




 Marcia Waite Sokale 
 
 

Pursuant to 62 P.S. 1085-1087 and 55 Pa. Code § 2600.261-268 (relating to 
enforcement), the Department intends to assess a fine for the following violation(s) 
unless fully corrected on or before the mandated correction date: 

 
55 Pa. Code 
Chapter 2600 
Section: 

Class of 
Violation 

Census at 
Inspection 

Fine Per 
Resident  
X Per day 

Calculated 
Fine  
= Per Day 

Mandated  
Correction Date 
(to avoid Fine) 

101j3 III 12 $3 $36 
15 calendar days from 
mailing date of this letter 

125a II 12 $5 $60 
5 calendar days from 
mailing date of this letter 

183b II 12 $5 $60 
5 calendar days from 
mailing date of this letter 

 
A fine will be assessed daily beginning with the date of this letter and will 

continue until the violation is fully corrected, and full compliance with the regulation has 
been achieved.  If the violation is fully corrected and full compliance with the regulation 
has been achieved by the mandated correction date, no fine will be assessed.  You 
must notify the Department’s Regional Human Services Licensing office in writing as 
soon as each violation is fully corrected and submit written documentation of each 
correction.  The Department will conduct an on-site inspection after the mandated 
correction date and within 20 calendar days of the date of this letter.  If one or more 
violations is not fully corrected and full compliance with the regulation has not been 
achieved, you will periodically receive invoices from the Department’s Bureau of Human 
Services Licensing with payment instructions.  The fines will continue to accumulate 
until the violation is fully corrected and full compliance with the regulation has been 
achieved.  
 
 No fine is being assessed at this time; therefore, you may not appeal any fine at 
this time.  If a violation is not corrected and full compliance with the regulation has not 
been achieved by the mandated correction date, a fine will be assessed and an invoice 
will be mailed.  This invoice will contain the right to appeal the fine. 
 

If you disagree with the decision to issue a FIRST PROVISIONAL license, you 
have the right to appeal through hearing before the Bureau of Hearings and Appeals, 
Department of Human Services in accordance with 1 Pa. Code Part II, Chapters 31-35.  

 
If you decide to appeal your FIRST PROVISIONAL license, a written request for 

an appeal must be received within 10 days of the date of this letter by: 
 

Lestia Fetzer, Workload Manager 
Pennsylvania Department of Human Services  
Bureau of Human Services Licensing 
Forum Place, 6th Floor 
PO Box 2675 













5. Requirements
2600.
51. Criminal History Checks - Criminal history checks and hiring policies shall be in accordance with the Older

Adult Protective Services Act (35 P. S. § §  10225.101—10225.5102) and 6 Pa. Code Chapter 15 (relating to
protective services for older adults).

Description of Violation
Staff person B who was hired on  had a background check that was completed on , over 1 year
prior to the date of hire. 

Plan of Correction Accept - 03/18/2026)
The violation in this area occurred because the administration failed to follow the established home protocol (see
attached checklist). The checklist states that a criminal background check must be completed upon hire and be done
prior to the new hire being allowed to work in the home. [see list]. To remedy the situation, the staff will be removed
from the active roster until an e-patch application is completed [proposed completion date 3/31/2026]. To prevent
this error in the future, the administrator will follow our established checklist when hiring prospective staff and will
complete the hiring process only after all required documents have been received. 2 All current staff folders will be
audited every quarter by March, June, September, and December of each year. Audit documentation will be kept in
the locked cabinet in the office. Administrators will be responsible for each audit, remedy any deficiencies, and keep
the audit results in a locked cabinet in the office. Training will also occur in these quarters: March, June, September,
and December. The source of the training will also be kept, and the dates of these trainings will be given. This
process will be ongoing every year. Initial training will be in March 2026.

Licensee's Proposed Overall Completion Date: 04/10/2026

Not Implemented  - 07/21/2026)

62 - Contact List

6. Requirements
2600.
62. List of Staff Persons - The administrator shall maintain a current list of the names, addresses and telephone

numbers of staff persons including substitute personnel and volunteers.
Description of Violation
Staff person A, does not maintain a list of staff persons. On  the staff list was created onsite, and did not
include all staff persons who work in the home. It also contained no contact information. 

