pennsylvania

DEPARTMENT OF HUMAN SERVICES

ocy 30 2018

Mr. Matthew Coleman

Authorized Signatory

North Wales 1089 MC BG OPCQ, LLC
330 North Wabash Avenue, Suite 3700
Chicago, lllinois 60611

RE: Park Creek Place — Memory Care
1089 Horsham Road
North Wales, Pennsylvania 19454
License #: 142560

Dear Mr. Coleman:

As a result of the Department’s Bureau of Human Services Licensing annual
inspection on August 13, 2018 and August 14, 2018 of the above facility, the violations
with 55 Pa. Code Ch. 2600 (relating to Personal Care Homes) specified on the enclosed
License Inspection Summary were found.

All violations specified on the enclosed License Inspection Summary must be
corrected by the dates specified on the License Inspection Summary and continued
compliance with 55 Pa.Code Ch. 2600 must be maintained.

In an effort to improve our licensing processes, the Bureau of Human Services
Licensing is soliciting feedback about your recent human services licensing inspection
experience. To participate in the online provider survey, launch your web browser and
go to https://'www.surveymonkey.com/r/BHSL Inspection.

The survey is brief and will only take about 5 minutes to complete. Your
participation in the survey is completely voluntary and all of your responses will be kept
confidential. The responses will be reviewed as part of an aggregate of provider
inspection responses. Thank you in advance for providing feedback.

Sincerely,

Jacateline L. Rowe

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
G625 Forster Straef, Room 631 | Harrisburg, PA1T120 | 717.783.3670 1§ F 717.783.5862 | www.dhs.pa.gov



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa,Code Chapter 2600 Page 1 of 21
FCH Name: PARK CREEK PLACE MEMORY CARE ' | License Number: 14256
Address: 1089 HORSHAM ROAD, NORTH WALES, PA 19454 County: Montgomery
Admin!strator: Christine Kline Regiom SOUTHEAST

Lopal Entlty Name: NORTH WALES 1089 MC BG OPCO LLC

Legal Entity Address: 330 N WABASH AVENUE SUITE 3700, CHICAGD, IL 60611

Certlicate(s) of Occupahcy
C-2LP
07/19/1898
COPA L&l

Sfalfing Hours
Resldent Support; O Total Dally Staft: 66 Waking Staff; 50

Typa of Inspactien: Fulf BHA Dacket Number; Notlce: Unannounced

Reason{s) for Inspection(s)
Renewal, Complalnt
Qn-Site Inspections Dates and Department Representatives On-Sile

08/13/2018: Gillespie, Deniseg; Sw!sherf Michsle
08M1412418: Gillespie, Denlse; Swishar, Michele

Off-Slte Inspection Dates and Inapactors, If Applicable

Other Detalls
Partlal or Full Triggers: N/A Random indicatora; N/A

Resident Demographic Data as of Inspection Dates

Licensad Capacity: 48 Number of Residents who:
Nurnber of Residents Seryed: 33 Recaive Supplemental Securlty income: 0
Secured Dementia Carp Unit In Homoe: Yes Aro 80.Years of Ago or Older: 33
Arga; Whole Building Have Hantal lliness: &
Secured Damantia Unlt Capactly, [f Appllcable: 48 Hava an intellectual Disabllity: 0
Number of Resldants Servad in Secured Demantia Care Unit, Have a Moblilty Need: 33
H applicable: 33
Have a Physlcal Disability: O
Number of Curraat Hospica Resldants; 8
Numbadr of Hoapica Residenta in past year: 16




Page 2 of 21

Violatlon Roporl: 14256 - 081372018 - Gillesple, Denise
PCH Mame: PARK CREEK PLACE MEMORY CARE

1. REGULATION &5 Pa.Code §2600
2600.65(a) - Prior to or during the firsi work day, all direct care staff persons Including ancillary stalf persons, substitute
?eﬁrsopnaf and volunteers shall have an orientation in general fire safely and emergency preparedness that includes the
ollowing:

(1) Evacuation procedures,

(2) Staff dulies and responsibilities during fire drills, as well as during emergency evacuation,

transportation and al an emergency location If applicable.

(3) The designated meeting place outside the building or within the fire-safe area in the event of an actual fire.

{4) Smoking safely procedures, the home's smoking pollcy and location of smoking areas, If applicable.

{5) The localion and use of fire extinguishars,

(6) Smoke detectors and fire alarms.

(7} Telephone use and notification of emergancy services,

2a. DESCRIPTION OF VICLATION,
Staff person A, who is an agency employee, first day of vork was 8/3/2018, They did not receive orientation in the following:

{1} Evacuvalion procedures,

(2) Staff duties and responsibilities during fire drilis, as weli as during emergency evacustion, transportation and at an emergency
locattan if applicable.

(3) Tha deslgnated moeling place cutside the building or within the fire-safe area in the event of an aclual fire,

(4} Smoking safely proceduras, the home's smoking policy and location of smoking areas, if appllcable,

(5) The location and use of fire extinguishers.

(6) Smoke delectars and fira atarms.

{7) Telephone use and nofification of emergency services

3, PLAN OF CORRECTION {POC) (Altach pages es necessary. Remember that you must sign and date any attached pages.)
include sleps to correct the violation dascribed above snd steps fo prevart a similar vialallan from occurring agaln. If staps cannol he complated
immadiately, inclide dates by which the steps will bo complelad,

Staff A Is no longer working at the community.
New employess, including agency staff, will recelve the required orientation prior to being placed on the schedule

The Business Office Manager (BOM) and/or designee will audit new employee files within 3 days of hire,
and prior to being placed on the schedule, to ensure required orlentation is complete, x 3 months.

Audits will be discussed in monthly QI mestings. The QI Committee will determine if continued auditing is
necessary based on 3 consecutive months of compliance.

The Administrator Is responsible for sustained compliance. Monitoring will be ongoing.

