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 A 000 Initial Comment  A 000

Annual Licensure

295.2040  Disaster Preparedness e)

 

 A2040 Section 295.2040 Disaster Preparedness

This Regulation  is not met as evidenced by:

 A2040

Type 1 Violation

295.2040  Disaster Preparedness e)

 e)         Drills shall include residents, 

establishment personnel, and other persons in 

the establishment.

This requirement was not met as evidenced by:

Based on document review and interview, the 

establishment failed to ensure tornado drills 

included residents.  This failure creates a 

substantial probability of harm to residents.

Findings include:

On 6/10/26 at 2:05 PM, the following tornado 

drills were reviewed with E11 (Business Office 

Manager and Maintenance Director) and lacked 

resident participation:  

Tornado drill dated  2/2/26 (12:50 PM - day shift).

Tornado drill dated 2/2/26 (12:40 AM - night shift).

Tornado drill dated  2/3/26 (3:20 PM - evening 

shift).  

During an interview with E11 (Business Office 

Manager and Maintenance Director) on 6/10/26 

at 2:05 PM, the above drills were reviewed, and  

findings were confirmed.
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