STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
HOME AND COMMUNITY LIVING ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

07/22/2026

Lynnwood ALC LLC

Cottages of Lynnwood
18625 60th Ave W
Lynnwood, WA 98037

RE: Cottages of Lynnwood # 2764

Dear Administrator:

This letter addresses deficiencies occurring in the report(s) for: Compliance Determination(s)
80901 (Completion Date 07/22/2026) and 77342 (Completion Date 05/28/2026).

The Department completed a follow-up inspection of your Assisted Living Facility on 07/22/2026
and found no deficiencies.

The Department found that deficiencies for the following licensing laws and regulations were

corrected:
WAC 388-78A-2260 Storing, securing, and accounting for medications.

(1) The assisted living facility must secure medications for residents who are not capable of safely
storing their own medications.

(2) The assisted living facility must ensure all medications under the assisted living facility's control
are properly stored:

(a) In containers with pharmacist-prepared label or original manufacturer's label;

(b) Together for each resident and physically separated from other residents' medications;

(c) Separate from food or toxic chemicals;

(d) In a locked compartment that is accessible only to designated responsible staff persons; and

(e) In environments recommended on the medication label.

The Department staff who did the On Site verification:
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Hayley Pinkham, ALF Licensor

If you have any questions, please contact me at (253)312-1446.

Jamie Singer, Field Manager

Region 2, Unit J
Residential Care Services

Sincerely,
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STATE OF WTSHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

HOME AND COMMUNITY LIVING ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

Statement of Deficiencies License # 2764 Compliance Determination #77342
Plan of Correction Cottages of Lynnwood Completion Date
Page1 of3 Licensee: Lynnwood ALC LLC 05/28/2026

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license .

The department completed data collection for an unannounced on-site follow-up on 05/13/2026
of:

Cottages of Lynnwood
18625 60th Ave W
Lynnwood, WA 98037

This document references the following SOD dated: 05/28/2026

The fallowing sample was selected for review during the unannounced on-site visit: 2 of 34
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Hayley Pinkham, ALF Licensor

From

DSHS, Home and Community Living Administration
Residential Care Services, Region 2 , Unit J

20311 52nd Ave W, Suite 100

Lynnwood, WA 98036
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06.08.2026 13:25:45 State of Washington
Statsmest of Deficiencigs License # 2764 Compliancs Datermination # 77343
Fian of Corvection Coltages of Lymwood Compistion Date
Paga2 ofd Licenses: Lynnwood ALC 1L C GR8R026

As a result of the on-site visit{s) the departrgnt found that yeu are notin complisncs with the
Hosnsing iaws and ragulations asstated in e citad deficiefgias in the enclosed ragat

C Lopnics iz 06/08/2026

o sidenhal CardSenvices Dage

§ gndersiand that ic maintain an Assisted Living Facility ficenss, the faciity nmwst 22 0
compiiance with all iz kcensing s ahd regulations at 8l tmes:

WAC 388-78A-2280 Storiny, sesuring, and accounting for medicatians.

(1] The assisted hving faciity must secure medications for residents who ave not capable of safely
staring they own e dications.

(2} The asgisted [ving faciity must ensure alf medications under the assisted fving facility's cortrof
are propery stored:

(a} In corgaingrs wWith pharmacist-preparad iasbel or asigina! manutactuver's fabal

(b) Toydthar for each resident and physically séparated fram asthes residents’ medisatisns;

(o} Separate am food or toxie themvcals:

() In @ Wocked comgarfmentthset is acoessibie only to dasignsted responsile staff presons; and
A ¢ v J
(2] In snvarsnments resommentdied on the medication labsi

This raquiremant was not met as evidenced by:

Raged on shaerdation and miatview, the Assisted Lyving Faciity {8LF) fallzd t8 maintain safe clorage
of mattications in 1 of 4 coltages (Fir Cottage}. This placsed 31 residents, in a eoltage designated o
MEory carz, at nek of havm fiony accsss to pnmmaa-eu Vizats. '

Findings inojuded...

Review of the facility's andated Resident Charsctenstins Roster showed 11 residents residad i“‘l Fie
Coftage. The foster shivwed all 11 of the reaidents had cagmitive impairmeant and behaviarat ¢

ps,y«:.ho‘m‘:las isTLes.
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Statement of Deficiencies License # 2/64 Compliance Determination # /7342
Plan of Correction Cottages of Lynnwood Completion Date
Page2 of3 Licensee: Lynnwood ALC LLC 052812026

As a result of the on-site visit(s) the department found that you are not in compliance with the
licensing laws and reqgulations as stated in the cited deficiencies in the enclosed report.