Plan of Correction Accept (  - 03/18/2026)
The office was reorganized the week of 1/21/2026 by staff A. The policy and procedure manual established our staff
contact list in 2021. See the picture for this; it shows how sensitive material will be handled and addressed. Every
quarter, such as March, June, September, and December, the administrator will audit the staff folders. The
information from each audit will be kept in the administrator's file in a locked cabinet in the office (see attached
checklist for conducting audits). Each time an audit is conducted, it will show the signature and title of the person
who conducted the audit, along with the time it took to complete.

Licensee's Proposed Overall Completion Date: 04/01/2026

Implemented  - 07/21/2026)

64f - Record of Training

7. Requirements
2600.
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64.f. A record of training including the individual trained, date, source, content, length of each course and copies of
certificates received shall be kept.

Description of Violation
The home's record of administrator training for staff person A does not include source, and content of all trainings
provided. 

Plan of Correction Accept ( - 03/18/2026)
The office was reorganized and cleaned by the week following January 21, 2026. All resident and staff files/records
were placed in a lock cabinet in the office. Moving forward, all staff will be scheduled for training in each quarter of
the year, starting in March 2026, June, September, and December. The administrator will also audit staff folders
every quarter and advise staff when additional credits are needed to comply with 2600 regulations and the job's
requirements. After each audit, the forms/documents will be placed in each staff folder, and dates, topics covered,
and the source of training will be documented. Moving forward, the administrator will be responsible for planning
each staff training at least 1 month before the end of the current and future training year. A copy of the proposed
training will be placed in each staff folder, and the administrator will place copies amongst the administrator records
in the locked file cabinet. 

Licensee's Proposed Overall Completion Date: 04/15/2026

Not Implemented - 07/21/2026)

65f - Training Topics

8. Requirements
2600.
65.f. Training topics for the annual training for direct care staff persons shall include the following:

1. Medication self-administration training.
2. Instruction on meeting the needs of the residents as described in the preadmission screening form,

assessment tool, medical evaluation and support plan.
3. Care for residents with dementia and cognitive impairments.
4. Infection control and general principles of cleanliness and hygiene and areas associated with immobility,

such as prevention of decubitus ulcers, incontinence, malnutrition and dehydration.
5. Personal care service needs of the resident.
6. Safe management techniques.
7. Care for residents with mental illness or an intellectual disability, or both, if the population is served in the

home.
Description of Violation
Direct care staff person C did not receive training in medication self-administration training, instruction on meeting the
needs of the residents as described in the preadmission screening form, assessment tool, medical evaluation and
support plan, care for residents with dementia and cognitive impairments, personal care service needs of the resident,
safe management techniques  during training year .

Plan of Correction Accept  - 03/18/2026)
Due to the deficiency in training for staff member C, all staff file audits will be done by the end of each quarter,
starting March 2026, and each quarter thereafter. Due to current staff education deficiencies, all staff will receive
monthly training until June 2026. Any deficiency will be documented, and staff training/education will be provided to
correct it. Documentation of training, time, and source will then be placed in each staff folder. All training will begin
before the end of March 2026. The administrator is responsible for ensuring continued compliance.

Licensee's Proposed Overall Completion Date: 04/15/2026
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Not Implemented - 07/21/2026)

65g - Annual Training Content

9. Requirements
2600.
65.g. Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers shall

be trained annually in the following areas:
1. Fire safety completed by a fire safety expert or by a staff person trained by a fire safety expert. Videos

prepared by a fire safety expert are acceptable for the training if accompanied by an onsite staff person
trained by a fire safety expert.

2. Emergency preparedness procedures and recognition and response 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 accident prevention.
6. New population groups that are being served at the home that were not previously served, if applicable.

Description of Violation
Staff person C did not receive training in emergency preparedness procedures and recognition and response to crises
and emergency situations, resident rights, and the Older Adult Protective Services Act (35 P.S. § § 10225.101—
10225.5102) during training year  to .

