pennsylvania

DEPARTMENT OF HUMAN SERVICES

SENT VIA EMAIL: dclymer@enlivant.com
alclicense@enlivant.com

MAILING DATE: March 23, 2020

Mr. Daniel Guill
President / COO
Logan AID OPCO, LLC
180 Craigdell Road
Lower Burrell, Pennsylvania 15068
RE: Logan Place
Certificate #: 444940

Dear Mr. Guill:

As a result of the Pennsylvania Department of Human Services, Bureau of
Human Services Licensing, (Department) review on October 23, 2019, of the above
facility, we have determined that your submitted plan of correction is fully implemented.
Continued compliance must be maintained.

Sincerely,
y%wv
Jason Williams

Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
11 Stanwix Street, Room 230 | Pittsburgh, PA 15222 | 412.565.5614 | F 412.565.5633 | www.dhs.state.pa.us
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Facility Information i+ A
MName: LOGAN PLACE

Address: 180 CRAIGDELL ROAD, LOWER BURRELL, PA 15068

County: WESTMORELAND Region: WESTERN

Administrator 7 s
Name: DAVE CLYMER

Legal Entity

Name: LOGAN AID OPCO LLC

Address: 180 CRAIGDELL ROAD, LOWER BURRELL, PA, 15068
Certificate(s) of Occupancy R R RCE
Type: C-2 LP Date: 04/04/1957

Staffing Hours
Resident Support Staff: 0

"Inspection

Type: Full
Reason: Rehewa!

BHA Docket #:

Inspection Dates and Department Representative - 1072 5l il
10/23/20198 - On-Site; Jan Cutter, Barbara Barone, Jason Williams

Resident Detnog'i;é'p:_l)i_c.:ba_ta_ a_s_‘éf Inspection. Dates S

General Information
License Capacity: 47
Secured Dementia Care Unit .~ 7807
In Home: No Area:
Hospice “
Current Residents; 2
Number of Residents Who:

Receive Suppltemental Security Income: 0
Diagnosed with Mental Hlness: @
Have Mobility Need: 15

Violation Report

Phone: 7243340529

Total Daily Staff; 58

Capacity:

[foo1/038

License Nun__\bggr: 44__494

Email: ALCLICENSE@ENLIVANT.COM

issued By: Dept. of L &1

Waking Staff: 44

Notice: Unannourticed

Residents Served: 43

Residents Served:

Are 60 Years of Age or Older: 43
Diagnosed with Intellectual Disability: 0
Have Physical Disability: 7
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LOGANPLACE ...A4434

17 - Record Corfidentiality .-

Reghésdbens

.. 2600, R ) B

17. Resident records shall be confidential, and, excepl in emergencies, may not be accessible to anyone other
than the resident, the resident’s designated person il any, stafl persons for the purpose of providing
services to the resident, agents of the Department and the long-term care ombudsman without the written
consent of the resident, an individual holdin? the resident's power of atterney for health care or health care

proxy or a resident's designated person, or it a court orders disclosure.

Description of Viq}aﬁqn--_ G e

The resident privacy coding document was attached to the Licensing Inspection Summary, dated 12/27/2018, and
posted on the bulletin board near the office. The privacy coding document included the names of residents #1, #2
and #3,

Plan of Correction (POC)

fAttach pages as necessary. Remember thas you must $ign and dale any attachsd pages, lnchude steps to comedt the viokition described above and stop (o
preseent a siedlv visdotion fror aecoring soain, I steps cannot he coraploted venediotely, inchude dates by which the steps will be completad.}

The resident privacy coding document was removed immediately at the fime of the survey.

On October 23, 2019, an audit was conducled by the Executive Director of common areas to ensure that the privacy coding
documents were not present and confidential.

0On 10/23/2019, the regulation was reviewed with the Executive Director at the time of the survey, by the DHS surveyor.

The Executive Director or designee will confinue to review the binder weekly for three months and then monthly for three months to
ensure continued compliance. (attachment A)

Resuits of the audit will be reviewed in monthly Q. Continued auditing will be based on Sustained compliance for three months,
Monitoring will be ongoing.

Legal Entity Representative

Dave Clymer 1/22/20

YV,
Signature Printed Name and Title Date

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOX!