.y 06/08/2026
Besidential Caré/Services Date

I understand that to maintain an Assisted Living F acility license, the facility must be in
compliance with all the licensing laws and regulations at all imes.

Administrator (or Representative) Date

WAC 388-78A-2260 Storing, securing, and accounting for medications.

(1) The assisted living facility must secure medications for residents who are not capable of safely
storing their own medications.

(2) The assisted living facility must ensure all medications under the assisted living facility's control
are praperly stored:

(a) In containers with pharmacist-przpared label or original manufacturer's label,

(b) Together for each resident and physically separated from other residents' medications;

(c) Separate from food or toxic chemicals;

(d) In a locked compartment that is accessible only to designated responsible staff persons; and

(e) In environments recommended on the medication label.

This requirement was not met as evidenced by:

Based on observation and interview, the Assisted Living Facility (ALF) failed to maintain safe starage
of medications in 1 of 4 cottages (Fir Cottage). This placed 11 residents, in a cottage designated to
memory care, at risk of harm from access to pharmaceuticals.

Findings included...

Review of the facility's undated Resident Characteristics Roster showed 11 residents resided in Fir
Cottage. The roster showed all 11 of the residents had cognitive impairment and behaviaral or
psychosocial issues.
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06.08.2026 13:25:45 State of Washington

Statemesat of Deficiencias Licsnse # 2764 Compliancs Daterminaton # 77347
Fian of Correction Coltages of Lysmwood Coemplaticn Date
Paga3 of3 Licenges: Lynnmwood ALE $1.C ThAnR02e

Findings included ...

Ohespvation: on $EATE28 &t 2 35 P, the ertrance o Fir Cottage and 18 comnsn migm area
shawed rasidents fiashy mowving about the ALF via wheelchaies arindapendent armhbulation.
Chiservation showed tie ALF maintained ans lacking madication cart for storage of residents’
presesbed medications The medicaiinn cwtwss housed in ay alonve off the maln covwmon area At
11 P, themedication cart was left unsupenased and abeerved 1o ba unlocked. Observaton
showed the cart coptained multiple presceiption drsy storage dravesrsfull of medisations

In ingerviaw, un 38/ 1372026 at 313 P, Staff B {Medication Taohnicran) condbireed the rmedication
cart was aft undecked and unsuperdsad. Staff 8 stated she showdd have ensured it weas tocked. Stalf
B stated, “we wotk with popls that have meftwry lass so it's possibds they the residsintsy can get
isto anyiitag”.

In inderviesy, on 952702008 at.2:21 P, Staff A {Administratar} stated “sbaniely” the medication

cark should be locked when sameons is nof always standing by & Staff A stated, "aryhady could get
in Beret.

THis geficiency is uncorrecied previously sted on 0302472028 and in accord with the glabal
getiement, datad S#2272028 this s & recurning citation previowsly cbed on $3714/20 28 Irgd
08082028,

PlanfAttestation Statement
| hereby ceriify tat| have reviawed this report and have taken ov will take active
measures to corrsct this deficiency. By taking s astian, Cotlages of Lypmwood s or wil
e i compliance with this s and / or reguiatiors on {Dais

by additon, | will irnpleiment a system to manitor and anasure coninugd complanse Wwith
thiz reguirement.

Q//ﬁ/adaé

St
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This document was prepared by Residential Care Services for the Locator website.



Residential Care Services
Investigation Summary Report

Provider/Facility: Cottages of Lynnwood Provider Type: Assisted Living Facility
License/Cert.#: 2764

Compliance Determination #: 73835 Intake ID: 214796

Investigator: Hayley Pinkham Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 03/04/2026 through 03/24/2026
Complainant Contact Date(s): 03/24/2026

Allegation(s):

1) The Assisted Living Facility (ALF) did not notify the Named Residents’ (NR) family members
(FM) in a timely manner of the NRs’ severe illness prior to hospitalization.

2) An ALF staff member (SM) texted the FM a message asking if the NR is “still yelling for help,”
while the NR was in the hospital.

3) The FM discovered the NR was missing “valuable items” from the NRs apartment.

