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 A 000 Initial Comment  A 000

Change of Ownership survey. 

VIOLATION - 295.3030 a)

 

 A3030 Section 295.3030 Initial Health Eval for Dir Care 
and FS empl

This Regulation  is not met as evidenced by:

 A3030

Section 295.3030 Initial Health Evaluation for 
Direct Care and Food Service Employees 

a) Each direct care and food service employee 
shall have an initial health evaluation, which shall 
be used to ensure that employees are not placed 
in positions that would pose undue risk of 
infection to themselves, other employees, 
residents, or visitors. 

VIOLATION

Based on record review and interviews, the 
establishment failed to ensure that one of five 
sampled direct care employees had a initial 
health evaluation completed for employment. (E2)

Findings include:

Current establishment employee roster dated 
4/15/25 notes that E2's (LPN) hire date was 
10/28/24. 

Review of E2's complete employee file failed to 
contain a initial health evaluation. 

On 4/15/25 at 11:45 A.M., E1 (Director) confirmed 
that they failed to get an initial health evaluation 
completed for E2.
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