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This visit was for a State Residential Licensure 

Survey. 

Survey dates: May 20 and 21, 2024. 

Facility number: 013687 

Residential Census: 37

This State Residential Finding is cited in 

accordance with 410 IAC 16.2-5.

Quality reivew completed May 22, 2024

R 0000  

410 IAC 16.2-5-8.1(i)(1-8) 

Clinical Records - Noncompliance 

(i) A current emergency information file shall 

be immediately accessible for each resident, 

in case of emergency, that contains the 

following:

(1) The resident ' s name, sex, room or 

apartment number, phone number, age, or 

date of birth.

(2) The resident ' s hospital preference.

(3) The name and phone number of any 

legally authorized representative.

(4) The name and phone number of the 

resident ' s physician of record.

(5) The name and telephone number of the 

family members or other persons to be 

contacted in the event of an emergency or 

death.

(6) Information on any known allergies.

(7) A photograph (for identification of the 

resident).

(8) Copy of advance directives, if available.

R 0356

 

Bldg. 00

R 0356 1. Resident number 3's 05/31/2024  12:00:00AM
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Based on interview and record review the facility 

failed to ensure complete and accurate emergency 

files were maintained for 1 of 5 residents reviewed 

(Resident 3).

Findings include:

Resident 3's record was reviewed on 5/20/24 at 

11:12 AM.  Diagnoses included dementia without 

behavioral disturbance, psychotic disturbance, 

mood disturbance, anxiety, and unilateral primary 

osteoarthritis.

Resident 3's current emergency file was not 

located in the facility's Missing 

Resident/Elopement Resident Information Book 

-Emergency (Emergency File Binder).

In an interview on 5/20/24 at 11:31 AM the 

Director of Nursing (DON) indicated Resident 3 

was admitted on 3/24/24 and the resident's 

emergency information should had been in the 

Emergency File Binder within one week and it was 

not in the binder.

A current policy titled "Resident Emergency 

Information File", undated, provided by the DON 

on 5/20/24 at 11:47 AM, indicated each resident's 

information should be accessible in the Resident 

Emergency Information File in case of emergency.

Emergency Information file was 

corrected and updated with the 

most current information. All 

required information according to 

policy and regulation was added in 

the file.

2. Facility will review all residents 

emergency files to determine if 

there any other deficiencies. All 

deficiencies will be corrected and 

noted for future monitoring. 

Director of Nursing and 

Administrator will conduct binder 

audits for these. 

3. Facility will add a reminder to 

new admission process to make 

sure residents information is 

added to Emergency Information 

file. Nurse staff will be educated 

on process and policy for 

Emergency information File. 

Education will be conducted by 

the Director of Nursing.

4. In order to ensure compliance, 

monthly checks for a year will be 

conducted with the quality 

assurance team. Quality 

Assurance form will be used to 

ensure surveillance and 

compliance. Form will be kept with 

the Quality assurance binder and 

any deficiencies found will be 

corrected. 

5. The changes will be completed 

by May 31, 2024. 
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