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 A 000 Initial Comment  A 000

Annual Licensure Survey 

Violations cited:  

Section 295.2040 Disaster Preparedness

 A2040 Section 295.2040 Disaster Preparedness

This RULE:  is not met as evidenced by:

 A2040

TYPE 3 VIOLATION

Section 295.2040 Disaster Preparedness 

5) Orient each resident to the emergency and 

evacuation plans within 10 days after the 

resident's arrival. Orientation shall include 

assisting residents in identifying and using 

emergency exits. Documentation of the orientation 

shall be signed and dated by the resident or the 

resident's representative. 

Based on record review and interview, the 

Establishment failed to ensure the residents 

received an orientation within ten days of 

admission to the Establishment.

During record review, the Establishment could not 

reproduce any evidence that the residents 

received an orientation to the Establishment's 

building.

During interview with E1, Executive Director, on 

08/16/24, E1 confirmed he was unable to 

reproduce a thorough resident orientation for 

review.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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