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Statement of Licensure Violations

300.610a) 

300.3210t) 

Section 300.610 Resident Care Policies 

a) The facility shall have written policies and 

procedures governing all services provided by the 

facility. The written policies and procedures shall be 

formulated by a Resident Care Policy Committee 

consisting of at least the administrator, the advisory 

physician or the medical advisory committee, and 

representatives of nursing and other services in the 

facility. The policies shall comply with the Act and

this Part. The written policies shall be followed in 

operating the facility and shall be reviewed at least 

annually by this committee, documented by written, 

signed and dated minutes of the meeting.

Section 300.3210 General 

t) The facility shall ensure that residents are not 

subjected to physical, verbal, sexual or psychological 

abuse, neglect, exploitation, or misappropriation of 

property.

These requirements were not met as evidence by: 

Based on interview and record review the facility 

failed to protect the resident's right to be free from 

physical abuse by another resident with known physical 

behaviors for two of four residents (R1, R2) reviewed 

for abuse in the sample list of seven residents. This 

failure resulted in R2 experiencing physical trauma 
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