Staff person D did not receive training in emergency preparedness procedures and recognition and response to crises
and emergency situations, resident rights, and the Older Adult Protective Services Act (35 P.S. § § 10225.101—
10225.5102) during training year  to 

Plan of Correction Accept ( - 03/18/2026)
Due to the deficiency in training for staff member C, all staff file audits will be done by the end of each quarter,
starting March 2026, and each quarter thereafter. Due to current staff education deficiencies, all staff will receive
monthly training until June 2026. Any deficiency will be documented, and staff training/education will be provided to
correct it. Documentation of training, time, and source will then be placed in each staff folder. All training will begin
before the end of March 2026. The administrator is responsible for ensuring continued compliance.

Licensee's Proposed Overall Completion Date: 04/15/2026

Not Implemented  - 07/21/2026)

65i - Training Record

10. Requirements
2600.
65.i. A record of training including the staff person trained, date, source, content, length of each course and copies

of any certificates received, shall be kept.
Description of Violation
The home's records for direct care staff trainings do not include the source of each training.

Plan of Correction Accept  - 03/18/2026)
Due to the deficiency in training for staff member C, all staff file audits will be done by the end of each quarter,
starting March 2026, and each quarter thereafter. Due to current staff education deficiencies, all staff will receive
monthly training until June 2026. Any deficiency will be documented, and staff training/education will be provided to
correct it. Documentation of training, time, and source will then be placed in each staff folder. All training will 
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14. Requirements
2600.
85.b. There may be no evidence of infestation of insects or rodents in the home.
Description of Violation
On at 10:25 AM in room 7 on the far bed,  there were multiple dead bed bugs on the mattress.  The edges of
the mattress had signs of bed bug excrement, and all the pillows and sheets reviewed in the home showed additional
signs of a bed bug infestation. 

Plan of Correction Accept (  03/18/2026)
The home is currently using an extermination service to control any infestation monthly. The home also utilizes other
exterminators for bed bugs or other pests on a bi-monthly basis. The home staff, along with the administrator, use
Crossfire and other bed bug chemicals every week to treat and kill any eggs that have hatched since the
exterminator or another source last treated. We're now using vacuuming to clean the beds, baseboards, and other
areas of the rooms in the home to prevent any creatures from hatching and becoming a nuisance. Affected materials
or property will be disposed of throughout the house by the end of April 2026. Continuous treatment of every room
will be done daily, more intensively weekly, and quarterly to eradicate pests within the facility. Documentation of
said treatment will be kept in the administrator's office. The person providing the care will also be indicated in this
documentation. The type of um chemical or supplies used in this infestation treatment will also be kept by the
administrator and securely locked in the file cabinet. Quarterly staff training and education will also be done to help
keep the home pest-free. The administrator will also document this education or training and place it in staff folders.

Licensee's Proposed Overall Completion Date: 04/30/2026

Not Implemented - 07/21/2026)

85d - Trash Receptacles

15. Requirements
2600.
85.d. Trash in kitchens and bathrooms shall be kept in covered trash receptacles that prevent the penetration of

insects and rodents.
Description of Violation
On   at 9:28 AM there was a half full, uncovered, unattended trash can in the kitchen. It contained food debris,
papers, soda cans, disposable gloves and cigarette packaging. 

Plan of Correction Directed  03/18/2026)
The administrator ordered hand dryers for the bathroom (see proof.) We are currently awaiting said dryer, which
should be delivered by 3/17/2026. Once the dryer is received, installation will be done to correct the violation.
Additional hand dryers were ordered to be stored until needed. If one is broken, a replacement will already be on
standby. Weekly walk-through will be done by administrators to ensure compliance and to fix any issues as soon as
they” pop up”.Quarterly audits of the home will help prevent this issue. Audits will be conducted again in March,
June, September, and December. The results of each audit will be kept in the administrator’s folder, locked in a
cabinet in the office. The administrator is responsible for continued compliance. 

Proposed Overall Completion Date: 03/20/2026

Directed Plan of Correction: In addition to the above plan of correction,  and within 7 calendar days of the receipt
of this POC, the administrator or designee shall ensure that the all light fixtures in the home are clean and free of
debris/insects and any broken or dirty fixtures are replaced or cleaned appropriately.  Additionally, light fixtures,
hand dryers and all other areas of the home shall be audited during the administrators daily walk through to ensure
that all sanitation issues are identified and corrected upon discovery. 
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 degrees Fahrenheit. On at 7:10 AM the water was 130 degrees Fahrenheit.

