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hyperlipidemia, hypothyroidism, history of colon 

cancer, history of cerebral infarction, Alzheimer's 

dementia, and Parkinson's disease. A review of 

Resident# PE dated 11/9/17, showed no added 

salt for resident dietary instruction. 

A review of Resident #3 individualized service 

plan (ISP) dated 12/23/22 showed no dietary 

restriction noted. 

During an interview on 10/4/23 at 10:45 a.m., 

Staff C stated he/she was unaware of any 

resident with a dietary restriction. Staff C stated 

all meals were prepared in the main kitchen and 

transported in a heated cabinet to the second 

floor serving area where staff served meals to the 

residents. 

During an interview on 10/4/23 at 10:50 a.m., 

Staff B stated he/she was unaware of any 

resident with a dietary restriction. 

During an interview on 10/4/23 at 11 :30 a.m., 

Staff E stated residents' meals were prepared in 

the facility's main kitchen on the third floor and 

delivered to the serving kitchen on the second 

floor. Staff E stated he/she verbally 

communicated residents' dietary restriction to 

Staff B and Staff C. Staff E stated residents with 

dietary restrictions pictures were not posted or 

stored in the main kitchen. 

State of GA Inspection Report 

STATE FORM 

ID 
PREFIX 

TAG 

A2116 

.. ,, KZK311 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE A PPROPRIATE 
DEFICIENCY) 

(XS) 

COMPLETE 

DATE 

If continuation sheet 3 of 3 