Investigation Methods:

Sample: Total residents: 27
Resident sample size: 3
Closed records sample size: 1

Observations: Residents
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Nursing staff
Residents
Family members

Record Reviews: Medical records
Hospital records

Investigation Summary:

1) The NR no longer resides at the ALF. Interview and observation with sampled residents
showed no voiced concerns with care services and/or safety. Interview and record review
showed the NR was at their baseline medical condition prior to requiring emergency transfer to
the hospital. Interview and record review showed the FM were notified of the NR’s need for
emergency services. No findings of deficient practice.

2) Interview showed that the text message was in reference to the NR’s known behavior after
consuming meals and was not sent with willful ill intent. No findings of deficient practice.

3) Interview and record review showed the ALF staff were notified of the missing “valuable
items” when it was reported, and staff conducted an immediate room and
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cottage search for reported missing items. Interview showed the ALF staff requested specific
descriptions of the missing items from the FM, and the facility had not received the information
at the time of the investigation. Observation showed there is an available locking cabinet in the
NRs' bathroom. Interview showed there was no inventory provided for the missing items. No
findings of deficient practice.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L] N/A
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
HOME AND COMMUNITY LIVING ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

Statement of Deficiencies License #: 2764 Compliance Determination # 73835
Plan of Correction Cottages of Lynnwood Completion Date
Page1 of3 Licensee: Lynnwood ALC LLC 03/24/2026

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 03/04/2026 of:

Cottages of Lynnwood
18625 60th Ave W
Lynnwood, WA 98037

This document references the following complaint number(s): 214796

The following sample was selected for review during the unannounced on-site visit: 3 of 27
current residents and 1 former residents.

The department staff that investigated the Assisted Living Facility:

Hayley Pinkham, ALF Licensor

From:

DSHS, Home and Community Living Administration
Residential Care Services, Region 2, Unit J

20311 52nd Ave W, Suite 100

Lynnwood, WA 98036
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V&/008/7£4026 WED 13:13 FAX [Qo04a/005

04.03.2026 12:21:28 8tata of Washington 4
Statament of Deficiencies License # 2784 Compliance Determination # 73835
Plan of Correction Coitages of Lynnwood Completion Date
Page2 of3 Licensee: Lynnwood ALC LLC 03/24/2026

As a result of the on-site visit(s), the department found that you are not In compliance with the
licensing laws and regulations as stated In the cited deficiencies In the enclosed report.

2 e 04/03/2026
esidential Care Sezlces Date

I understand that to maintain an Assisted Living Fagcility license, the facility must be in
compliance with all the licensing laws and regulations at all times.

M_@@%JL. el 2¢,
Administrator (or Reprejsentative) Date

WAQC 388-78A-2260 Storing, securing, and accounting for medications.

(1) The assisted living facility must secure medications for residents who are not capable of safaly
storing their own medications.

(2) The assisted living facility must ensure all medications under the assisted living facility's control
are properly stored:

(a) In containers with pharmacist-prepared label or original manufacturer's label;

(b) Together for each resident and physically separated from other residents' medications;

(¢) Separate from food or toxic chemicals,

(d) In a locked compartment that is accessible only to designated responsible staff persons; and

() In environments recommended on the medication label.

This requirement was not met as evidenced by:

Based on cbservation, interview and record review, the Assistad Living Facility (ALF) failed to
ensure medications were securely stored in 1 of 4 cottages (Fir Cottage), This failure placed 10
residents with cognitive loas at risk far serious health complications if un-locked medications were to
ke ingasted.
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Findings included. ..

Record review of an undated Rasident Characteristic Roster, showed that the Fir Cottage
neighborhood had 10 residents identified with cogriitive dlagnoses.



Statement of Deficiencies License #: 2764 Compliance Determination # 73835
Plan of Correction Cottages of Lynnwood Completion Date
Page2 of3 Licensee: Lynnwood ALC LLC 03/24/2026

As aresult of the on-site visit(s), the department found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

z O, m" 22 04/03/2026
esidential Care Segfices Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.

Administrator (or Representative) Date

WAC 388-78A-2260 Storing, securing, and accounting for medications.

(1) The assisted living facility must secure medications for residents who are not capable of safely
storing their own medications.

(2) The assisted living facility must ensure all medications under the assisted living facility's control
are properly stored:

(a) In containers with pharmacist-prepared label or original manufacturer's label,

(b) Together for each resident and physically separated from other residents' medications;

(c) Separate from food or toxic chemicals;

(d) In a locked compartment that is accessible only to designated responsible staff persons; and

(e) In environments recommended on the medication label.