The abhave plan of correction is approved as of ___3/ 12/?9

Plan of correction implementation status as of  3f12/20
(Date) {Date)

dFull_y Implemented
¢

(21 Partially Implemented - Adequate Progress

The above plan of correction was approved by

|t|als) i Partially Implemented - Inadequate Progress
{J Not Implemented

..10/23/.20%9... e i s
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LOGANPLACE R L4404

652 - 5 Orientation 5t Dy

Regulations -
2500' . - - T — S N
65.a. Prior to or during the first work day, all direct care staff persons including ancillary staff persons, substitute

personnel and volunteers shall bave an orientation in general fire safety and emergency preparedness that
mcludes the following:

Description of Vi_olation Qo
Direct care staff person A, whose first day of work was 7/29/2019, did not receive this required orientation until
7/31/2019.

Plan of Correction {POC)

Attack pages s neceseany. Rernembar thit you vasst sagn andd date any attachad pagas. Inchule steps w0 corredd ihe violtion deserived above and sieps Lo
provient a simibar seolation Bom ocouming agam. I sleps cannol be coraplered immedistely, nchde dates Dy which the stepa will e completed s

On October 23, 2019, the executive director audited the current staff training charts to ensure that current
staff have received required training 2600.65(a).

The ED received training on 10/23/2019 regarding regutation 2600.65.a. by the surveyor,

The Executive Director or designee will audil five employee files monthly for three months for compliance of initial training.(Attachment B)

Results of the audits will be reviewed at monthly QI meetings. Continued audits will be based on Sustained compliance for three months.
Monitoring will be on going.

Please see Audit of 2600.85 (a}, page a. showing staff file audifs of December 2018 and January 2020,

Legal Entity Representative

Pri nPe%y?\lg%@%%d Title Date

Signatt.n‘e

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOX!

The above plan of correction is approved as of 312120 plapy of correction implementation status as o~ 3/12/20
(Date) (Dale)
%ul[y Implemented
. . .. Partia . ate Progress
Fhe above plan of corection was approved by C. (/o Partially Irplemented - Adequate Progress
itials) .J Partially Implemented - Inadequate Progress
L. Not Implemented
 30f13
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LOGAN PLACE 44494

66a - Staff Tlalnmg Plan :

Regulattons

2600. e e
66.3. A staff tiammq pldn shall be de\fe]oped armua”y.

Description of Violatign "

The home did not develop a staff training plan for 2019.

Plan of Correction (POC) - S

fAllaeh pges ax necessary, Remembar Wiai you st sion and datg any atiached pages. Include steps 16 <correct 1he viclation dusaribed above and sleps to
prevent & sunilac violation tom occuning again, I steps cannot be completed hornedistely, wclude dates by which the steps will be comglered

The 2020 Staff Training Plan was developed on 12/23/19.

The staff training plan was developed in compliance with 2600.65 fand g.

Any changes to the plan will be recorded an the original training ptan.
The ED and/or designee reviewed the regulation with DS survey team at the time of exit.

The Ed or designee will audit the 2020 staff training binder monthly for three months. (attachment C)

Training was received by the ED and CSM on 10/23/2018 regarding regulation 2600.66.a by the surveying team.

Results of the audit will be in monthly Ql. Continued auditing will be based on Sustained compliance for three months.
Monitoring will be on going.

Legal Entity Repéeé;ehtéiive

\[%U\k/ TR
Slgnature Printed Narne and Title Date

. ~DaveClymer . .- .. 1/22/20
DEPARTMENT USE ONLY HOMES MAY NOT WRITE INTHIS BOX} ~ © 7 % B

The above plan of correction is approved as of 31220 plan of correction implementation status as of ~ 3/12/20
{Date) (Date)
‘a%fuﬂy Implemented

L. Partially lmplemented - Inadequate Progress

L parti - Adequate Progre
The above plan of correction was approved by Q _ ! Partially Implemented - Adequate Progress
' itials)
{.} Not Implemented
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LOGAN PLACE I

.. Aa4s4

103e - Left Overs -

Régulations

103.e. Food served and returned from an individual’s plate may not be served again or used in the preparation of
other dishes. Leftover food shall be labeled and dated.

At 10:10Q am, there was an undated 5 pound container of sour cream, 1/3 full, in refrigerator #1.