Rapeat Viclation: No Date{s) of Previous Violation{s}:

Signature of Legal Enlity Representative

{Reeuired on EVERY Paqe) M,‘w, o /{ﬁm@

Printed Name and Title of Legal Entity Representative

{Roquired on EVERY Pago) Chifstine L Kline Date 12018

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction fs approved as of } /7‘( Jmie 2 Plan of correction implementation status as of /0 }f Qs
a ——(——l—-
Dale

Fully Implemented
Partially implemenied - Adegquale Progress

The above plan of cormection was approved by @ Partially Implemenied - Inadequate Progress

{initials)

EINISE

Mot Implemented




Page 3 of 21

Vialatlon Reporl: 14256 - 0B/13/2078 - Gitlesple, Denise
PCH Name: PARK GREEK PLACE MEMORY GARE

1, REGULATIOHN 55 Pa.Cade §2600
2600.65(f) - Training topics for the annual training for direct care staff persons shall include the following:

{1y Medication self-administration tralning.

(2} Instruction on meeling the needs of the residents as described in the preadmission screening form, assessment tool,
medical evaluation and suppoit plan.

(3) Care for residents wilh dementia and cognitive impairments. .

(4} Infection control and general principles of cleanliness and hyglene and areas assoclated with immobility, such as
prevention of decubitus uicers, incontinence, malnulrition and dehydration,

(8) Personal care service neads of the resident.

{6} Safe management techniques, .
(7) Care for residents with mental iliness or mental retardation, or both, if the population Is served in the home.

2a. DESCRIPTION OF VIOLATION

The annual tralning provided to direct care staff person B in fralning year 2017 did nat include tralning in Infection control and general
principles of claanliness and hygeine and areas associated with Immaobility, such as prevention of decubilus ulcers, incontinence,
malnutriilon angd dabydration,

3. PLAN OF CORRECTION {POC) (Astach pagos as necessary. Remember that you must sign and date any aitached pages.)
Inetuda slaps lo correct the viclalion describet above and steps lo prevent a simiiar viotatien from cecurdng ageln. ! sleps cannot be compleled
immadiataly, include dales by which the sfeps will be complelsd.

Direct Care Slaff person B completed the required training In infection contrel and general principies of
cleaniiness and hygiene, and areas associated with immobility, such as prevention of decubiius ulcers,
incontinence, malnutrition and dehydration on October 3 or October 4th at the Mandalory Staff meeting.
New Direct Care staff will receive the required orientation prior to being placed on the schedule.

The Business Office Manager (BOM) and/or designee will audit new employee files within 3 days of hire,
and prior to being placed on the schedule, to ensure required training is complete, x 3 months.

Audils will be discussed in monthly Qi meetings. The QI Committee will determine if contintied auditing is
necessary based on 3 consecutive months of compliance. 1
The Administrator is responsible for sustained compliance. Monitoring will be ongoing.

Repeat Violatlon: No Date(s) of Previous Violation(s):

Signature of Legal Entity Representative f 5 L L Kz

{Roqulred on EVERY Paco)

Printed Name and Title of Legal Entity Representative bat
{Requirad on EVERY Page) Chrisline L. Kiine 2 rone0ie
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The ahove plan of carrection Is approved as of 0 (¥ Plan of correction implementation slatus as of folif 4
Dat (GaTe)
[:] Fully Implemented
EQ Partially Imptemented - Adequate Frogress
The above pian of correction was approved by @ [:j Parllaily fmplemented - Inadequate Progress
Initlals
( ) [::] Not Implemented




Page 4 of 21

Violatlon Report: 14258 - 08/13/2G18 - Glilespie, Denise
PCH Name: PARK CREEK PLACE MEMORY CARE

1, REGULATION 55 Pa.Code §2600
2800.65(g) - Direct cara staff persons, ancillary staff persans, substitule personne! and regularly scheduled volunteers
shall be frained annually In the following areas.
(1) Fire safety completed by a fire safely expert or by a staff person Irained by-a fire safety expsri.
(2) Emergency preparedness procedures and recegnition and respense to crises and emergency situations.
{3) Resident rights,
(4) The Older Adult Protective Services Act (35 P, S. §§ 10225.101-10225,5102).
(5} Falls and accldant prevention.
(8] Mew population groups that are being served at the home that were not previcusly served, if applicable.

2a, DESCRIPTION QF VIOLATION
Direct care person B did not recelve tralning In The Oider Adulls Protective Services Acl and falls and accldent prevention during
fralning year 2017.

3. PLAN OF CORRECTION {POC) {Atiach pages as necessary, Remember that you must sign and date any attached pages.)

Include sleps fo corract the viclation dascribed ebove and sleps Io provent a similar violalion from oceumng egain. If slops cannat be complated
Immediately, include dales by which the steps will be complsted.

Direct Care Staff person B will complete the required training in The Older Adults Protective Services Acl,
and falls and accident prevention on October 3, 2018 or October 4, 2018 at the manadatory staff meeting.
New Direct Care staff will receive the required orientation prior to being placed on the schedule.

The Business Office Manager (BOM) and/or designee will audit new employes files within 3 days of hire,
and prior to being placed on the schedule, to ensure required training is complete, x 3 months.

Audits will be discussed in monthly QI meetings. The QI Committee will determine If continued auditing is
necessary based on 3 consecutive months of compliance.

The Administrator Is responsible for sustained compliance. Monitoring will be ongoing.

Repeat Violation: No Date{s} of Prevlous Violatlon{s}:

Signature of Legal Entity Reprasentativa Ve .
(Required on EVERY Page) C%zmzfz,% L. Alite

Printed Name and Title of Legal Entlity Representative ( '
(Required on EVERY Page} Christine L. Kiine Date 10/1/2018

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

afe

. ¢ [ ﬂ
The above pian of corraction is approved as of _,ﬁl l_gf_ Plan of correction implementation slatus as of ( oHA K
(Dald]

D Fully impiemented
‘E Partially Implemented - Adequate Progress

The ahaove plan of correction was appraved by Partially implemented - Inadequate Progress

Initials
( ) D Not implemented




Page 5 of 21

Violation Report: 14256 - 08/13/2018 - Gillespie, Denise
PCH Name: PARK CREEK PLACE MEMORY CARE

1, REGULATION 55 Pa,Code §2600
2600.101())(2) - Each resident shall have the following in the bedroom: A chair for each resident that meets the resldent's
needs.

2a, DESCRIPTION OE.VIOLATION
Bedroom C1 has 2 residents. There are no chairs present in roam.

