PRINTED: 09/28/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

]
165541 B. WiNG 09/13/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
915 WOODLAND AVENUE

RICEVILLE FAMILY CARE AND THERAPY CENTER
RICEVILLE, IA 50466

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

Correction Date

The following deficiencies are the result of an
investigation of complaint #62382 and facility
reported incident #62445. Both #62382 and
#62445 were substantiated.

See Code of Federal Regulations (42CFR) Part
483, Subpart B-C.

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
ss=J | NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced

by:
Based on clinical record review, staff and Past noncompliance: no plan of
physician interviews, the facility failed to ensure correction required.

staff were educated and demonstrated proper
use of e-tank oxygen administration to ensure
delivery of oxygen as ordered for one of two
residents reviewed with orders for continuous
oxygen. The findings constitute an immediate
jeopardy to the resident's health and safety. The
facility identified a census of 25 residents.
Findings include:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
09/27/2016

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting 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 not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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The Minimum Data Set (MDS) assessment with a
reference date of 8/15/16 for Resident #1
identified the resident had diagnoses that
included heart failure, hypertension, diabetes
mellitus, a cerebrovascular accident (CVA), a
cardiac pacemaker and depression. The MDS
assessment documented the resident had Brief
Interview for Mental Status (BIMS) score of 9 out
of 15, which meant the resident had moderate
cognitive impairments. The resident had
fluctuating inattention, and relied on staff to assist
with locomotion on and off the unit. The resident
had shortness of breath (SOB) with exertion,
when sitting at res, and when lying flat.

The Care Plan revised 7/20/16 documented the
resident had impaired physical mobility,
weakness, a risk for falls manifested by a fall
history at home. The resident had completed
occupational therapy after a pacemaker
placement. The Care plan identified Resident #1
had dyspnea with exertion and a need for oxygen
(©2). The care plan approaches included the
following:

a. 02 at 3 liters (L) per nasal cannula (n/c) except
with transfers, ambulation and showers.

b. O2 at 2-4 L per n/c as needed (PRN).

A Riceville Family Care Center and Therapy
Center Order Listing form signed by a physician
8/8/16, indicated the resident as on O2 at 2 L per
n/c and 2-4 L per n/c PRN SOB.

A Medication Administration Record (MAR) dated
8/1/16 to 8/31/16, documented the resident with a
order for O2 at 2 L per n/c. May have off for
transport, ambulation and showers (dated 8/8/16)
and O2 at 2-4 L per n/c PRN for SOB.

A Long Term Medical Supply Oxygen Tank Log
form, indicated a portable e-tank #609408 as
signed out to the resident on 8/17/16.

Nurses' Progress Notes, written by Staff B

F 328
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(nurse), dated 8/18/16 at 9:30 a.m., documented
the Housekeeper (Staff A) informed Staff B prior
to taking the O2 concentrator to the resident's
room, the resident looked as if she was not
breathing. Upon entering the resident's room,
Staff B found the resident ' s head tilted back
seated in the wheelchair. The resident's skin was
pale, his/her lips were pale in color, with the
resident ' s mouth open and limbs flaccid. The
housekeeper and a CNA [Staff C] were in the
room and the Housekeeper was asked to get the
DON. Resident #1 had O2 nasal cannula in nares
and hooked up to portable O2 tank [e-tank]. Staff
switched O2 from portable O2 [e-tank] to the O2
concentrator at this time. The resident had a faint
pulse palpated. Staff B, the DON and another
nurse continued to monitor the resident for
several minutes, only detecting a faint
apical/radial pulse. Staff B held the resident 's
head up strait and DON sent staff to notify
resident's family. Staff transferred the resident
into his/her bed with a Hoyer lift and O2 on via
nasal cannula in bilateral nostrils. After resident
positioned in bed and there was no apical pulse
or respiration, staff pronounced the resident as
deceased at 9:50 p.m. The oxygen concentrator
was then shut off and tubing removed from
bilateral nares.

The nurses' progress note dated 8/18/16 at 10:00
a.m. to 10:05 a.m. documented the resident's
family and physician alerted of the resident's
death.

During an interview 9/9/16 at 1:25 p.m., a
Physician confirmed he would have expected
staff to maintain a functioning oxygen system and
the resident not having oxygen could have
contributed to his/her death.

