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A 000‘ Initial Comments

Assisted Living Programs are defined by the type
! of population served The census numbers were
provided by theiProgram at the time of the
" | on-site.

E Number of tenants without cognitive disorder; 0-
* Number of tenapts with cognitive disorder: 14
- Total census of Assisted Living Program: 14

, The following regulatory insufficiencies were

| cited during the| recertification visit conducted to,
determine comphance with certification rules for
an Assisted Living Program:

A 118 481-87.19(3) Record Checks
481-67.19(135C,231B,231C,231D) Criminal,
dependent adult abuse, and child abuse record"
checks.
87.19(3) Requiremants for employer

| prior to employlng an individual, Prior to
employment of & person in & program, the
program shall request that the department of
¢ public safety pe'rform a criminal hlstory ¢check
l and the department of human services perform

: child and deperrdent adult abuse record checks:
1 of the person in'this state.

This REQUIREMENT is not met as ewdenced I
| by:
| Based on interview and record review the
i Program failed go complete criminal history,
| dependent adult abuse and child abuse checks!
: prior to employment for 1 of 3 staff reviewed
i (Staff A). Findings follow:

(
I
i

A DOO

A 118
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Administrative staff will start quality aesurance
checks|quarterly and upon potential hire to
ensure {all staffing paperwork is completed in
a timely manner.
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A 118| Continued From page 1

Record review on 6/18/19 revealed the Program
hired Staff A o) 9/23/17. The Program completed
a criminal hlstory, child abuse and dependent
-adult abuse check on 10/19/17 via the SING
(Single Contact License and Background Check)
website. The criminal check revealed further
research was required. On 10/20/19 the SING -
website indicated no criminal history was found.

On 6/19/19 at 2:00 p.m. the Manager confirmed
| the Program failed to complete the required
* checks prior to employment of Staff A.

A 033I 481-69.21(3) Ocoupancy Agreement

| 481-69.21 {231C) Occupancy agreement.

; 69.21(3) TI\e occupancy agreement shall be

| reviewed and lljpdated as necessary to reflect |

‘ any change in services or financial
arrangements.

|

This REQUIREMENT is not met as evidenced;
by'

| Based on interview and record review the

I Program failed to ensure the Occupancy

| Agreement (OA) included all of the requ1red

| information wnhm the agreement or in supporting

| documents/attachments. This potentially affected
: 14 of 14 tenants (Tenants #1-14). Finding

i follows:

i Record review|on 6/18/19 revealed the

. Occupancy Ag'reemem (OA) andfor supportingI

. documents did not include all required criteria for
| admission and retention of tenants.

| When interviewed on 6/18/19 at 5:00 p.m. the ;
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A 033

Occupancy agreement has updafed to
mcIude "Despite intarvantion,
chronically urinates or defecates in

such as on the fioor or in a potted
pIant'] under involuntary discharge
criteria. Current tenants or legal
resp&nmble person will be given an ,
addendum to the previous osccupancy |
agreement to review and sign. '
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places that are not considered :
acceptable according to social norms, [
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| Owner/Administrator confirmed the Program

faiied to update tenant OAs when program rule$

changed to include additional admission/retention

criteria.
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