


Residential Care Services
Investigation Summary Report

Provider/Facility: Cordata Court, Assisted
Living & Memory Care
License/Cert.#: 2481

Provider Type: Assisted Living Facility

Compliance Determination #: 79529
Intake ID: 229206

Investigator: Helen Fisher
Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 06/29/2026 through 07/22/2026
Complainant Contact Date(s):

1)  The Named Resident (NR) was not receiving showers and briefs changes as agreed.
2) The NR calls for assistance were not answered promptly.
3) The NR wound care were not administered.

Allegation(s):

Total residents: 71
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Residents
Environment

Observations:

Residents
NR's Representative
Management Staff
Care Staff (CS)
Nursing Staff
Nursing Staff
Care Staff

Interviews:

Residents' Records
Investigation

Record Reviews:

1) Observations showed five sampled residents including the NR was clean and dry during
unannounced onsite visit. The NR stated that they were receiving showers once a week and
bed bath every morning. The Facility staff stated that they added the bed bath as an extra
services because the NR incontinence. Review of the shower log showed the NR received
showers as scheduled. No failed practice was identified.
2) Interviews indicated that the NR and one of the sample residents had to wait for a long time
for care assistance. Review of the Emergency call response report showed that two sampled
residents to include the NR had a wait for up to 48 minutes for assistance. Failed practice was
identified. A citation was written for non-
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compliance with Washington Administrative Code 388-78A-2160 Implementation of negotiated
service agreement.
3) Review of the NR's treatment sheet showed the wound care was provided by the nurses as
scheduled. NS stated that the NR's skin tear wounds on legs and right elbow were in various
stages of healing. Wounds were being monitored by staff. No failed practice was identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Statement of Deficiencies License #: 2481

Completion Date

07/22/2026
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Compliance Determination # 79529
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Plan of Correction

call for assistance when needed. Resident 1’s pendant and emergency pull cord in the bathroom
were observed to be functional.

Review of undated Face Sheet showed the ALF admitted Resident 1 on /2023 with multiple
disabling diagnoses. Review of the NSA, dated 02/27/2026, showed Resident 1 required assistance
with bathroom needs and dressing. 

Review of the Emergency Call Response Report (ECRR – tracking of residents’ emergency pull
cords and pendants), dated 06/2026, showed Resident 1’s calls for assistance had wait times of 19
minutes to 48 minutes on 11 occasions after their pendant was activated. 

In an interview, on 06/29/2026 at 3:00 PM, Resident 1 stated that the wait for assistance from care
staff had been, “difficult” for her and happened frequently. Resident 1 stated they waited for almost
an hour for assistance to change their soiled brief. Resident 1 stated waiting so long to have her
soiled brief changed caused her, “discomfort on her bottom.”

Review of undated Face Sheet showed the ALF admitted Resident 2 on /2022 with multiple
disabling diagnoses. Review of the Temporary NSA dated 06/26/2026 and created following a fall
with injury, showed that Resident 2 required assistance with dressing.

Review of the ECRR, dated 06/2026, showed that on 06/27/2026 at 6:26 PM, Resident 2 called for
assistance and had a wait time of 44 minutes later after their pendant was activated.

In an interview, on 07/15/2025 at 3:05 PM, Resident 2 stated that they called for assistance to
undressed for bed and he, “waited for a long time” for assistance. 

In an interview, on 06/29/2026 at 2:20 PM, Staff A (Executive Director) stated that she was unaware
that facility staff were not responding to calls for assistance in a timely manner. Staff A stated all
emergency pull cords and pendants should be responded to within seven minutes. 
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