This requirement was not met as evidenced by:

Based on observation, interview and record review, the Assisted Living Facility (ALF) failed to
ensure medications were securely stored in 1 of 4 cottages (Fir Cottage). This failure placed 10
residents with cognitive loss at risk for serious health complications if un-locked medications were to
be ingested.

Findings included...

Record review of an undated Resident Characteristic Roster, showed that the Fir Cottage
neighborhood had 10 residents identified with cognitive diagnoses.
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04.03.2026 12:21:29 State of Washington 5/
Statement of Deficiencies License #. 2764 Compliance Determination # 73835
Plan of Correction Coitages of Lynnwood Completion Date
Page3 of3 Licensee: Lynnwood ALC LLC 03/24/2028

An obsarvation, on 03/04/2026 at 1.38 PM, with Staff B (Medication Technicjan) showed & cabinet
located above a madication cart in a resident used hallway of Fir Cottage was unlocked and
contained several medication cards. The medication ¢ards, that were accessible to residents,
contained the following medications: Haldol (a psychotropic medication-usad to treat psychotic
disorders), qustiapine (a psychotropic medication-used to treat psychotic behaviors) amiodipine (a
calcium channel blocker-used to treat high blood pressure) gabapentin (an anticonvulsant-used to
treat partial seizures and nerve pain), Lexapro (an antidepressant-used to treat major depressive
disorder and generalized anxisty), Narcan nasal spray (emergency treatment designed to rapldly
reverse known or suspected opioid overdoses) and several varlous containers of over the counter
medications. Also found in the. unlocked cabinet was a used sharps contalner (a specialized,
puncture-resistant, red plastic container-used to safely store used needles, syringas, lancets, and
other gharps).

In an interview, on 03/04/2026 at 1:38 PM, Staff B statad, "why is it unlocked, it was supposed to be
locked." Staff B confirmed that resident madications should always be locked up, in the medication
cart or a cabinet.

in an Interview, on 03/03/2026 at 1:48 PM, Staff A (Exacutive Director) stated the cabinets should be
locked and Staff A confirmed that unlocked medications were not safe,

In accord with the global settiement with Paclfica Senior Living Lynnwood #2371, dated 09/22/2025,
this is a recurring citation praviously cited on 03/14/2025 and 05/06/2025.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take activa
measures to correct this deficiency. By taking this action, Cottages of Lynnwood is or will
be in compliance with this law and / or regulation on (Date)__ ﬁm'_ . ©/8/2026

SB confirmed amended POC date with Provider on 4/8/2026.

In addition, | will implement a system to monitor and ensure continued compliance with
this requirement,

[
Ma__wnm%af__ Hie|24p
Administrator (or Representative) Date
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Statement of Deficiencies License #:. 2764 Compliance Determination # 73835
Plan of Correction Cottages of Lynnwood Completion Date
Page3 of3 Licensee: Lynnwood ALC LLC 03/24/2026

An observation, on 03/04/2026 at 1:38 PM, with Staff B (Medication Technician) showed a cabinet
located above a medication cart in a resident used hallway of Fir Cottage was unlocked and
contained several medication cards. The medication cards, that were accessible to residents,
contained the following medications: Haldol (a psychotropic medication-used to treat psychotic
disorders), quetiapine (a psychotropic medication-used to treat psychotic behaviors) amlodipine (a
calcium channel blocker-used to treat high blood pressure) gabapentin (an anticonvulsant-used to
treat partial seizures and nerve pain), Lexapro (an antidepressant-used to treat major depressive
disorder and generalized anxiety), Narcan nasal spray (emergency treatment designed to rapidly
reverse known or suspected opioid overdoses) and several various containers of over the counter
medications. Also found in the unlocked cabinet was a used sharps container (a specialized,
puncture-resistant, red plastic container-used to safely store used needles, syringes, lancets, and
other sharps).

In an interview, on 03/04/2026 at 1:38 PM, Staff B stated, “why is it unlocked, it was supposed to be
locked.” Staff B confirmed that resident medications should always be locked up, in the medication
cart or a cabinet.

In an interview, on 03/03/2025 at 1:48 PM, Staff A (Executive Director) stated the cabinets should be
locked and Staff A confirmed that unlocked medications were not safe.

In accord with the global settlement with Pacifica Senior Living Lynnwood #2371, dated 09/22/2025,
this is a recurring citation previously cited on 03/14/2025 and 05/06/2025.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Cottages of Lynnwood is or will
be in compliance with this law and / or regulation on (Date)

In addition, | will implement a system to monitor and ensure continued compliance with
this requirement.

Administrator (or Representative) Date
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