A Death Record signed by a physician 8/19/16,
documented the resident's principal cause of

F 328
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death as critical aortic stenosis.

The facility investigation included the following:
On 8/18/16, Staff B's (nurse) written statement
documented the housekeeper [ Staff A] took the
resident's O2 concentrator to his/her room and
reported the resident appeared asleep but barely
breathing. Upon entering the room, she [Staff B]
found the resident sitting in the wheelchair facing
towards the closet door, and his/her skin was
pale. Resident #1's lips were pale in color and
limbs flaccid. The O2 was on via nasal cannula in
bilateral nares. Staff B attempted to awaken
Resident #1 and then checked the resident's
pulse. Staff B asked the DON to come to the
resident's room. Staff B documented she
checked the portable O2 tank [e-tank] but only
glanced at it and did not remember if it was empty
or not. Staff B did not recall saying it was empty
or not. Staff B reported she began doing an
assessment right away prior to telling the
housekeeper to get the DON. Staff B
documented later in the afternoon of 8/18/16, the
DON called her into her office and showed her
Resident #1's O2 tank [e-tank] was over half full;
and the tank had been checked out 8/18/16. After
looking at the O2 tank and the sign out sheet,
Staff B documented she [should] not have said, "
the tank was empty. "

A written statement from the housekeeper [Staff
A] on 8/18/16, documented at 9:30 a.m., she
noticed Resident #1's concentrator (oxygen) was
still by his/her spot at the table and took it to
his/her room. When she arrived at the room, she
thought the resident was asleep, then noticed
he/she was doing small gasps for air and his/her
face had a grayish tint. She immediately obtained
the charge nurse [Staff B] and told her what she
had seen. As staff B was checking Resident #1,
she stated the oxygen tank located on the

F 328
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resident ' s wheelchair was empty. Staff B asked
her to get the DON and she ran down the
hallway. A short while later Staff C asked her "
when are they supposed to check the oxygen
tanks? "

Review of a typed statement (not dated) from the
Director of Nursing (DON), included the following
documentation.

At the time of the resident's death the
housekeeper [Staff A] reported she thought the
oxygen tank [e-tank] had been empty because
she thought she heard the nurse [Staff B] state
that information. Upon investigation nurse [Staff
B] reported she did not remember telling anyone
the oxygen tank [e-tank] was empty. The CNA
[Staff C] that transported the resident down to her
room after breakfast states she turned the
oxygen tank [e-tank] on.

Upon further investigation the DON noted that the
oxygen tank [e-tank] was over half way full and
functioned without any problems. A full tank would
last approximately 5.41 hours and a full tank at 4
Liters would last 2.5 hours. A brand new oxygen
tank was pulled for Resident #1 on 8/17/16 and
the resident had a concentrator that she used the
maijority of time.

During an interview 9/8/16 at 1 p.m., Staff A,
housekeeper stated after break she noticed an
02 concentrator in the dining room, knew it had
been the resident's so she took it to his/her room.
When she entered the resident's room she
thought the resident had been sleeping in the
wheelchair because he/she had been leaning
down in the chair with his/her head tilted back and
mouth open. The staff member thought the
resident had been breathing at that time but
looked gray in color and could not see the
resident's chest moving. She went to get Staff B,
Licensed Practical Nurse (LPN) who returned to

F 328
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the resident's room with the staff member and
Staff C, CNA. Staff B checked to see if the
resident had been breathing as Staff C went
around and looked at the e-tank and confirmed it
as empty. Staff B checked the e-tank and
confirmed it as empty as well. At that point Staff
A had been directed to exit the resident's room.
During an interview 9/7/16 at 1:53 p.m., Staff B
(nurse) indicated following break at 9:30 a.m. she
had been at the nurse's station and observed
Staff A take the resident's oxygen concentrator to
his/her room. Staff A returned to the nurse's
station and reported to her the resident did not
look good, appeared sleeping and had been
barely breathing. Staff B went to the room and
found the resident slouched down in the
wheelchair, head back, mouth open and eyes
closed. The staff member looked at the e-tank
and thought it had been empty but never checked
to see if there had been air flow. The first thing
the staff member did was rub the resident's chest
for a response but received no reaction. The
staff member requested Staff A get the DON as
she assessed for pulses which were faint but
present. When the DON arrived with Staff G,
LPN they were able to feel a faint pulse as well.
The staff members changed the resident from the
e-tank to the concentrator and transferred the
resident via a Hoyer sling device from the
wheelchair to the bed. When the staff positioned
the resident for comfort they were no longer able
to palpate a pulse at which time the resident had
been pronounced deceased. The staff member
also confirmed there had been an incident on
8/11/16 where the resident had been in the
activity room when someone assisting with
activities reported the resident's oxygen as off
and they did not think the resident looked very
good. When Staff D brought the resident to the