On  At 10:22 AM, the hot water temperature in the second floor  side bathroom measured 145 degrees
Fahrenheit.

On  At 10:32 AM, the hot water temperature in the 1st floor  side bathroom measured 167 degrees
Fahrenheit and at 4:13 PM it was 150.4 degrees Fahrenheit. On  at 8:06 AM the water was 132.2 degrees
Fahrenheit.

Plan of Correction Accept  - 03/18/2026)
Immediately the water temperature will be lowered to 120 degrees or below, but not lower than 110 degrees
Fahrenheit. In the future, the administrator and maintenance staff will be checking the water temperature every 2
days to ensure that that the water temperature is holding at 120 degrees, but no lower than 110 degrees Fahrenheit.
All staff will receive training by 03/31/2026 to ensure that they understand the importance of maintaining the
proper water temperature at all faucets in the home to protect the health and safety of all residents by preventing
burns. The training will be scheduled by the administrator and documentation will be kept in a folder. Proof will be
provided. 
The temperature log was started on 02/18/2026. Please see the attached picture of the chart.

Proposed Overall Completion Date: 03/31/2026

Licensee's Proposed Overall Completion Date: 03/31/2026

Implemented  - 07/22/2026)

95 - Furniture and Equipment

20. Requirements
2600.
95. Furniture and Equipment - Furniture and equipment must be in good repair, clean and free of hazards.

Description of Violation
On there were two broken plastic chairs, and multiple broken benches in the smoking area.  

On , In the 3rd floor bathroom on the side the shower curtain was torn in a jagged step shape from the
bottom.  The sink of the bathroom was also completely clogged and not draining. 

The dresser in room  had handles that were only secured on one side and hanging down improperly on each drawer.
Some of the handles were also missing. 

The door handle for room  is not secured to the door and is falling off.  There is a large gap between the handle and
door.

In the 1st floor bathroom on the  side, the metal heater cover is jagged and protruding from the wall.  

Plan of Correction Accept  - 03/18/2026)
 furniture and equipment, including the broken plastic chairs and the broken wooden park benches, were removed
from the smoking area (see pictures). New metal benches replaced the old. Drawer handle rm#  was fixed 
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Plan of Correction Accept - 03/18/2026)
Immediate action: the ice was removed and salt was applied to the area. In the future when there is inclement
weather of snow and/or icy conditions the home will immediately salt in both the front and backyard area of the
facility. Once the snow has stopped, a staff member will shovel the snow and salt the area to prevent a buildup of ice
and snow around the facility. Additionally, staff will salt daily as needed to prevent refreeze and ice buildup.
Administrator and designee will be responsible with follow-up during the winter months.
Starting March 2026, staff will receive training/education on the importance of keeping the facility free of any
hazard, whether natural (e.g., snow, rain) or manufactured. (see fixed backyard smoking area) Staff education will
start in March 2026, and documentation will be kept in the staff and administrative file, locked in a cabinet in the
office. Daily, the administrator, housekeeping, and maintenance staff will monitor to ensure the facility is hazard-
free. To ensure that this type of violation does not occur again. Staff formal education will be held monthly until June
2026. Afterwards, audits and training classes will be done every quarter. The administrator is responsible for
oversight and adherence to all 2600 regulations, and for keeping all audit records safely in locked storage.

Proposed Overall Completion Date: 03/15/2026

Licensee's Proposed Overall Completion Date: 03/15/2026

Implemented  - 07/21/2026)

101j3 - Bed/Linens/Pillows/Blankets

23. Requirements
2600.
101.j.  Each resident shall have the following in the bedroom:

3. Pillows, bed linens and blankets that are clean and in good repair.
Description of Violation
On  the beds for residents   and  had sheets were stained and torn with dark red and brown marks
which appeared to be blood. 

On  Resident  did not have a pillow. Resident  and  pillows and pillowcases were covered in dark red and
brown marks which appeared to be blood. 