3, PLAN OF CORRECTION {POC) (Attnch pages as necessary. Remember that you must sign and date any attached pages.)

Includa staps lo corract the viclation deseribed abave and sleps to provant a simifar violation from cccuring again, if steps cannol be complated
immedialely, Include dales by vihich the sleps will be compleled.

The chairs for Bedroom C1 were placed on the day of inspection.

The Maintenance Techniclan (MT) and/or designee will audit 5 resident rooms/week x 4 weeks,
then 3 resident rooms/week x 4 weeks, then 1 resident room weekly x 4 weeks, to ensure chairs are
present for each resident. Audits will be discussed in monthly Qi meetings. The Ql Commitiee will
determine If continued auditing is necessary based on 3 consecutive months of compliance.

The Administrator is responsible for sustained compliance. Monitering will be ongoing.

Repeat Violation: No Date(s) of Previous Wolation(s}:

Slgnat'ure of Legal Enlity Representative .o .
e utrod o1 EVERY Fage) Chrcatzine L. Adice

Printed Name and Tltie of Legat Entity Repreaentatlvé
{Requirad on EVERY Page)

Chilstin L Kine Date 1o

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction Is approved as of loig i3 Plan of correction implementation staius as of Jollg fé/
(bate) T (Date)
' Fully Implemented

- (Initials)-

Partially implemenled - Adequate Progress
The ahove plan of correction was approved by Partiaily implemented - Inadequatle Progress

Nol implemented

RIRESIN




Fage 6 of 21

Vialation Report: 14258 - Q8/1 372048 - Giileépie, Denise
PCH Namar PARK CREEX PLACE MEMORY CARE

1, REGULATION 55 Pa.Code §2600
2600.101(j)(7) - Each resident shall have the following in the bedroom: An operable tamp or other source of lighting that
can be turned on at bedslide,

2a. DESCRIPTION OF VIOLATION
Badroom A3 does not have a source of light that can bs turned on/off from badsida.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remermber that you must sign and date any altached pages.)

Includs sleps to corract the vivlation described abave and steps lo prevent & simitar viclation frem occufring again, If sleps cannol be compleled
immaediately, Inalude dates by which the slaps vill ba completer.

Upon further investigation, it was discovered that the resident in Bedroom A3 had moved the lamp.

The lamp was returned to the nightstand on day of inspection,

The Maintenance Technician (MT} and/or designee will audit 5 resident rooms/week x 4 weeks, t

hen 3 resident rcomsiweek x 4 weeks, then 1 resident room weekly x 4 weeks, to ensure lamps are

present at the bedside for each resident. Audits will be discussed In monthly QI meetings.

The QI Commiitee will determine if continuad auditing Is necessary based on 3 consecutive months of compliance
The Administrator s responsible for sustained compliance. Monitoring will be ongoing.

Repeat Violation: Na Date(s) of Previcus Violatlan(s}

Signature of Lagal Entity Representalive g .
{Raquirad on EVERY Pagel &QW L Al

Printed Name and Title of Legal Entity Representative Date
{Required on EVERY Pagel . "
Chyistne L. Kine

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
Theo above plan of correction Is approved as of Jﬂ} o )_f_& Plan of correction implamentation status as of [0] (4] §
{Da ——45—‘

ale]
The above plan of correclion was approved by __ !% Elf-];/
{nftiats)

10142018

Fully Implemented
Partially Implemented - Adequale Progress

Parially Implemented - Inadequate Progress

L

Not Implemented




Page 7 of 21

Violatlen Roport: 14256 - Q8/13/2018 - Gillespie, Denise
PCH Name: FARK CREEK PLACE MEMORY CARE

1. REGULATION 55 Pa.Codo §2600
2600.103(e) - Food served and returned from an individual's plate may nct be served again or used in the preparation of
other dishes. Leflover food shall be [abeled and dated.

2a, DESCRIPTION OF VIOLATION
On 8/14/18 there were 3 pitchers containing what appeared to be cranberry julce and 2 piclures containing what appeared fo be
orange julce present in refrigerator #1, There were no iabels or open dates present on the pitchers.

On 8/14/18 there was a plastic coniainer with a lid containing what appeared to be fruit cocklait present in rafrigerator #3 In the
kitchen. There was no |abel or open date on container,

On 8/14/16 a metal bow! covered in plastic wrap cenlaining what appeared to be vanllia pudding present in refrigerater #3 1n the
kitchen. There was no label or apen date on the bovd or plastic wrap.,

2, PLAN OF CORRECTION (POC) (Allach pages as necessary, Remember that you must sign and date any attached pages.}
Includs slops fo eomact the violation describad above and steps to prevenl a similar violation Irom oceurring again, If sleps cannol be compleled
Immadiately, includs dates by which the slaps will he completad.

The juice, frult cocktall and vanilia pudding were discarded immediately.

The Chef was re-trained on procedure to labei and date food on Augst 23, 3018 by the Dining Services Manager.
The Kitchen staff were re-trained on procedure to label and date food on Agust 23, 2018 by the Dining Services
Manager.

The ED and/or designee will check refrigerated food Bx/week x 4 weeks, then Axiweek x 4 weeks, then

weekly x 4 weeks, to ensure ltems are labeled and daled. Audits will be discussed in monthly Ql meetings..

The QI Committee will detarmine if continued auditing Is necessary based on 3 consecutive months of compliance,
The Chef Is responsible for sustained compliance. Monitoring will be angaing.

Repeat Violation: No Datae(s) of Previous Violation{s):

Slgnature of Legal Entlty Representative . .
(Requlrad on EVERY Pagal Chncatine L. Abire

Printed Name and Titte of regal Entity Representative )
{Reaultad on EVERY Page) Christine L.-Kling Date 10/172018

DEPARTMENT USE ONLY - HOMES MAY NOT WRET.E BELOW THIS LINE!

The zbove plan of correction s approved a5 of _L%g i Plan of correction Implementation siatus as of l() i {C{J)_]_X
at

Fuily implemented

Partially Impiemented - Adequate Progress

The above pian of correction was approved by Partially Impiemented - Inadequate Prograss

{Initials}

AL

Not implemented




Page § of 21

Viofation Report: 14256 - 08/13/2018 - Gillasple, Denlse
PCH Name: PARK CREEK PLAGE MEMORY CARE

1, REGULATION 55 Pa.Code §2500
2600.121(a) - Stainvays, haltways, doorways, passageways and egress routes from rooms and from the building must be
unfocked and unobstructed,

2a, DESCRIPTICN OF VIOLATION .