F 328
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nurse's station staff already had the resident
connected to oxygen and the resident had been
in no respiratory distress.

During an interview 9/9/16 at 12 p.m., Staff B
confirmed when the e-tank had been shut off the
needle registered in the refill section of the gauge
which looked like the tank had been empty and
that had been her observation in the resident's
room the morning of the incident.

During an interview 9/8/16 at 2:25 p.m., Staff C,
reported working since March of 2016 as a CNA.
Regarding the incident that occurred on 8/18/16,
Staff C indicated at 9:10 to 9:30 a.m. she
changed the resident from the O2 concentrator to
the portable e-tank, and shut the concentrator off,
unplug and unhook the tubing connected to the
E-tank and turned the dial to 5 liters. She could
hear the O2 flow but did not check to see how
much O2 had been in the e-tank. She confirmed
she heard air come out of the resident's tank but
did not see how much oxygen was in the tank.
Staff C reported the whole trip down to the
resident ' s room, the resident was in good spirits
and she had no troubles. Staff C left the room,
Resident #1 was still on the E-tank and she gave
Resident #1 his/her call light. Staff C left to
answer an alarm and was gone about 10-15
minutes and observed Staff A running out of the
resident's room when she returned. She
observed the resident still positioned in the
wheelchair but with his/her head tilted back as if
sleeping. She called the resident's name, tapped
on the shoulders and kept repeating his/her name
with no response. The nurse, Staff B came to
Resident #1's room and completed vitals and said
he/she felt a faint heart beat and said, "Oh my
God, there's no oxygen in the tank". Staff C never
looked at the E-tank but heard oxygen coming out

F 328
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when Staff B said the E-tank was empty. The
DON then came to Resident #1's room and at
that point Staff C had been asked to leave the
resident's room. Staff C said she had no clinical
training on oxygen E-tanks in CNA school or
when she was orientated at the facility. Staff C
stated she does not even know where the
E-tanks are stored and she knows nothing about
the key device to turn on the machine, until the
surveyor showed her (when the surveyor
demonstrated proper usage.)

Staff C stated she was suspended over the
situation and the Administrator stated we take
these things seriously. Staff C reported she did
not check the E-tank, and she never looked to
see if full or empty. Staff C reported she did not
even know what the red line meant. Staff C
reported she would not know how to check them.
Staff C reported she was familiar with the
concentrators, but not with the E-tanks.

Staff C reported at the In-services, the nurse is
now doing the change from concentrators to
e-tanks. Staff C said nurses ' checks oxygen to
make sure everything is connected correctly.
Staff C indicated she had no clinical training on
how to manage e-tanks. Additionally she reported
she knew nothing about the key device that
turned on the e-tank.

During an interview 9/8/16 at 3:53 p.m., the DON
confirmed she never checked the e-tank when
the resident had been found unresponsive and
failed to listen to the oxygen/air flow.

During an interview 9/8/16 at 3:17 p.m., Staff G
confirmed she never checked the e-tank when
the resident had been found unresponsive and
never heard any oxygen/air flow.

During an interview 9/9/16 at 12:20 p.m., Staff G,
LPN confirmed when an e-tank had been shut off
it registered empty.

F 328
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During an interview 9/8/16 at approximately 2:15
p.m., Staff D, CNA confirmed there had been
times she failed to put on another resident ' s
oxygen on (Resident #2). The staff member also
confirmed there had been an incident in the
activity room where the oxygen tubing for
Resident #1 had not been placed and/or had
fallen off the concentrator. By the time she
arrived Staff E, CNA placed the resident back on
the oxygen but the resident had still been a little
SOB. The staff member recalled the resident's
pulse oximetry at 90%.

