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CFR(s): 3521.9

3521.9 The CRFPID shall maintain an accurate
medication administration record for each person,
including a daily log of all medications administered
or refused by the person, and medication not
administered due to lack of availability. The log shall
identify who administered the medication. Each
record shall be kept current and updated as
necessary.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on interviews and record reviews, the facility
failed to ensure the Medication Administration
Record (MAR) accurately reflected the individual who
administered medications, for one (1) of the two (2)
sampled clients (Client #1).

Findings included:

A review of Person #1's Physician Order Sheet
(POS) revealed a physician order for Neurontin 300
mg, to be administered three (3) times daily,
including a scheduled 2:00 p.m. dose.

On 06/10/2026 at 1:02 p.m., the review of Person
#1's Medication Administration Record (MAR)
revealed that the 2:00 p.m. dose had been
documented as administered and was initialed by
the House Manager (HM), who is also a Trained
Medication Employee (TME).

The House Manager (HM) during an interview at 2:39
p.m., confirmed that the initials on the MAR were
hers and initially stated that she had administered
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the medication. When reminded that she had been
assisting the surveyor at the time the medication
was documented as administered, and that Person
#1 had not yet returned from the day program, the
HM stated that Direct Support Professional (DSP) #1,
who is also a TME, administered the medication
while transporting the person from the day program.
The House Manager acknowledged that she signed
the MAR because the documentation needed to be
completed.

During an interview at 2:52 p.m., the Registered
Nurse (RN) confirmed that the individual who
administers a medication is responsible for
documenting its administration on the MAR. The RN
acknowledged the inaccurate documentation and
stated that the TMEs would be retrained on proper
medication administration documentation.
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