There are four emergency exit doors In the haliways of the home that are iabeled as an exit. The doors are alarmed with a
red alarm box in the shape of a stop sign and labeled "STOP alarm will sound". This can cause a resident to hesitate or
deter them from using the exit in an-emergency. .

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Rememmber that you must sign and dale any attached pages)
Inchide steps lo correct the viclalion described above and steps to provent & similar viclallon from occurring egain. If stops canri! be compleled
immudiately, include dalas by which the steps vl be complaled,

The word STOP was removed from the signs on the exit doors on August 23, 2018.

The Maintenance Techinican was trained on the requirement on August 23, 2018 by the Admnistrator and
the Regional Director of Operations. Picture altached.

The ED and/or designee wilf check exit doors during routine rounds weekly x 3 months to ensure there are

no STOP signs present on exit doors, Audits will be discussed in monthly QI meetings.

The Q! Committee will determing Iif continued auditing is necessary based on 3 conseculive months of compliance,
The Maintenance Techinican Is responsible for sustained compliance. Monitoring will be ongoing.

Repeat Violatlon: No Data(s} of Previous Violation{s):
Signature of Legal Entity Representative . .
(Reguired on EYERY Pagel , C)Am o K/aﬂ&

Printed Name ,and Titlt_z of Legal E;t.itiry Representative . o
{Reguired an EVERY Page] Christine L. Kline Date 10/112018

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correclion is approved as of l O( - Plan of correction Implemantation stalus as of lo l W hg/
[(LET

Fully Implemented

(Inillals)

Partially implemented - Adequate Progress

The above plan of correction was approved by Partially Implemented - Inadequate Progress

Not implemenied

HImEZIn




Page 8 of 21

Violation Report: 14256 - 08/13/2018 - Gillesple, Denise
PCH Namae: PARK CREEK PLACE MEMORY CARE

1, REGULATION 55 Pa.Code §2600
2600.123(c) - For a home serving nine or more residents, an emergency evacuation diagram of each floor showing
corridors, fine of travel to exit doors and localion of the fire extinguishers and pull signals shall be posted in a conspicuous

and public place on each {loor.

2a. DESCRIPTION OF VIOLATION
Tha home doss not have emergency evacualion diagrams posted in the home. There is one evacuation diagram hung under a shelf
and Is partially hidden behind a telephone on the receptionist's desk. This is not posted in @ conspicuous and public place and not
visible or accessible lo residents or visitors in the evenl of an smergency,

| 3. PLAN OF CORRECTION (POC) (Attack pages ss necessary. Remember that you must sign and date any attached pages.)
Include steps to corract the violation described above and steps fo prevent a simitar violation from accuring agaln. I sieps cannot be compleled
immediately, include dales by which the sleps will be compleled.

Emergency evacualion diagrams were posted by the Regional Director of Operations on August 23, 2018.
The MT was re-educated regarding the requirement for posting emergency evacuation diagrams on
August 23, 2018 by the Regional Director of Operations. Picture attached.

The ED and/or designee will check emergency evacuation dlagrams during routine rotinds waekly x

3 months to ensure they remain in place. Audits will be discussed in monthly QI mestings.

The QI Committee will determine If continuad auditing Is necessary based on 3 consecutive months of compilance.
The MT Is responsible for sustained compliance. Monitoring will be angoing.

Repeat Violatlon: No Date(s) of Previous Violation{s):
Slgnature of Legal Entify Representative P .
[Required on EVERY Page] - Chreatare L. Rline

ﬁrfﬁted Nam.é and Title of Lagal Entity Represéﬁtétiva
. . Data 10172016
{Raquired aon EVYERY Paqe)' . Chistne L. i

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]

The above plan of correction is approved as of ! 0( / i Plan of correction Implementation stalus as of [D}19 || ﬁ(
ale J—L-g—l-‘
ate)
Fully Impiemented
The ahave plan of correclion was appraved by éﬁ

(Initials)

Parlially Implemenied - Adequals Progress

Parially Implemenled - Inadequale Progress

Not implemented

oo a




Page 10 of 21

Vlolation Report: 14256 - 0871372016 - Gllespie, Demisa
PCH Nama: PARK CREEK PLACE MEMORY CARE

1. REGULATION 55 Pa.Code §2600

2600.144(a){ , - Aresident shall have a medical evaluation by a physician, physiclan's assistanl, or certified registered
nurse practitioner documented on a form specified by the Depariment, within 80 days pridr fo admission or within 30 days
after admission. o ' n T sy

2a. DESCRIPTION OF VIOLATION
The medical evaiuatlon for rasident Rasldent #1, dated 6/26/18, does not include medication regimen, Alsc section 7 on page 2 of the

document of medical evaluatlon s blank.. e L

3, PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
include steps fo correcl the viclalion described abave and steps lo preven! a similar violalion from occurdng agaln. If sleps cannol be complated
Immediately, include dales by which the stops will ba campleled,

Resident #1's medical evaluation was complated on June 26, 2018, including the medication regimen and

section 7.
The Care Services Manager (CSM) was re-trained on the requirement to include the medication regimen with

the medical evaluation and completion of section 7.

The ED and/or designee wili audit 5 resident recordsiweek x 4 weeks, then 3 resident records/week x 4 weeks,
then 1 resident record weekiy x 4 weeks, to ensure medical evaluations include the medication regimen and
completion of section 7. Audits will be discussed in monthly QI meetings. The QI Committee will determine if
continued auditing is necessary based on 3 consecutive months of compliance.

