
which a e mai tained in the resident's record; and 
(2) rul in th s Section and the facility's policies 

and pror.dur s. 

This Ru e is ot met as evidenced by: 
Based on re rd review and interview, the facility 
failed tolensu medications used to treat 
behavio we administered as ordered by a 
prescrib ng pr ctitioner for 1 of 3 sampled 

Review f the cility medication administration 
policy d ted 2 20 revealed: 
-Medica ons ould be administered in 
accorda ce wr the prescribing practitioner's 
orders. 
-Medica~ions ould be administered within one 
hour befpre or one hour after the prescribed or 
scheduled tim unless an emergency situation 
precludeld the dministration. 
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-Documenta ion would be provided for each dose 
of medication by the staff member who prepared 
the miklicatipns for administration. 

I -Docufuenta ~on would be provided by the staff 
I that ~ 'minis ered medications to the resident on
Ithe m dicati pn administration record. 

-Cha ng wc~ld identify if documentation errors, 
unavaftabiliti of medications or resident refusals 

of m$icatlo ~ may have led to the error. 

Ravi of Ri~sident #1's current Fl-2 dated 
01/1 rev13aled diagnoses included 
schizo ffecti ~ disorder, chronic obstructive 
pulmo~ry d lsease. chronic respiratory failure, 

1 
vitami D de~ciency, muscle spasms, mixed 
hyperli idem a, vitamin 812 deficiency anemia, 
and lo I sw,~lling mass and lump in lower 
extremities. 

Revie;of a llospital after visit summary for 
ResId . t #1 bated 03/12/26 revealed: 
-Resid nt #1 was admitted to the hospital on 

: 03/07/26. 
• -Residf nt #1 JS admitting diagnoses included 

schizo,ffectl•re disorder, mild cognitive 
impai~ent, 1 nd encounter for assessment of 
decisio -ma! ·ng capacity.

1
-Resicl nt #1 was discharged from the hospital on 

1 03/12/26 witt a referral for hospice services. 
I 

a. Re ew of physician orders for Resident #1 
revealed: 
-There r as a physician's order dated 01/12/26 for 
Lorazepam (1 sad to treat behaviors such as 
anxiety[and a1;iitation) 2mg/ml (milligram/milliliter) 
oral co~centrate take 0.5ml (1mg) three times a 
day. m~y adc to drink. 
-On oa/~6/26 lthere was a verbal order from the 
hospice provit:ler for Lorazepam 2mg/ml oral 
concentrate take 0.5ml (1mg) three times a day, 

Division or Health S8rVIQ Regul lion 

IO 
PREFIX 

TAG 

0358 

PROVlll:R'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

! (XS)i C0"6PLETE 
CROSS.REFERENCED TO THE APPROPRIATE , DATE 

DEFICIENCY) i 

ord..Q..'<..s pre~r~. I 

~ (Zc.C.. crJ Ctlrnin\~ahlr 

W'" ~ fJyJ.- c1vdili 
~\ -m ~ Cfd.Ll.'? 
00 \ceLi\ fu\wed oecord\t~ 
to .\.le. ~O\l\o\t..vs o~&e.vs • 

STATE FORM If contiruition &hwt 10 ol 146HB911.... 



PRINTED: 05/29/2026 
FORM APPROVED 

Division ofHeart Ser.i ce RMulation 
STATEMENT OF DEFI :1ENCIE S (XI) PROVIDERJ5IJPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURI/EV
AND PLAN OF CORR CTION IDENTIFICATION NUMBER: COMPLETEDA. BUILDING: _______ 

R 
B. W1NG _________HAL078065 05114/2026 

NAME OF PROVIDER bR SUFfUER STREETIIODRESS, CITY, STATE, ZIP CODE 

941 GOINS ROAD
MORNING STAR JI L# 3 

PEMBROKE, NC 28372 

SU~YSTATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION(JU)IO ()(5) 
PREFIX 

ID 
(EACH DEACIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTIONSHOULD BE COMPI.ET!: 

TAG DATEREGUli roRV OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THEAPPROPRIAllE 
DERCIENCY) 

TAG 

D358D 358 Continued F1 om page 10 

may ar to Crink. 