During an interview 9/8/16 at 4 p.m., Staff D
indicated she did not remember having been
trained on how to manage an e-tank.

During an interview 9/8/16 at approximately 12:15
p.m., a community member confirmed on 8/11/16
he/she assisted the facility with community coffee
in the facilities activity room when a CNA brought
the resident to the activity, plugged in the oxygen
concentrator and left. The resident attended the
activity for approximately 45 minutes when the
community member noticed he/she did not look
very good. The resident appeared to look like
he/she was in respiratory distress. The
community member noticed the oxygen tubing
had been disconnected from the humidifier and
there had been a pool of water on the floor. The
resident's son had been present and they
connected him/her to the e-tank and staff took the
resident out of the activity room.

The facility reported Resident #1 as the only
resident using a portable oxygen tank (e-tank).

During an interview 9/9/16 at 12:25 p.m., the
DON confirmed if the e-tank had been shut off it
registered empty. When questioned if it would
have been reasonable to say if Staff B looked at
the tank and it had been on the refill section the
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tank could have been shut off, the DON stated " |
do not know " . The DON reported she did not
look at the e-tank until after the resident had
passed away and left the building. At which time
the Administrator and her checked the e-tank,
turned the device on and could not hear any
oxygen/air flow. They then called their Corporate
Nurse, she came to the facility that same day, the
dial still showed 1/2 full, she turned the E-tank to
2-3 Liters and said she could hear oxygen flowing
and she never adjusted the gauge. The DON also
confirmed the agency staff who worked at the
facility had not been educated/in-serviced on how
to change a resident from an oxygen concentrator
to an e-tank and vice-versa.

During an interview 9/8/16 at 4:05 p.m., Staff E
indicated she did not think she had been
trained/orientated on how to manage an e-tank
prior to this incident.

During an interview 9/9/16 at 11:35 a.m., Staff E
confirmed prior to the incident CNA ' S changed
residents from oxygen concentrator to e-tanks
and vice versa.

During an interview 9/8/16 at 4:25 p.m., Staff H,
CNA with Nurse finder's agency. This was her 3rd
time working at the facility. She did not know the
facilities expectations with portable E-tanks.
During an interview 9/9/16 at 11:45 a.m., Staff F
confirmed prior to the incident CNA'S changed
residents from oxygen concentrator to e-tanks
and back again.

On 9/8/16 at 4 p.m. - Staff D, CNA was asked if
staff had been orientated on how to use an
E-tank (portable oxygen tanks) and responded,
when a situation came up, she just learned it.
Staff D reported she did not remember being
trained on E-tanks.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FH3X11 Facility ID: 1A0757 If continuation sheet Page 10 of 15



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/28/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

165541

(X2) MULTIPLE CONSTRUCTI
A. BUILDING

ON

B. WING

(X3) DATE SURVEY
COMPLETED

C
09/13/2016

NAME OF PROVIDER OR SUPPLIER

RICEVILLE FAMILY CARE AND THERAPY CENTER

STREET ADDRE

SS, CITY, STATE, ZIP CODE

915 WOODLAND AVENUE
RICEVILLE, IA 50466

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 328

F 353
SS=D
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The investigation determined the facility did not
have a policy to guide staff on the procedure to
change a resident from a concentrator to a
portable oxygen tank [e-tank].

On 8/18/16, the facility abated the Immediate
Jeopard when they implemented a policy
effective 8/18/16 and educated staff of the
provisions including the following:

Effective 8/18/16, when a resident on an oxygen
concentrator and is transferred to a portable
oxygen tank, the following procedure will be
followed:

Certified nurse aides (CNA) will not be switching
residents from concentrators to portable oxygen
tanks.

Certified nurse aides may transport residents to
and from destination after the nurse has hooked
the resident up to the portable tank. The Charge
Nurse needs to change the resident from
concentrator to portable oxygen tank and switch
oxygen over and verify that they are properly
hooked up.

When switching to a portable oxygen tank the
nurse shall verify that there is oxygen left in the
tank. Tanks are to be used when transporting a
resident, and are not to be used in place of a
concentrator.

The DON would provide ongoing monitoring of
the policy.