The CSM is responsible for sustained compliance. Monitoring will be ongoing

' ' . ) N , LQ ‘
The 0sM witl veview aul Resident Dugs when Hhe prescanbe hds Conp L

Jhe oviluation o emsue L yegonitd, elamgscte 08 G PME have
been Cémplpﬂal., &Lﬁ/ﬁ"ﬁ l.l;)mfu,d,m,% ’

&0 /o{za/)é/

Repeat Violation: No Dateis} of Previous Vicolatlon{s):

Signature of Legal Entity Rapresentative ,/),«5 5 ,é-« /{%

{Required on EVERY Pagp)

Printed Name and Title of Legal Entity Representalive  opuoeo | kine Date 1012018
[Reauired on EVERY Pagel

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 0 —Lg—- Plan of correction implementation status as of [ 0‘ 11 ’ts
: {Dale}

Date)

Fully implemented
Parially implemenled - Adeguate Progress

Pasiially implemenled - inadequale Progress

‘The above plan of correction was approved by @

(Inifials}

LUEd

Neot implemented




Page 11 of 24

Violation Report: 142506 - 081372018 « G'Htespie; Denlse
PCH Name: PARK CREEK PLACE MEMORY CARE

1. REGULATION 55 Pa.Code §2600
2600.141(b}{1) - A resident shall have a medical evaluation at least annually.

2a. DESCRIPTION OF VIOLATION
Resident #2 has a medical evaluation completed on 915115 and 1211717 documented In residents record, There Is no documanted

annuzl medical evsluation for 2018.

3, PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and datc any aftached pages.)
Includa slops fo corect tha viclalion deseribed abévi and sfops fo pravent a slaiflar viclation from occurring again. If steps cannol be completad
inynediately, includs Uatas by which the sleps vill be comploled.

Resident #2's 2016 medical evaluation cannot be corrected. Current annual medical evaluation will
be completed prior to 12/10/18.

The CSM was re-lrained on the requirement for anhual evaluations on (DATE) by (WHOM).

The ED and/or designes will audit 5 resident recordsiweek x 4 weeks, then 3 resident records/week x 4 weeks,
then 1 resident record weekly x 4 weeks, to ensure annual evaluations are compieted.

Audits will be discussed in monthly QI meetings. The QI Commiltee will determine if continued auditing is
necessary based on 3 consecutive months of compliance.

The CSM is responsible for sustained compllance. Monitering will be ongaing

Repeat Violation: No Data(s} of Previous Violation(s):

Signature of Legal Entity Representative . 2 s L /</Z

{Reuuired cn gyERY Page)

Printed Name and Tltle of Legal Entity Representative  Chdstine L. Kine Date 1011018
(Requlred on EVERY Pate) &

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above pian of corraciion Is approvad as of ? L:‘—)LE»- Plan of correction implamentation stalus as of ’ D‘ ! q ]5/
ale
' (Date

Fully Implemented
Parially Implemented - Adequate Frogress

Padially Impiemented - Inadequale Progress

The above plan of correction was approved by @

{Initiais}
Not implemented

DOEO




Page 12 of 21

Vioiat'xdn Report: 14256 - 08/13/2018 - Gillespia, Denise
PCH Name: PARK CREEK PLACE MEMORY CARE

41, REGULATION &5 Pa,Caoda §2800
2600.183(e) - Prescription medications, OTC medications and CAM shall be stored in an orgapized mannes under proper
conditions of sanitation, temperature, moisture and light and In accordance with the manufaclurer's Instructions.

2. DESCRIPTION OF VIOLATION
On 8/14/18, one white oval pilt and one while capsule were found loose In the tha secand drawer of the South medication carl.

A, PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember lhat ypu must sign and date any aitached pages.)
tnelisde steps lo correct the viclkon desgribad above and sleps to pravent & sinilar violation from cocurring again. If steps cannot be complelod
immetialely, inclide dales by which the sleps vill be complalad.

The loose pills were discarded on the date of inspection,

The Med Techs will be re-trained on organization and proper conditions of sanitation by Care Services Manager
on Qctober 3, 2018 or October 4, 2018 at the manadtory staff meeting.

The CSM andjor designee will audit the med carts weekly x 3 months to ensure it remains organized

and in proper condition of sanitation. Audils will be discussed in monthly QI meetings.

The QI Committee will determine if continued auditing is necessary based on 3 consecutive menths of compliance.
The CSM is responsible for sustained compliance. Monitaring will be ongoing

Repeat Viglation: No -1 Data(s) of Previous Violation{s):

Signature of Legal Entity Representative f,i s .Z.—. Kg

(R'equire’d_ on EVERY Pags)

Printed Name and Title of Lagal Entity Representative ' Date
{Required on EVERY Page) Christne L Kiine  tonmote

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
' The above plan of correction s approved as of Lo -!-fw Pan of correction implementation status as of }0 l 19 'fg/

Date} Oate
[:] Fully Implemented :

Parlially Implemented - Adequale Progress

g; D pacially Implemented - Inadequate Progress
{Inifials)

The ahove plan of correction was approved by

[ ] Not implemented
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Viciaion Report: 14258 - 08/13/2018 - Gillespie, Denise
PCH Name: PARK CREEK PLACE MEMORY CARE

1. REGULATION 55 Pa.Code §2600
2600.185(a) - The home shalt develop and Implement procedures for the safe storage, access, security, distribution and
use of madicalions and medlcal equipment by trained staif persons,

2a. DESCRIPTION OF VIOLATION ‘
Resident #1 Is prescribed Hydrocorisone Gream 2.5% Oltinent Agiply lo bliateral lovier extremity bwics dafly as needed for liching and
Acstaminophen 325mg lablets Take two tablets by mouth every 6 hours as needed for pain/fever. Medications are nol present In
madicalion cari or homa for resldents use.

Resident #3 glucemeler readings are nol recerded on the MAR, Resident has a physlcians order to inject 30 units of Lavermir 100/unit
Jmi when blood sugar reading Is equal to of greater than 130, There are readings In residents glucomelar but there are no recorded
bood glucose [evals in Resident #3's record excepl for 8/4/18.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
includs steps to correct the violation dascribed sbove and sleps lo prevent a similar viclation from ocourring again. If steps cannot be completed
immadiately, include dales by which the slaps will be compleled.

Resident #1's hydrocortisone cream and acetaminaphen were re-ordered on August 23, 2018.

Current Glucometer resuits for resident #3 are recorded on the MAR.