Revi~ of RE~ident #1's March 2026 electronic 
medi9tion atlministration records (eMARs) 
revear: 
-There was ~ printed entry for Lorazepam 2mg/ml 
oral concent1tate take 1ml three times daily and 
sched~led fo 8:00am, 2:00pm, and 8:00pm. 
-The~lwas jdocumentation for administration 
of the t.oraz am 2mg/ml take1 ml three times a 
day frof3/ 6126 through 03r.l6/26. 
-There s n documentation of a reason for 
omissi n of e administration of the Lorazepam 
solutio . 

1 
Referl the ititerview with the medication aide 
(MA) . I 05/114'26 at 11:38am. 

Refer to the telephone interview with the 
contrai ed prpvider pharmacist on 05/14/26 at 
2:17p . 

Refer t the tblephone interview with the hospice 
nurse on 05/ 4/26 at 3:55pm. 

Refer t It the Interview with the Administrator on 
05/14r. 6 at 3 OOpm. 

Based 1,>n ob!lervalions, interviews, and record 
review, it was determined that Resident #1 was 
not interview~lble. 

b. Review of ohysician orders for Resident #1 
revealep: 
-Therefas a physician's order dated 01/12/26 for 
Risperi • one ( ~eneric for Risperdal) solution (used 
to treat eha'i,ors such as anxiety and agitation) 
1m~g/ml,(mill~ ram/milliliter) oral concentrate take 
2ml times a day, may add to drink. 
-Re • of a 1~hysician's order for Resident #1 
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dat 02/11V26 revealed there was an order 
inc sing l~isperdal liquid 1mg/ml to take 4ml 
two ti es a day, may add to drink. 
-On 03/161,16 there was a verbal order from the 
hospipe prewider for Rlsperdal liquid 1mg/ml take 
4ml two timps a day. 

Reviits of F esident #1 's March 2026 electronic 
medi · lion administration records (eMARs) 
reveaed: 
-Th~ was la printed entry for Risperdal 1mg/ml 
sol • n tak~ 4ml (4mg) two times daily and 
sche uled ~br 8:00am and 8:00pm. 
-There was no documentation for administration 
of thlRispEirdal 1mg/ml take 4ml two times a day 
from 3/16/~6 through 03/26/26. 
-The was no documentation of a reason for 
;~~~~ o0he administration of the Lorazepam 

Ref~rlto the interview with the medication aide 
(MA) i>n 05/"4/26 at 11:38am. 

Refer to the telephone interview with the 
contr. cted I rovicler pharmacist on 05/14/26 at 
2:11pm. 

Refer to the telephone interview with the hospice 
nurse on 05 14/26 at 3:55pm. 

Refs) ~ the interview with the Administrator on 
05/14ha at B:00pm. 

BasJ on ol servations, interviews, and record 
revi~. it wa~ determined that Resident #1 was 
not infrvie\l able. 

lntervi~ will, the medication aide (MA) on 
05/14rf.ti at 11:38am revealed: 
-The physicil:m sent orders to the provider 

PROVIDER'S PLAN OF CORRECTION (Xi!) 
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phamJcy. 
-The ;;I;ntracled provider pharmacy input the 
orders to the electronic medication administration 
record!! (eM,r,Rs). 
-The MAs as:iPf'oved new orders that populated on 
reside~t eM) Rs with a green flag indicator. 
-The A~minl! trator received an electronic copy of 
a new prder and provided a copy of the emailed 
order ti> the IL1As for reference when the newly 
ordere~ med cation was received at the facility. 
-Medk ation ,~rtaudits were conducted every two 
weeks by the MAs. 

