pennsylvania

DEPARTMENT OF HUMAN SERVICES

MAY 09 2018

Mr. Dave MacKenzie

Program Director

Mentor ABl, LLC

8816 West l.ake Road

Fairview, Pennsylvania 16415

RE: NeuroRestorative Pennsylvania

1331 Dutfch Road
Farview, Pennsylvania 16415
Certificate #: 448180

Dear Mr. MacKenzie:

As a result of the Department’'s Bureau of Human Services Licensing annual
inspection on January 22, 2019, of the above facility, the violations with 55 Pa. Code
Ch. 2600 (relating to Personal Care Homes) specified on the enclosed violation report
were found.

All citations specified on the enclosed violation report must be corrected by the
dates specified on the violation report 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 hitps://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,

Enclosure
Violation Report

Bureau of Muman Services Licensing
625 Forster Street, Room 831 | Harrisburg, PATT120 {717,783 3670 1 F 717.783.5662 | www.dhs stale pa. qov




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 0f 4

PCH Rame: NEURORESTORATIVE PENNSYLVANIA License Number: 44818
Address: 1331 DUTCH ROAD, FAIRVIEW, PA 16415 County: Erie
Administrator: Dave Mackenzie Reglon: WEST
Legai Entity Name: MENTOR AB] LLC
Lagal Entity Address: 6816 WEST LAKE ROAD, FAIRVIEW, PA 18415
Certificate(s) of Occupancy

R-3

1072472016

Fairview Township
Staffing Hours

Resident Support: ( ’ Total Daily Staff: 5 Waking Staff; 4

Type of inspection: Fuil BHA Dacket Number: Notice: Unannounced

Reason(s) for inspection(s)
Renewai

On-Site Inspections Dates and Department Representatives On-Site.

01/22/2018; Gilietie, Lot

Off-Site Inspection Dates and Inspectors, if Applicable

Gther Details
Partial or Fult Triggers: Random Indicators:.
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 5 Number of Residents who:

Number of Residents Served: 5

Secured Dementia Care Unit in Home: No

Area:

Secured Dementia Unit Capacity, if Appiicable: o

Kumber of Residents Served in Secured Dementia Care Unit,
if applicable:

Number of Current Hospice Residents: 0

Humber of Hospice Residents in past year: 0

Receive Supplemental Security Income: 5~

Are 80 Years of Age or Older: |

- Have Mental lliness: | —

Have an Intellectual Disabliity; 1.
Have a Mobility Need: 0 «

Have a Physlcal Disability: 1=




Page 2 of 4

Violation Report: 44813 - 01/22/2019 - Gifletle, Lon
PCH Name: NEURORESTORATIVE PENNSYLVANIA
1. REGULATION 55 Pa.Code §2600

2600.25(b) - The contract shall be signed by the administrator or a designee, the resident and the payer, if different from
the resident, and cosigned by the resident's designated person if any, if the resident agrees.

2a, DESCRIPTION OF VIOLATION
The resident-home contract for resident #1, dated 11/9/1 5, was not signed by the resident.

3. PLAN OF CORRECTION {POC) (Aitach papes as necessary, Remember that you must sign and date any attached pages.)
Include steps to carmect the vislstion described above and steps fo

prevent a similar violation from occurring again. I steps cannct be completed
immediately, include dales by which the steps will be completed.

£

Atccladh s o Aesidency Pgreement Addendom sigred oy
Resident F1 | (wicw weXroaiedels e iy in ceement
wihn 1 fesidency Agreements sigred oo W Lsz%o«\
Guerdion on \\\f«\ib chok a\‘s?:\i“é,

Allcaved 18 an 0@6@\,({& ?\&Mxﬁsim TSt Linich now
AT AR SR Ras%éy‘{»{ P;ﬁrcﬂ,wan%s we fo Wt
Sieeed by he Goerdien PAnd Resident.

Within 30 days of receipt of the plan of correction: A designated staff person wilt check alf resident-hiome contracts
to ensure each is signed by the administrator or designee, the resident and the payer, if different from the resident.