483.30(a) SUFFICIENT 24-HR NURSING STAFF
PER CARE PLANS

The facility must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as

F 328

F 353

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FH3X11

Facility ID: IA0757

If continuation sheet Page 11 of 15




PRINTED: 09/28/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
165541 B. WiNG 09/13/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

915 WOODLAND AVENUE
RICEVILLE, IA 50466

RICEVILLE FAMILY CARE AND THERAPY CENTER

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 353 | Continued From page 11 F 353

determined by resident assessments and
individual plans of care.

The facility must provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph (c) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (c) of this
section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of
duty.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interviews and
facility policy review, the facility failed to ensure
sufficient staff were available to answer resident
call lights in a timely manner for 3 of 3 residents
reviewed. (Resident #3, #4 and #5) The facility
identified a census of 25 residents

Findings include:

1. Resident #3 had a Minimum Data Set (MDS)
assessment form with a reference date of
8/10/16. The MDS identified the resident had a
Brief Interview for Mental Status (BIMS) score of
13 out of 15 (intact cognitive status).

During a group interview 9/7/16 at 1 p.m., the
resident indicated his/her call light as on longer
than 15 minutes however he/she had not timed
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the call light.

2. Resident #4 had a MDS assessment form with
a reference date of 6/21/16. The MDS identified
the resident had a BIMS score of 13.

During the group interview 9/7/16, the resident
indicated the facility staff failed to always place
his/her call light within reach.

3. Resident #5 had a MDS assessment form with
a reference date of 8/9/16. The MDS identified
the resident had a BIMS score of 15 (intact
cognitive status).

During the group interview 9/7/16, the resident
indicated staff failed to place the call light in reach
at times and he/she had to get up and get the
device himself/herself.

4. During an interview 9/8/16 at 2:25 p.m., Staff
C indicated staff failed to answer call lights within
15 minutes especially when assisting residents
with showers. The staff member indicated
Resident #3 yelled at them at times because
his/her call light had been on 20 to 30 minutes
and his/her spouse had to go to the bathroom.

During an interview 9/7/16 at 1:53 p.m., Staff B,
LPN confirmed staff as not able to answer call
lights within 15 minutes because the facility failed
to provide enough staff.

During an interview 9/7/16 at 1:30 p.m., Staff F,
CNA confirmed she observed Resident #2
positioned on a commode unattended without
his/her call light in reach.

5. During an interview 9/9/16 at 2:25 p.m., the

F 353
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Administrator indicated the facility staff were
required to answer skilled resident call lights in 10
minutes and nursing facility residents within 15
minutes.

6. Review of the facilities Call Light policy (not
dated), the guidelines directed the staff to always
place the call light within reach of the resident,
whether in bed or chair and to never place the call
light out of reach or remove the device from the
resident. The procedure included the following:

a. Always answer the light promptly. Anyone
could and should assist with answering call lights.
Do not wait until a nursing assistant on a specific
hall or resident had been available. Work as a
team.

F 354 | 483.30(b) WAIVER-RN 8 HRS 7 DAYS/WK, F 354
ss=g | FULL-TIME DON

Except when waived under paragraph (c) or (d) of
this section, the facility must use the services of a
registered nurse for at least 8 consecutive hours
a day, 7 days a week.

Except when waived under paragraph (c) or (d) of
this section, the facility must designate a
registered nurse to serve as the director of
nursing on a full time basis.

The director of nursing may serve as a charge
nurse only when the facility has an average daily
occupancy of 60 or fewer residents.

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, the
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facility failed to provide RN coverage for 8
consecutive hours, 7 days a week. The facility
identified a census of 25 residents.

Findings include:

According to the staff schedule, the facility
employed one full time RN, the Director of
Nursing (DON) and an as needed (PRN) RN.

Review of the facility's employee schedules
revealed a lack of RN coverage on the following
dates:

a. June 2016 - 4th and 25th.
b. July -3rd, 17th, 23rd and 24th.
c. August - 7th, 26th thru the 28th.

During an interview 9/13/16 at 12:25 p.m., the
DON confirmed the facility failed to provide RN
coverage on the dates listed above.

F 354

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FH3X11

Facility ID: 1A0757 If continuation sheet Page 15 of 15