The Med techs were re-trained on re-ordering medications timely and recording glucometer results on August
23, 2018 but Care Services Manager. ]

The CSM andlor designee will audit current as needed orders to as needed medication availabitity for

5 residents/week x 4 week, then 3 residentsiweek x 4 weeks, then 1 resident/ week x 4 weeks, to ensure
current as needed medlcations are available as ordered. Audits will be discussed In monthly QI meetings.
The QI Committee will determine if continued auditing is necessary based on 3 consecutive months of compliance,
The CSM Is responsible for sustained compliance. Monitoring will be ongoing

Repeat Violation: No Datels) of Pravious Violation(s}!

Signature of Legal Entity Represaniative . .
{Requlrad on EVERY Page) %«iﬁr"v& L. /{&%

Printed Name and Tltle of Legal Entity Repressntéﬂve . Date
{Required on EVEBY Paqge} Ghilsine L. Kine .

DEPARTMENT USE ONLY - HOMES NMAY NOT WRITE BELOW THIS LINE!
The above plan of correction Is approved as of ﬂ}_ﬁﬁ. Plan of correction implementation stalus as of / D{! q Q i
Da

Date} i
[:] Fully lmplemented

[ﬂ Pariially Implemented - Adaquate Progress
9 [:] Partially Implemented - Inadequals Progress

[:] Mot Implemented

The above plan of correction was approved by -
{Initials)
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Violation Report: 14256 - OBIT372018 - Giilespia, Denise
| PCH Name: PARK CREEK PLACE  MEMORY CARE

1. REGULATION 55 Pa,Code §2600
2600.187{d) - The home shall follow the direction$ of the prescriber.

2a, DESCRIPTION OF VIOLATION

Staff member C signed off on resident #1's medication adminisiration record that Latancprost 0.005% Drops {Insifi 1 drop each aye at
bedtime for glaucema) was given on 7/4/18 theough 7/17/18 at 8pm. Through staff interviews it was determined that this medicalion
was not given to resident.

Resident #3's Glucometar has na blood giucose readlngs on dates 8/6/18, 8/8/18, B/9/18 and 8/12/18, Restdents order for Levermir
100unitim! Is to inject 30 units when blood sugar reading is equal fo or greater than 130. The restdents medication adminisiration
“record is signed off that 30 uniis of Levermir 100u/ml ware given on dales B1/18 through 8/13/18 indicating that tha home gavs the
medication without checking the residents bicod sugar fevel.” .

3. PLAN OF CORRECTION (POC) {Attach pages as necessary, Remember (hat you must sign and date any attached pages.)

Inciure stips lo coifve! the viclalien descrited nlove end slaps lo preven! b stinflar viclallon from cucurting egain, ¥ steps cannol be complated
immedintely, include dales by which the steps will ba conydeted

Staff member C is no longer emplayed at the community.

Med techs were re-tralned on following the directions of the prescriber by Care Services Manager on

August 23, 2018.

The CSM and/or designee will observe and audit medication administration, Including glucometar checks

and documentation, for 5 residents/week x 4 week, then 3 residents/week x 4 weeks, then 1 resident/ week X

4 weeks, to ensure directions of the prescriber are followed. Audits will be discussed in monthly QI meetings.
The Qi Committee will determine if continued auditing is necessary based on 3 consecutive months of compliance.
The CSM is responsible for sustained compliance. Monitoring will be ongoing

Woeduk H3 Gluometr resilfs Qe Nes tecodled tnhe NAR . The
Csm pall Compare dine Resiglonds Glveametes r&ad&xjﬁ Wit He peesalid
FesyUTe on Y M2 v gnSue Ye ¥ Notmation 1S Cerresty

St@rdne, 1mnudiakly o
T &0 10lnis

Repeat Violation: No Date(s) of Previous Viclatian(s):

Slgnature of Legal Entity Representative Wm ya Alie

{Reduilred an EVERY Pags)

Printed Name and Title of Legal Entity Representative ... o0 Date 101172018

{Regulred on EVERY Pagal
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

N f
The above plan of correction Is approved as of .\QALL#{ Plan of correclion implementation stalus as of / 0 4 i) d(
halef

~ {Dale

D Fully Implemented

El Parlally Implemented - Adequale Frogress

The above plan of correction was approved by f/ D Partlally Implemented - Inadequate Progress
Hale) [] Notimplemented
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Violation Report; 14258 - C8/13/2018 : Gillesple, Denise
PCH Name: PARK CREEK PLACE MEMORY CARE

1, REGULATION 85 Pa.Cods §2600
2600.224(a) - A determination shall be made within 30 days prior to admission and documented on the Department's
preadmission screening form that the needs of the resident can be met by the services provided by the home.

2a. DESCRIPTION OF VIQLATION
There Is no preadmission sareaning form for resident #4, admitled 6/1/18,

3. PLAN OF CORRECTION [POC) (Attach pages a3 necessary, Remember that you must sign and date any attached pages.)

Include sleps to corract the violation described above and sleps fo prevent a similar violetion fram cccurring again. If steps cannot te compleled
immedinlaly, include dalas by which the sleps wii be complated.

Resident #4's pre-admission screening cannot be corrected as resident moved in on 8/1/18,

The GSM was trained on the pre-admission screening requirement on August 23, 2018 by the Adminstrator

The ED and/or designee will audit resident records prior to move-in x 3 months to ensure the pre-admission
screening form is completed. Audits will be discussed In monthly QI meetings.

The QI Commitiee will determine if continued auditing is necessary based on 3 consecutive months of compliance
The CSM is responsible for sustained compitance. Monitoring will be ongoing

The admimedady Wil et dhe needs of Resiclest By o eleitrmine

H" Jha }'\Gﬂu, Cep mweetr <the anEﬂL; of \H’}(’» Qgg r'cf(\,bf’ (')b] \3«[&& JQNM(&S
PWR@A [0:,,} e }’m’}\a,, W idhn e nest 10 d &b) s of m;zcap*f
of ¥his Plan of Corechin,

oV /D//‘?//Z}

Repeat Vialation: No Date{s} of Previous Violafion(s):

Slgnature of Legal Entity Representative ¢ . .
{Requirad on EVERY Pagd] ) %W L Ké)ﬂb

Printed Name and Title of Legal Entity Representative  o~phe ) one Date 10172018
{Reqtifrad oh EVERY Payal