Telephone in erview with the contracted provider 
pharm cist on 05/14/26 at 2:17pm revealed: 
-The pnarmapy did not receive the physician 
orders 1:Jated 03/16/26 for Resldent#1's 
Loraze~am i:J,d Risperdal. 
-The pharmapy received orders for the 
Loraz~am s11d Risperdal concentrate on 
03/25. i6 fror~ the hospice provider. 

Telephone in erview with the hospice nurse on 
05/14~ at 3 55pm revealed: 
-She ~ve th &facility medication aide (MA) a 
written f rder pn 03/16/26 for Lorazepam 2mg/ml 
concentrate t ~ke 1mg three times a day and 
Risper4a11m~ml oral solution take 4mg two 
times al day . 
-The f~'lity MA was responsible lo send the 
orders o the r::ontracted provider pharmacy. 
-Shes e tc the Resident Care Coordinator 
(RCC) • n 03/~5/26 when she visited the facility 

and ~ informed the facility had not received the 
Loraze am o ral liquid or RiSperdaJ oral solution 
when s e as~ ed about the medications. 
-She d the Rec contacted the contracted 
provide pha11111acy together and found out the 
pharmapy haci not received the written order so 
she ser~ an e ectronic prescription to the 
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contn lcted I harmacy provider on 03/25/26. 
-She Was nett sure what happened with the copy 
of thei3/16/26 verbal order for Resident #1's 
Loraz am i:oncenlrate and Rlsperdal oral 
soluti that she gave the MA for raxing to the 
phamyicy. 
-She 1as nc~ aware of any impact to Resident #1 
because of tile missed doses of Lorazepam and:r$~:.' oral solutions from 03/16/26 through 

-She d no received any reports from the facility 
rega ing ar1Y increased agitation or anxiety for 
Resi nt#1 
-The had rot been any hospital visits for 
Resi?1nt #1 J:>etween 03/16/26 and 03/25/26. 
-Resident #1 became agitated even with taking 
medi: 

1 
tions ~ue to her diagnosis of 

schiz hrem)l. 
-The cility i~ld her that ~esident #1 refused 
medi°'tions. 

lntervi+w witll the Administrator on 05/14/26 at 
3:00pf')l reveflled: 
-The ~s wi re supposed to send hospltal 
disch~e lnlprmation to the primary care provider 
and/orlment, I health provider for review to ensure 

resld3t mettions are administered as the 
provid r wan the medications administered. 
-If me icatio s were not administered according 

I lo the _1cp d ctions, the resident could exhibit 
beha'1rs. 
-She d1<1 not now who was working when the 
03/16/26 ord11rs for Lorazepam and Risperdal 
were pfovide~ to the facility. 
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Forte, Hope 

From: 
Sent: 
To: 
Subject: 
Attachments: 

karen@morningstarnc.com 

Tuesday, June 23, 2026 4:06 PM 
Forte, Hope 

[External] Fw: Scanned image from J&S Care Inc Morning Star 
scans.jandscare@gmail.com_20260623_ 160155.pdf 

CAUTION: Extern, I emc 
button located on your 

ii. Do not click links or open attachments unless verified. Report suspicious emails w ith the Report Message 
Putlook menu bar on the Home tab. 

Attached is the reply 1
have any questi< ns p 

Karen Hunt - PresideJJ

J & S Care Inc. f 
DBA Morning S arA
910-521-0040 
910-521-3266 Fi x 

I Can Do All ThT gs '

P the Annual, Follow-up Survey and Complaint Investigation completed on May 14, 2026. If you 
ease feel free to contact me at anytime. 

't 

ssisted Living 

hrough Christ Who Strengthens Me. Philippians 4:13 
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Reply to: scans.iands,tarelri)nmail.com <scans.jandscare@qmail.com> 
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Device Model: Bf-70(~31 
Location: Front 9 ttice 
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