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PERIODIC EVALUATION
CFR(S): 485.641(a)(1)(iii)

[The evaluation is done at least once ayear and includes review of--] the CAH& #x27,
s health care policies.

This STANDARD is not met as evidenced by:

Based on staff interview and review of policies and procedures, the facility failed to
ensure all health care policies were reviewed yearly. The findings were: During an
interview on 11/15/11 at 10 AM, the CNO and HIM clerk #1 stated the facility&#x27,
s health care policies had not been reviewed yearly. Review of the policies confirmed
the lack of an annual evaluation. Refer to C280 for evidence of specific policies that
were not reviewed on an annual basis.