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

¢
The above plan of correclien (s approved as of M[Eﬁ@éﬁ{ Plan of corraction implementation status as of [0/ /J/
a "' (of ate)

Fully Imglemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by _ @ Partially implamented - Inadeguale Progress

(nitiats)

W

Nat Implemented
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Viotation Re{w:‘f: 14256 - 08}1 32018 - Gillespie, Dgnise
PCH Mame: PARK CREEK PLACE MEMORY CARE

1, REGULATION 55 Pa,Code §2600

2600.225(a) - A resident shalt have a written initial
within 15 days of admission. The administrator or designee, or a human service &

assessment.

assessment that Is documented on the Department's assessment form
gency may complete the initial

2a. DESCRIPTION OF VICLATION
Resident #4's Inilial assessmenl plan dated 5/30/18 does nol praperly evaiuale o Identify hearing, vislan, dental, or incontinence

needs,

a2, PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any atiached peges.)
Inciuyde sleps to comect:tha violation dascrbed above and steps lo prevent 2 smitar viclation from aceurring agein, If steps cannol be complelad

Immedialely, Inchudde dolas by viich ths sleps vl bs compielad,

Resident #4's initial assessment cannot be corrected as it was dated 5/30/18. Tha current Assessment and
support plan, completed on September 20, 2018 by Care Services Manager, includes the proper evaluation for
hearing, vision, dental and incontinence necds.

The CSM was trained on this requirement on August 23, 2018 by the Administrator.
The ED and/or designee will audit initial assessments for new admissions within 15 days of admission x 3 months,

Audits will-De discussed in monthly QI meetings. The QI Committee will determine if continued auditing is

necessary based on 3 consecutive months of compliance.
The CSM Is résporisible for sustained compliance. Monitoring will be ongoing

Repeat'ﬂolation: No Date(s) of Previous Vietation{s]:

Signaturs of L.egal Entity Represantative g .

{Raduired on EVERj{ Pagel

Printed Name and Title of Legal Entity Representative
{Required on EVERY Page}

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

O
[0)14 (- Plan of correction implementation status as of fo]a 4
Date ate)

[] Fuly Implemented
@ E{] Parlially Implemented - Adequale Progress
The above plan of correclion was approved by D Partially Implemented - Inadequate Progress
{Initials)
[] Notimplemented

Chdstine L. King 107412048
Date

The above plan of correction is approved as of
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Vialation Reparl: 14256 - §8/13/2018 - Gillesple, Denlse
PCH Name: PARK CREEK PLACE MEMORY CARE

1. REGULATION 55 Pa.Code §2600

2600.227(d) - Each hame shall document in the resident's support plan the medical, dental, vision, hearing, mentat heallh

or other behavioral care services that will be made available to the resident, or referrals for the resident to outside services
if the resident's physician, physician's assistant or cerfified registered nurse practitioner, determine the necessity of these
services.

2a. DESCRIPTION OF VIOLATION )
The assesament far resldent #5, daled 6/27/18, kas a need ldentified that restdent wanders Into other residents pedrooms. The

resldent's suppori plan doas not document how this need vl be met,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember (hat you must sign and date any altached nages.)

Includa steps to cerrect the violalion deseribed abova and steps to prevenl a simillar viclallon lrom occuring again. M steps cannot be complefod
immadiately, includa dates by which the steps will be compleled,

Resident #5's current support plan was updated en Septemer 20, 2018 by Care Services Manager to identify
the need ihat resident wanders info other residents bedrooms,

The CSM was trained on this requirement on August 23, 2018 by the Administrator.

The ED and/or designee will audit § resident records for wandering residentsiwveek X 4 weeks, then 3 resident
recordsiweek x 4 weeks, then 1 resident record weekly x 4 weeks, to ensure the support plan includes how the
resident's need will be met, Audits will be discussed in monthly Qf meetings. The QI Commiltee will determine
if continued auditing is necessary based on 3 consecutive months of compliance.

The CSM Is responsible for sustained compliance. Monitoring will be engoing

Repeat Violatlon: No Date(a) of Previous Viclatlon{s}:

Signature of Legal Entity Representative C .
{Retjuligd on EVERY Paue) . C)/mm L. /{é}%

Printed Name and Title of Legal Entity Representative Chuistns L K Date 1012018

{Required on EVERY Page}

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW TH!S LINE!

G :
The abova plan of correction [s appioved as of O( %{gj—i—%— Pian of correction Implementation stalus as of )UI 14 !/ ¢
’ ) Dat#)

[(] Fully Implemented ‘

@ Partlally Implemented - Adaquate Progress
The above plan of correction was approved by @" D Partially lmpiemante::i - Inadequale Progress

initial
(nitials) (] Wotimplemented
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Visiation Repart 14260 - OB/14/2018 - Glllesple, Denise
PCH Name: PARK CREEK PLACE MEMORY GARE

4, REGULATION 85 Pa.Code §2600
2600.227(g) - Individuals who participate in the development of the support plan shall sign and date the support plan.

23, DESCRIPTION OF VIOLATION
Regident #1's support plan dated 8/7/15 does nel contain a signature er mark indicating that resident is unablefrefused to sign of
participale,

Resident #4's support plan dated 5/30/18 does nol contaln a signalure of mark indicating that residentis unablefrefused lo sign ar
participate.

Residant #4's support plan dated 5/30/48 is nol signed by sayene wha participaled in the developurent of the supporl plan.

