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FALILITY STAFFING
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Administration
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Medical Director
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a5 ke

Physician Extender

Nursing Services

RN Director of Nurses

Nurses with Admin, Duties

Registered Nurses

Licensed Practical/
Licensed Vocational Nurses

Certified Nurse Aides

Nurse Atdes in Training

Medication Atdes/Technicians

Pharmacists

Dietary Services

Dietitian

Food Service Workers

T herapcu—t.ic Services

Occupational Therapists

Occupational Therapy Assistants
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Speech/Language Pathologist K57 \{ INREN
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Qualified Activities Professional F59 \f N M O
Other Activities Staff F60 || N N I} Eo
Qualified Social Workers Fel N IN N A0
Other Social Services F62  IN TN M ,,
Dentists F63 N AL TR

Podiatrists Fé4 \{ AL
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Cate Printed: 12/172015

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES Linit: Al
Floar: Al
RESIDENT CENSUS AND CONDITIONS OF RESIDENTS
Provider No. Medicare F75 Medicaid F78 Other F77 Total Residents F78
NS Y 9 84 145 238
ADL Independent Assist of One or Two Staff Dependent
Bathing F7g 7 F80 128 F81 103
Dressing F82 37 F83 131 F84 70
Transferring | F85 59 Fa6 111 F87 68
Toilet Use F88 47 F89 116 FOO 75
Fg1 141 Fa3 27

Eating

B. Mobility

A, Bowel/Bladder Status

F94 23 With indwelfing or external catheter F100 1 Bedfast all or most of time
F85  Ofthe total number of residents with catheters, how F101 179 in a chair aff or most of time
many were present on admission 127
F102 29 independently ambulatory

Fo6 141 Occasionally or frequently incontinent of

hladder F103 25 Ambulation with assistance or assistive

device

Fa7 131 Occasionally or frequently incontinent of

howel F104 0 Physically restrained

Fog 0 On urinary teileting program F105  Of the total number of residents with restraints,
how many were admitted or readmitted with

orders for restraints (7

Fag Q On bowal toiteting program

F106 75 With contractures

F107  Cf the total number of residents with
contractures, how many had a confracture(s) on

admission 55?7

D. Skin Integrity

C. Mantal Status
F115-118 - indicate the number of residents with:

F108-114 - indicate the number of residents with:

F108 0 Inteltectual and/or developmental disability F115 5 Pressure ulcers {(exclude Stage 1)
F109 133 Documented signs and symptoms of F116 Of the total number of residents with pressure
depression ulcers excluding Stage 1, how many residents
had pressure ulcers on admission 27
F110 121 Documented psychiatric diagnosis
{exclude dementias and depression) F117 231 Receiving preventive skin care
F111 162 Dementia: (e.g., Lewy-Body, vascutar or F118 2 Rashes
Multi-infarct, mixed, frontotemporal such
as Pick's disease; and dementia related to
Parkinson's or Creutzfeldt-Jakob
diseases), or Alzheimer's Disease
F112 82  Behavioral healthcare needs
F113  Of the total number of residents with behavioral
heaithcare needs, how many have an
individualized care plan to support them 737
F114 5 Receiving health rehabilitative services for
MI and/or ID/DD
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£, Speciat Care

F119-122 - indicate the number of residents recaiving: foF127 Suctioning

[fen?

njections {exclude vitarmin B12 injections)
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F118 11 Hospice care

£120 @ Radiation therapy IOF128 3 Tube feedings
Fi121 0 Chemoiherapy F130 115 Mechanicslly aitereq diets including pureed and
all chopped foad (not only meat)
F122 2 Dislysis
F131 47  Rehabilitative services {Fhysical therapy,
F123 D  intravenous therapy, MV nutrition, and/or bload ! speech-language therapy, occupational therapy,

trarsfusion ete.) Exclude health rehabilitation for M snd/or
4 IDADD

F124 24 Respiratory reatment
F132 21 Assistive devices while eating

F125 Trachecstomy care i
|

=

F126 Ostomy carg

%]

F. Medications G. Other l
F133-138 - indlcate the number of residenis raceiving: F140 11 With unplanned significant weight loss/gam
F133 184 Any psychoactive medication F141 2 Who do not communicate in the dominant
tanguage of the facility finclude those who use i
F124 87  Antipsychotic medications American sign language) ;
F136 45 Antianxiety medications Flaz 2 Who use non-oral communication devices /
F136 152 Antidepressant medications F143 141 With advance directives i
F137 5 Hypnoiic medications F144 183 Heceived influenza immunization
F138 14  Antibiodics F145 220 Received pneumococcal vaccine

F139 135 On pain management prograry

i certify that this infermation is accurate to the best of my knowledge.

ngrrgtgre c:Jf Persan Completing the Form Titte Date
f P
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At

TO BE COMPLETED BY SURVEY TEAM

/ffes __No

F145  Was ombudsman notified prior to survey? 7
F147 Was ombudsman present during any porlion of the survey? __ Yes Ao

F148 Medication error rate 8 %



