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The facility is not in compliance with N.J.A.C. Title
8 Chapter 43E- General Licensure Procedures
and Standards Applicable To All Licensed
Facilities.

8:43E-13.4(d) UNIVERSAL TRANSFER
FORM:MANDATORY USE OF FORM

A licensed healthcare facility or program shall
retain a completed copy of the Universal Transfer
Form sent with a patient when a patient is
transferred as part of the patient's medical
record.

This REQUIREMENT is not met as evidenced
by:
Complaint # NJ 00155259

Based on interview and record review, it was
determined that the facility failed to retain a
completed Universal Transfer Form (UTF) for 2 of
5 residents reviewed who were transferred to the
hospital for evaluation, Residents #1 and #4.

This deficient practice was evidenced by the
following:
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1. On 7/20/22 at 9:45 a.m., during the entrance
conference, the surveyor interviewed the
Executive Director (ED) and inquired if there had
been incident/accident investigations in the past 3
months. The stated that she could recall one
|n0|dent on i at 2 a.m. in which Resident
M during ambulation
while NNI=% Order 26 214D in the hallway. The
ED stated that the Resident #1 complained of
SRR and was sent to the hospital and
admitted with a KEISNCEERRIEENH The surveyor
then requested Resident #1's medical record for
review.

At 10:30 a.m., the surveyor reviewed Resident
#1's medical record and according to the "Face
Sheet", the resident was admitted to the facility in
\apse Ll \ith diagnoses which
MEOGERI NS Ex Order 26. 4B1 . The
surveyor did not observe documented evidence
that a copy of the UTF was retained in the
resident's medical record when the re5|dent was
transferred to the hospital on s

2. At 11:45 a.m., the surveyor reviewed Resident
#4's closed medical record which revealed that
the resident was admitted to the facility in

\U E.\‘ [ EFIRIF] with diagnosis which included
W. Surveyor review of the medical record
identified that the resident was transferred to the
hospital on [ due to RN EEPLIET:
. However,
there was no documented evidence that a copy of
the UTF was retained in the medical record when
the resident was transferred out to the hospital.

At 12:50 p.m., the surveyor interviewed the ED

and requested the UTF for N R OR I

when the residents were transferred to the
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hospital. The ED informed the surveyor that a
completed UTF was sent with the resident at the
time of transfer and was not aware that a copy
needed to be retained in the residents' medical
record.
The facility failed to retain a copy of the UTF in
the residents' medical record when the Residents
#1 and #4 were transferred to the hospital on
NJ Ex Order 26. 4BI}
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THE FACILITY IS IN COMPLIANCE WITH ALL
OF THE STANDARDS IN THE NEW JERSEY
ADMINISTRATIVE CODE N. J. A. C. 8:37
STANDARDS FOR LICENSURE OF DEMENTIA
CARE HOMES.
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ALCOEUR GARDENS @ BRICK
320 Herbertsville Rd
Brick Township, NJ 08724
densie@alcoeurgardens.com

PLAN OF CORRECTION for visit on 7/20/2022

H5790 -8.43E-13.4(d) UNIVERSAL TRANSFER FORM: MANDATORY USE OF FORM Completion date - 8/5/2022

1. The Administrator and Registered Nurse have enforced a new policy, procedure, and written in-
service training on proper protocol for sending a universal transfer form with a patient as part of
their medical record. Each time a resident is sent out of the community a universal transform will
be filled out, sent with the resident, and a copy will be kept in the resident's chart. Al
employees will be made aware of such policy and procedure by completion date of 8/5/2022.

1 All residents have been affected by this deficient practice. Resident #1 was sent safely
to the hospital following a [FFEXZ2=IIH . A universal transfer form was sent with resident #1,
but failed to have a copy fOr i . Resident #4 was sent safely to the hospital due to
difficulty A universal transfer form was sent with resident #4, but failed
to have MH residents not in sample have the potential to be affected by

the same deficient practice.

1. A written in-service was given to all employees on proper protocol for sending a resident
out for emergencies. Documentation was handed to each employee. Training has been
conducted by the LPN in the community for any needed clarification. A new policy has been
created for sending residents out of the community with proper universal form and copy of
records.

1. The Administrator and Director of Nursing have met with LPN/Charge Nurse to implement a
new monitoring procedure following transporting residents out of the community. The charge
nurse will assess the residents chart to ensure proper universal transfer form and proper
documentation has been done within 24 hours of a resident being sent out. The Director of
Nursing will assess falls, transfers and residents charts during her quarterly quality assurance
visits in the community. During this time the DON will ensure proper documentation is kept in
each resident’s chart. The Administrator will retrain any nurse, or aide not following the new

policy. . o g
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