Repeat violation 12/27/2018
Plan of Correction (POC)

iAGtach paqes. a5 necessary, Rernember that you must sign and date any atfached pages, include steps (0 correct 1he vivtaton desaibed above and steps 1o
provent @ sinilar wislation ot eccursing again. If steps cannat be conmypleted immedialedy, include datey by which the slags will be completed.

On 10/23/2019, the container of sour cream was discarded in the presence of the survey team.
On October 23, 2019 and audit was conducted by Executive director and chef to identify any food items in the refrigerator, freezer
and storage that were nof were found to be dated and labeled appropriately and discarded.

The ED trained the Chef and assistant chef on 10/23/2019 regarding regulation 2600.103.e. (attachment 1)

The ED/ and or designee will audit stored food items for proper labeling twice weekly for 30 days
and then once weekly for three months. (attachment E)

Results of the audits will be reviewed by the Qi committee monthly. Continued auditing will be based on Sustained compliance
for three months, Mohitoring will be ongoing

Legal Entity Repr'esentativ_e } L |
Dave Clymer 1122120

'DEPARTMENT USE ONLY - HOMES MAY NOTWRITE IN THIS BOX! 7™

The above plan of correction is approved as of ~ 3/12/20 Plan of correction implementation status as of 3h220
{Date) (Date)
WFully limplemented
The above plan of correction was approved by C Tfff Partially Implernented - Adequate Progress
nitials) i1 Partially kmplemented - Inadequate Progress

L. Not Implermented
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103i - Outdated Food

“Regulations

Description of Violation ST

AL 10:05 am, there was an undated and unlabeled plastic bag with 6 breakfast sausage patties and an undated and
unlabeled plastic bag with 8 breaded chicken cutlets in freezer #2,

Plan of Correction {(POC)

fAlacl pages as necessary. Remermber shat you musl sign and date any atiached pages. Include sigps (o corect fhe vislation descrined above and steps o
provent a sinifar violation from occurding anain. L steps cannot be completed imiediately, include dates by which the steps will be corplewd §

The Unlabeled products were Immediately discarded on 10/23/2018,
-On 10/23/2019, the Executive Director completed staff training regarding the dating and {abeling of food items. (allachment D}

On 10/23/2019 the chef and assistant chef completed an audif to identify any food items in the refrigerators and
storage that were undated and discarded at that time.

The ED and/or designee will audit for stored food items twice a week for 30 days and then weekly for three months,
{attachment F}

Results of the audits will be reviewed by the monthly QI committee. Continued auditing will be based on Sustalned compliance
for three months. Monitoring will be on going.

Legal En:tity.Representative

— Dave Clymer 1/22/20
ngnatt.u‘é o

PrmtedemeandTnIQ Dato

“DEPARTMENT USE ONLY - HOMES MAY-NOT WRITE IN THIS BOX!

The ahove plan of correction is approved as of 3/12/20 Plan of correction implementation status as of ~ 3/12/20
(Date) (Date)
%Fully Implemented
The above plan of correction was approved by C. o Patially Implemented - Adequate Progress
itials) L1 Partially Implemented - Inadequate Progress

£.J Not Implemented

.1.1.0/23/2019 e i e




02/03/2020 MON 14:50 FAX 7243347262 Logan Place ——-— DPW [flo1s5/038

LOGAN PLACE L Ada04

132b - Safety Inspectlon/Fne Dnll':

Regulatlons
2600 e

132.h, A fire qafety mspectlon and ﬂle dnll coaxducted by a fire safety expert shall be completed annually
Documentation of this fire drill and fire safety inspection shall be kept,

Description of ;\iiolatiplj

The home had a fire safety inspection and fire drill conducted by a fire safety expert on 8/8/2019. The previous
years fire safety inspection and fire drill was held on 7/10/2018.

Plan of Correction (POC)

{Adtack pages ak nezessary. Reroember that you must san and date any altached pages. Include steps o eorrect the violaron descibed above and sieps 1o
preevent i similar volgtion frem oceurang again. I steps cannot be corapleted invnoedistely, indudae gatos by which the sleps will be completed)

Arrangements have been made with the Fire Safety Inspector to conduct the annual fire safety training at Logan Place in July 2020.
The Maintenance tech and ED were educated on 10/23/2019 regarding reg 2600.132.b. by the surveyor,
The 2020 Fire Safely Inspection is scheduled for 7/9/2020.