2. PLAN OF CORRECTION {POC) {ARach pages a5 necessary, Remember that you must sign end date any stlached pages.)
Includa steps to correct the viclatlon doseribed above and sleps lo pravent a simiar violation fram eceurring again. If sfeps cannof be complated
Immadiately, Includa dales by vihich tha stops wii be complofed.
Resident #1°s support plan was reviewed with the Resident's responsible party on 8/20/2018.
Resident #4's support plan was updated on 9/20/2018, is signed by anyone who participated in the
development of the support plan, and Is signed by Care Services Manager
The CSM was irained on this requirement on 8/23/2018 by the Administrator .
The Administrator and/or designee will audit 5 resident records iweek X 4 weeks, then 3 resident recordsiweek x 4
weeks, then 1 resident record weekly x 4 weeks, to ensure the support plan includes a signature or mark
indicating that resident is unablelrefused to sign or participate, and Is signed by anyone who participated
in the development of the support ptan. Audits will be discussed in monthly QI meetings.
The QI Committee will determine if continued auditing is necessary based on 3 consecutive months of compliance

The CSM is responsible for sustained compliance. Monitoring wil be ongoing

NL hesident SbWwF Dlans wil{ indicale (¥ dhe 2@5\&%& p&fha’)‘c\)'la(,‘ A
Jhe dexeloppont of- e Suppint Pl » TE the RSt M4, ol a,ml«%d
Jhe CSM ] tL“H&in Jo ohtuin & Resiget Sighattit and Vhe ,-
v owi doaneatd

pdenpls made Yo obloin o :;fc,;{a,%ma or ML
on He Svppad P 24t e VNI LaR!
wpat lan | Skactig 1 bkl ey " /,q /lé

Repeat Violation: No Date(s) of Pravious Violation(sh:
Signatura of Legal Entity Representatlve Lo, .
(Roqulred on EVERY Page) Chreataine L. Rbina

Brintad Name and Title of Legal Entlty Representative
{Roqutred on EVERY Pago}

Chelstina i Wing Date wizole

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction Is approved as of ( 12 1 Plan of correction Impfemantation stalus as of () o f
{Oatejt ..~ . - {7ata) .
(] Fuly implemented o
@ g:] Partially imptemented - Adequate Pragress
Tne above plan of correclion was approved by : D Parfially Implemented - inadequale Pragress
(nitiae) D Mot lmplemented
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Vialalion Roport 14255 - 0B/13/2018 - Gillaspie, Depise
PCH Name: PARK CREEK PLACE MEMORY CARE

1. REGULA%'ION 55 Pa.Code §2600
2600.227(h) - If a resident or designated person is unabie or chooses not o sign the support pian, a notation of inability or

refusal to sign shall be documented.

2a, DESCRIPTION OF VIOLATION
Resident #1's support plan dated 8/7/18 dees not contaln & signature or mark Indicallng thal resident is unablefrefused to slgn or

pariicipate.

Resident #4's suppart plan date 5/30/18 does nel contain a signature or mark Indicating thal resident Is unable/refused to sign or
panicipate.

3, PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

Inclinde sleps lo camecl the violalion destrilied abuve and steps lo prevent a simiiar vicfation from occurting again. if steps cannot be complaled
immedialely, Ircliria dates hy which the sleps wilt he complaled,

Resident #1's support plan was reviewed with the Resident's responsible parly on (DATE).

Resident #4's support plan was updaled on (DATE), s signed by anyone who parlicipated in the development
of the suppart plan, and is signed by (WHOM)

The CSM was trained on this requirement on (DATE) by (WHOM).

The Administrator andfor designee will audit 5 resident records fweek x 4 weeks, then 3 resident records/week x
4 waeks, lhen 1 resident record weekly x 4 weeks, to ensure the support plan includes a signature or mark
indicating that resident is unable/refused to sign or participate, and is sighed by anyone who participated In

the development of the support plan. Audits will be discUssed in monthly Q! meetings.

The Ql Commiltee will determine if continued auditing Is necessary based on 3 consecutive manths of compliance
The CSM is responsible for sustained campliance. Monitoring will be ongeing

Repeat Viclatlon: No Date{s) of Previous Vielatlon{s);

Slgnaturs of Legal Entity Representative C/ ) L KZ

{Requirad on EVERY Pagel

Printed Name and Titte of Legal Enflty Representative  cudstine . kno Date 10/112018

{Required on EVERY Paga}

DEPARTMENT USE ONLY - HONMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of ) 01l o}‘“@ Plan of correction implementation status as of (D[4 &
{Datiaf O3ty
{:]~ Fully Implemented

g-i m Partially imptemented - Adequate Progress

The above plan of correclion was approved by D Partially Implemented - Inadequale Progress

{Initials)

[T] Notimplemented
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Violation Report: 14256 - 08/13/2018 - Gillespie, Denise
PCH Name! PARK CREEK PLACE MEMORY CARE

1. REGULATION 55 Pa,Code §2600

2600,236 - Each direct care staff person working in a sacured dementia care unil shail have & hours of annual training
refated to dementia care and services, in addition to the 12 hours of annual training specified in § 2600.85 (relating to

direct care staff person training and orientation).

2a. DESCRIPTION OF VIOLATION
Direct care staff person B had only 1 hour of iraining In dementia care during Yralning year 2017,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and dute any attached pages.)
Inciude sleps ta corract tha violalion descibad above and steps to prevent a similar vislation from occuming again. If steps cannot be complaled
Immadiately, Include dales by which the staps will be completed,

Direct Care staff person B completed 6 hours of annual training related to dementia care and services on {DATE).

(note: if not done, by what date will it be completed on?)
Direct Care staff will receive the required annual training related to dementia care and services per calendar year.

The Business Office Manager (BOM) and/or designee will audit current employee files monthly x 3
months, to ensure required tralning is complate. Audits will be discussed in monthly QI meetings.

The Q Committee will determine if continued auditing Is necessary based on 3 consecutive months of compliance,
The Administrator is responsible for sustained compliance. Monitoring will be ongoing.

Sinee B Will recie 11 hoirs of Dongroh i refade L iy cd
d()éum'r\%uh n W he W?Clmiﬁt{'n{?i o T additur 4 e f‘(,f,pU)rf,/L

. - . 3 5 .
12 hovis of annval DC Stare Haining j pripr O 12 )

& 10 )15{)} §

Repeat Violatlon: No Pate(s) of Pravious Vloiailoiﬂs):
Szgln;;}izedo:;;%aéiszgzgipresentativa ;7 » > L /«M
fﬁli;gtﬁﬁebila?ne ;\:']gg‘:’_ﬂ:aoiz Legal En“tlkty Representative .ot iame Date 1012018
- DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LiNE!

The above plan of correction is approved as of .[-Q-gfg—'i Plan of correciion implementalion status as of | ;Diﬂa(e‘ 16

[T} Fully implemented
Parlially impfemented - Adequate Progress

Barially Implamented - Ingdequale Progress
(Initiais}

:
The above plan of correction was approved by I:]
[::] Not implemented