% 4/23/19

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

Signature of Legal Entity Represgntative
(Required on EVERY Page)  Nlo i1/

Printed Name and Title of Legal Entity Represenfative
{Required on EVERY Page) : . ! (

Deve, WocVonzie - CrogrcePirector Highi9

w |

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

The above plan of correction is approved as of 412319
‘ (Date)

Date

Plan of correction implementation status as of ~ 4/23/19

(Date}
[:[ Fully Implementad

M Fartially Implemented - Adequate Progress

The abave plan of correction was approvad by i Eﬁé Z D Partially Implementad - Inadequate Progress
itials)

[] Notimplemented
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Violation Report: 44818 - 01/22/3010 - Gilleks, Lon
PCH Name: NEURORESTORATIVE PENNSYLVANIA
1. REGULATION 55 Pa.Code §2800

2600.96(a} - The home shall have a first aid kit that includes nonporous disposable gloves, antiseptic, adhesive bandages,
gauze pads, thermometer, adhesive tape, scissors, breathing shield, eye coverings and tweezers,

2a. DESCRIPTION OF VIOLATION
The first aid kit in the cioset across frem the office does not include scissors.

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

Inchide steps to correct the viiation described above and sleps to prevent a similar viclation from sccurring again. If steps cannot be completed
immediately, include dates by which the sieps will be completed.

Scissars  were pletedd e in e Fiesr A WY et
e Hee oF iaspechion,

The Administecdor oc da-signeﬁ. WL eraure Thet Te
progaen's  First A KXY cotdeins ol e reguired
HHeens o3 Perk oF heir weediy Progre.m

Wl Incoxn g ondk  tnontnly  Scledy S . Arkeched
is o gche of he Fiast Aid Wy witn scissees
Ae¥en Juring fe therth it .

Repeat Vicolation: Yes Date(s} of Pravious Violation{s): 01/28/2018

Signature of Legal Entity Representative
Reguired on EVERY Page EES m s /M .

Printed Name and Title of Legal Entity Representative Dat
(Required on EVERY Page) -7y 4 {3 h{%

Sove Mackonzic - P Coomon Diroctar Al
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 4/23/18

Plan of correction implementation status as of  4/23/10
(Dals}

{Data)
l:] Fully Implamentad

@ Partially Implemented - Adequate Progress

The above plan of corettion was approved by D Partially Impiemented - Inadequate Progress
/Ei‘iﬁals)

[ ] Netimplemented
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Violation Report: 44818 - 01/22/2019 - Gilletis, Lon
PCH Name: NEURORESTORATIVE PENNSYLVANIA

1. REGULATION 55 Pa.Code §2600

2600.225(a) - A resident shall have a written initial assessment that is documentad on the Department's assessment form

within 15 days of admission. The administrator or designee, or a human service agency may complete the initizl
assessment,

2a. DESCRIPTION OF VIOLATION

The assessment for resident #2, dated 11/13/18, does nat include the diagnoses of Migraines, Dysphasia, Speech Disturbance, Gait
Gisturbance. Receptive/Expressive Aphasia or Dysarthria as Indicaied on the medical evaluation, dated 12/8/18,

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

Include steps to tomect the violation described above and steps fo prevent a similar violation from occuring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.

Attocbed s o opdeded) Besident Assessment end Support
Pe.nn Froen 1{@\-{{‘@\\ WO includes e 55-1@%(\05‘35
(MBiceded on e chediced Bvcluetion dcded “9{("4‘8 .

Attccled. in an ypdeded Norsing Rssessenent foren, fosing
foroordh, s foreny wal b compleded AfYer 4
Ched CLC)-\ E\)C-\\)&S‘{ O\ 1S COCF&P\Q«#Q‘\“X\} W watll 2nsore

ol Biegroses Cromn e rhedice\ Eueducdicn oo included)
on e GAsE

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

Signature of Legal Entity Representative
(Reguired on EVERY Page) E éﬁmj .

Printed Name and Title of Legal Entity Representative
Requi . .
{Required on EVERY Page) Doap Mectlonrio - Pr%{?;ﬁ\g irecdnc ) ! L I 1<

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

The above plan of correction is approved as of ———%%%?mm Plan of correction implementation status as of  4/23/18

[Date)

Date

D Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by C D Partially Implemented - Inadequats Progress
Zfﬁiﬁats)

[ ] Notimplemented