An audit post training will be completed in July to ensure the components of the Fire safety Inspection and drill were conducted as
stated in the regulation.

Legal E_ntliy 'Répresentatlve

Dave Clymer 1/22120

Sianatul e

Punted Name ancl 'I{t!o Datg e

DEPARTMENT USE ONLY HOMES MAY NOT WRITE IN THIS BOX!.*

3/12/20
The above plan of correction is approved as of 3112120 plan of correction implementation slatus as of
(Date) (Date)
%ully fmplemented
The above plan of corection was approved by C_ /L Paitialty Implemented - Adequate Progress
Atials) i.J Partially Implemented - tnadequate Progress
t.J Not Implemented

: 10/23/2019 e iy
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LOGANPLACE e

0 O VTRV

A%

132¢ - Fire Drill Recordss,

Regulations

R ST e o . —
132.¢c. A written fire drill record must include the date, time, the amount of time it took for evacuation, the exit
route used, the number of residents in the home at the time of the drill, the nunber of residents evacuated,
the number of staff persons participating, problems encountered and whether the fire alarm or smoke
detector was operative.

Description of Violation .

The specific exit route used was not listed on the fire drill log for the following dates;

9/27/2019, 7/28/2019, 6/29/2019, 5/20/2019, 4/22/2019, 3/25/2019, 1/28/2019, 12/31/2018, 11/28/2018 and
10/29/2018. The exit route used column on the form indicated, "Everyone evacuated to fire safe zones” for the
above listed dates.

Plan of Cér.r._éc.ﬁon (PQC) :

{AUaCh panes as vecessary, RememBer that you must sigrn erd date any aitached pages. Incdude steps o correct e viclation described above and steps
prevent 8 simitar violition f1on accuring again, I steps wonnol e completed Bnmediately, include dites by which the steps will e complited.}

At the time of Ingpection, the surveyor and the Maintenance Technician reviewed the fire drill logs confirming driil were conducted properly
At that time, they agreed on the coding of specifically designated zone locations of the fire safe areas used as evacuation areas.

November and December 2019 fire drills specify the zones by number as agreed by the survey team, as seen in Page D1 and D2,
A tickler system will be monitored for ensuring different drilt tocations and appropriate safe area use. (attachment G)
Fire Drills and specifically coded evacuation zones will be audited monthly for three months. Results of the audits will be reviewed by the

monthly QI committee, Continued auditing by the committee will be based on Sustained compliance for three months. Monitoring will be on
going.

Legal Entity Representative

L Q&Q«M e Dave Clymer e 22020
Signature ;

‘Printed Name and Title Date

DEPARTMENT USE ONLY - HOMES MAY:NOT WRITE IN THIS BOX} = "

. 3/12/20 Plan of correction implementation status as of 3/ 12/ 20
(Date) (Date)

%Lﬂly Implemented
The above plan of correction was approved by % L.J partially Implemented - Adequate Progress
nitials)

The above plan of correction is approved as of

. Partially implemented - Inadequate Progress
{.J Not Implemented

. '0/23/201 T S e S
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L A e e e o

141a Medlcal Evaluatioﬂ L

Regulaﬂons

_2600.

141.a. A resident shall have a medical evaluation by a physman physician's assistant or certified ieglsteled nurse
practitioner documented on a form specified by the Department, within 60 days prior to admission or
within 30 days after admission.

Description of Violation - = i

Resident #4 was admitted to the home on 7/17/2019; however, her medical evaluation was completed on 5/8/2019.

Plan of Correction (POCQ)

{Allach pages as necessary. Revnaraber Hat vou st @ge and date any alfached pages, Include steps bo corect the violation described above ard steps o
Provest, & Simiar vatidion fram oecning agairv. H steps cennot be completed wmmedissely, include dales by which the steps will be complesed

The ED and the CSM received training regarding reg 2600,141.a. on 1/8/20 by Regional Director of Care Services.
Current resident charls were audited on 1/9/2020 to ensure compliance with reg 2600.141.a by GSM and DCSS. (altachiment G)

The CSM or designee will audit new resident admissions, within 30 days of the admission for three months to ensure compliance with

reg 2600.141.a. (attachment [)

The results of the audits will be presented and reviewed by the monthly QAQH. Continued auditing wili be based on Sustalined compliance

for three months, Monitoring will be on going.

