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300.610a) 

300.1010h) 

300.1210b) 

300.1210c) 

300.1220b)7)8) 

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 300.1010 Medical Care Policies 

h) The facility shall notify the resident's physician 

of any accident, injury, or significant change in a

resident's condition that threatens the health, safety

Office of Primary Care and Health Systems Management 
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medical record or other appropriate documents." 

Record review of facility policy titled, "Fall 

Prevention and Management," dated 7/2025, documents, 

"This facility is committed to maximizing each 

resident's physical, mental, and psychosocial 

well-being. While preventing falls is not possible, the 

facility will identify and evaluate those residents at 

risk for falls, plan for preventative strategies, and 

facilitate as safe an environment as possible. All 

residents shall be reviewed, and the residents existing 

plan of care shall be evaluated and modified as needed. 

A fill risk assessment is completed on admission, 

readmission, and quarterly, significant change and 

after each fall. Residents at risk for falls will have 

fall risk identified on the interim plan of care with 

interventions implemented to minimize fall risk." 

Review of pamphlet titled, "RESIDENTS' RIGHTS' For 

People in Long-Term Care facilities", revised date 

11/18, documents, ''Your facility must treat you with 

dignity and respect and must care for you in a manner 

that promotes your quality of life ... Your facility must 

provide equal access to quality care regardless of 

diagnosis ... You must not be abused, neglected, or 

exploited by anyone - financially, physically, 

verbally, mentally, or sexually ... Your facility must be 

safe, clean, comfortable, and homelike ... You may 

participate in developing a person-centered care plan 

which states all the services your facility will 

provide to you and everything you are expected to do. 

This plan must include your personal and cultural 

choices. Your facility must make reasonable 

arrangements to meet your needs and choices ... You should 

receive the services and/or items included in the plan 

of care." 
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300.1220 b)3) 

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 300.690 Incidents and Accidents 

a) The facility shall maintain a file of all written

reports of each incident and accident affecting a 

resident that is not the expected outcome of a 

resident's condition or disease process. A descriptive

summary of each incident or accident affecting a 

resident shall also be recorded in the progress notes 

or nurse's notes of that resident.

b) The facility shall notify the Department of any 

serious incident or accident. For purposes of this 

Section, "serious" means any incident or accident that 

causes physical harm or injury to a resident. 

c) The facility shall, by fax or phone, notify the 

Regional Office within 24 hours after each reportable 

incident or accident. If a reportable incident or 

accident results in the death of a resident, the 

facility shall, after contacting local law enforcement 

pursuant to Section 300.695, notify the Regional Office 

by phone only. For the purposes of this Section,

"notify the Regional Office by phone only" means talk 

with a Department representative who confirms over the 

phone that the requirement to notify the Regional

Office by phone has been met. If the facility is unable

to contact the Regional Office, it shall notify the 

Department's toll-free complaint registry hotline. The 

facility shall send a narrative summary of each 

reportable accident or incident to the Department

within seven days after the occurrence.

Section 300.1210 General Requirements for Nursing and 

Personal Care 
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