Legal Entity Representative - -
Dave Clymer 1/22/20

WY
Slgnatu:e Printed Name dnd Title Date

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOX!

3/12/20 3/12/20

(Date)

The above plan of correction is approved as of Plan of correction irmplementation status as of

1{‘Fuliy fmplemented
L) Partie - ate
The above plan of correction was approved by Q s Partially Implemented - Adequate Progress
itials) L1 Partially implemented - Inadequate Progress
[} Not implemented

44494

T oate)
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LOGAN PLACE Aaa9s

185a - Imp!emem Sto:age Pnoceduzes

Regulations -
L2600,

185.a. The home shall clevelop and :mfalement piocedw es for the safe starage, acces*: secur ity, distribution and
use of medications and medica ethtpmem by trained staff persons.

Description of Violation Rt

Resident #5 is prescribed Albuterol Sulfate HFA AER 90 mcg, inhale 1 puff by mouth every 4 hours as needed;
however, the medication was not available in the home.

Repeat Violation 12/27/2018

Plan of Correction (POC) "

dlach pages as necessary. Revaember that yoa id <ign and date any atached pages, Include steps to correct the viclation described above and steps to
prevent o sinilae violstion front ecouning again. i steps cannol be completed immaodistely, inchide dares by which the steps will be cornpletod )

On 1/24/2020 a MAR/Cart review was completed for current residents in the home, to ensure that their medications were present
and given as prescribed. (attachment J)

On 10/23/19 resident # 5 medication was ordered and delivered by the pharmacy.

On 1/21/20, Med Techs wers frained by CSM that medications prescribed must be available in the home and given fo residents as
prescribed {attachment K}

The CSM and/or designes, Is conducting MAR/Cart audits on 5 residents Sx/weekly for three months, followed by once weaekly for three
months. {attachment L}

Audits results will be reviewed by and presented to the Qf team monthly. Conlinued auditing will be based on Sustained compliance
for three months, Monitoring will be on going.

Legal Entity Representative

\J L\Q&\m

Slgnatul . Drimted Narme aad T "
'DEPARTMENT USE ONLY ~ HOMES MAY. NOT WRITE IN THIS BO¥dve Clymer &~ C U o
rection i - 3/12/20 . C ovrraeFie i " ot 3/12/20
The above plan of correction is apjproved as of Plan of correction irmplementation status as of .

{Date) (Date)

Ml'ully Implemented

The above plan of correction was approved by {..] Partially Implemented - Adequate Progress
fials) L Partially Implemented - Inadequate Progress

i.d Not Implemented
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O GAN P ACE i e AA434

‘ Ré'éulaﬁohs';_

—EO0 — L S
187.d. The home shall follow the directions of the prescriber,

Description of Viojaf_ion R

Resident #6 is prescribed Duloxetine HCL 60 mg, take T capsule by mouth every day; however, this medication has
not been adiministered to the resident from October 10, 2019 to the present because the medication was not
available in the home.

Plan of Correction (POC)

{Alach pages as necessiny. Retnember that you sust sn and daie any adached pages. Indude sieps 1o correct the vickation described above and sleps o
¥ b 7 Y
wavent a siniifal wolation i setuning soais, Hsleps cannot be compsleted immmbiotely, include dates by which the steps will e completed.)

On 112412020 a MAR/Gart review was completed for current residents in the home, to ensure that their medications were prasent
and given as prescribed. (attachment J}

On 1/21/20, Med Techs were trained by CSM that medications prescribed must be available in the home and given to residents as
prescribed (attachment K)

The CSM and/or dasignee, is conducting MAR/Cart audits on 5 residents Sx/weekly for three months, followed by once weekly for three
months, (attachment L)

Audits results will be reviewed by and presented to the Qi team monthly. Continued auditing will be based on Sustalned compliance
for three months. Monitoring will be on going.

Legal Entity Representative

N Dave Clymer 1f22{20
Signature Printed Narme and Title Date
- DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOX{ 7 Hi 7o 7 i i
‘ 3/12/20
The above plan of correction is approved as of ~ 3/12/20 Plan of correction irmplementation status asof .
(Date) {Date)

E._.VFully lmplemented
. - Adequate Progres
The above plan of correction was approved by %{/ Partially Implemented - Adequate Progress
nitials)

(.1 partially Implemented - Inadequate Progress
{.} Not Implemented

]0/23/2019 e S 2




02/03/2020 MON 14:53 FAX 7243347262 Logan Place ---+ DPW [Z1030/038

LOGAN PLACE

44494

225a - Assessmenﬂ 5 f‘Daygj_,_ i

‘Regulations

e 2600, _ B T

225.a. A resident shall have a written initial assessment that is documented on the Department’s assessment form
within 15 days of admission. The administrator or designee, or a human service agency may complete the
initial assessment.

Description _bf Violation -

Resident #4 was admitted on 7/17/2019; however, the resident's assessment was not completed until 8/20/2019,

Resident #7 was admitted on 6/11/2019; however, the resident's assessment was hot completed until 7/22/2019.

Repeat Violation 12/27/2018

F:Jlat).'of‘_Cor::ection (POC)

sAliach pages as necessary. Remember that you must sign and date any attached pages. Inshuda slaps to comed. the viotation decaibed above and steps to
preveat a sirailan vislation froat occuring again, I steps cannot be completed imrmediately, include dates by which the stens will be complated.}

On October 24, 2019, the current resident RASP's were reviewed for assessment completion dates by the CSM and ED.
(attachment M)

On December 5, 2019, the Regional Director of Care Services re-trained the ED and CSM regarding resident support plan development
RASP dates, updates, addendums. (attachment N)

The CSM or designee will review hew resident admissions within 30 day of the admission for compliance of RASP dates x 3 months.
(attachment O)

The results of the audits will be presented and reviewed by the QI commitiee monthly. Continued auditing will ba based on Sustained
compliance for three months. Monitoring will be on going.

Legal Entity Representative

Signature e Name and Title T
Dave Clymer . . . 1722/20 _

DEPARTMENT USE ONLY - HOMES MAY-NOT WRITE IN THIS BOX! -

The above plan of correction is approved as of  3/12/20 Plan of correction irnplementation status as of ~_ 3/12/20
{Date) (Date)
JFully Implemented

-] partially Implemented - Inadequate Progress

The above plan of correction was approved by C -+ Partially Implemented - Adequate Progress
itials)
[.INot Implemented

. 10/23/2019 L S
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LOGAN PLACE 44494

227a - Suppo;t Pian 30 Days

Regulatlons

------- - 2600 S S - — — _— — e

227.a. A uesndent uoqunmg peasonal care services shall havc a written suppmt plan deveioped and lmplemcnted
within 30 days of admission to the home. The support ptan shall be documented on the Department’s
support plan fo:m

Description of Violation

Resident #1 was admitted on 7/17/2019; however, the resident’s initial support plan was not completed
until 8/20/2019.

Resident #4 was admitted on 6/11/2019; however, the residents initial support plan was not completed until
7/22/2019.

“Plan of .Corret_:f;iqr_l (POC).

iMtach pages as secessary. Rememibser thaf yau mwst sign and date any atlaghed pages. Include steps to conct the viclation described above aad steps to
pravent a swaika waolalion froms seoucing again, U ieps cannol be completad imeaadiglaly, include dates by whilch (e steps will be compleled.)

On October 24, 2019, the current resident charts were reviewed confirming compliance for completion dates of the initial support plan

by the CSM and ED. (attachment P}

Cn December 5, 2019, the Regional Director of Care Services re-trained the ED and CSM regarding resident support plan development
RASP dates, updates, addendums. (attachment i)

The CSM or designee will reviaw new resident admissions within 30 day of the admission for compliance of RASP dates x 3 months.
(attachment O)

The results of the audits will be presented and reviewed by the QI committee monthly. Continued audits will be based on Sustained
compliance for three months. Monitoring will be on going.

Legal Entity Representative

Signature Printed Narrm and Title Date

Sz

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOX! Dave Clymer
The above plan of correction is approved as of 3112120 plan of correction irnplementation status as of 812720
(Date) (Date)
'«li‘ully implemented
The above plan of correction was approved by (_, L1 partially implemented - Adequate Progress

ithals) L Parfially mplemented - Inadequate Progress
L./ Not Implemented

...1.0)23/20.19. i e