Repeat violation:  

Plan of Correction Accept  - 03/18/2026)
Bed linen, pillows, and blankets. The missing pillow was replaced for resident number one on 1/14/2026 by the staff.
They stained the pillows and bed linen for residents 2 and 3, which were removed on 1/14/26, and the staff
immediately replaced the clean linen on these beds. To ensure that this violation does not require the administrator
and designee, we'll be conducting a daily walkthrough of the facility to ensure that all beds have the proper linens,
including pillowcases, pillows, fitted sheets, flat sheets, blankets, or even a spread as needed. If any of the required
items are missing, the administrator or designee will immediately have them replaced. If any linens are soiled, they
will be replaced immediately, and clean linens will be placed on the beds. The oversight will happen daily by an
administrator. This informal training started after the inspection left. Formal education will begin in March 2026, and
documentation uncovered during the sessions will be kept in each staff member's folder, along with the
administrator's folder. All formal training will be held every quarter: March, June, September, and December. Moving
forward, this will prevent the recurrence of this type of violation. The administrator is responsible for general 

SCOGGINS PERSONAL CARE BOARDING HOME 14015

100b - Removal Snow/Obstructions (continued)

01/14/2026 15 of 35



oversight and adherence to 2600 rules and regulations.

Licensee's Proposed Overall Completion Date: 04/15/2026

Not Implemented  07/21/2026)

101o - Walls, Floors, Ceilings

24. Requirements
2600.
101.o. The bedrooms must have walls, floors and ceilings, which are finished, clean and in good repair.
Description of Violation
On  the floor tiles in bedroom 10 were pulled off the floor and loosely scattered in a pile in the corner.  The
outlet near the door is coming off the wall about 1/4 of an inch. 

The ceiling tiles directly above resident s bed were bulging or bowed down, showing a large sign of water damage. 

Plan of Correction Directed  03/18/2026)
The ceiling above the bed above the bed for resident  was fixed on 1/17/2026 by the house staff. [See pictures].
Currently, we are working with our construction company to renovate both sides of the building; therefore, specific
in-service training and education will begin in March 2026. Documentation and training information will be kept in
the staff folders and in the administrator's file to prevent a recurrence. Weekly, and sometimes daily, the
administrator and designee will conduct a walkthrough of the facility to ensure there are no hazardous situations for
residents. By doing the daily walkthrough, the administrator will hopefully prevent any future violations by
addressing issues promptly. [See pictures] Starting March 2026 and every quarter, the expected completion dates for
all walk-throughs and monitoring should be April 15, 2026.

Proposed Overall Completion Date: 04/30/2026

Directed Plan of Correction:  Within 48 hours of receiving this plan of correction, the administrator or designee
shall ensure that all loose floor tiles are removed from the area to prevent tripping hazards.  The floor shall be
inspected to ensure that there are no other hazards to residents until the tiles can be fully replaced.  

Directed Completion Date: 04/01/2026

Implemented  - 07/22/2026)

102i - Soap Dispenser

25. Requirements
2600.
102.i. A dispenser with soap shall be provided within reach of each bathroom sink. Bar soap is not permitted unless

there is a separate bar clearly labeled for each resident who shares a bathroom.
Description of Violation
On  there was no soap in any bathroom on the 2nd and 3rd floors of the home. 

Plan of Correction Accept ( - 03/18/2026)
The soap dispenser was replaced with soap on January 14, 2026, after the inspection. To prevent any recurrence of
this type, an administrator or designee will conduct a daily walk-through to check the bathrooms and other areas of
the facility for noncompliance, and any deficiency will be addressed immediately by the administrator or designee. 
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Documentation will be made in our daily log. A daily checklist for the bathroom and other areas of the facility is
currently being developed, and copies will be provided to staff at a future training. Beginning in March 2026 and
every month thereafter until June 2026, staff will be offered training. Copies of the training will be placed in staff
folders and also in the administrator’s files. All will be locked away in the office cabinet. The administrators will begin
auditing staff and residents in March 2026 and each quarter thereafter. Copies of each audit will be kept and
securely locked away. The administrator is responsible for the overall compliance of 2600. 

Licensee's Proposed Overall Completion Date: 04/01/2026

Not Implemented  - 07/21/2026)

103f - Refrigerator/Freezer Temps

26. Requirements
2600.
103.f. Food requiring refrigeration shall be stored at or below 40°F. Frozen food shall be kept at or below 0°F.

Thermometers are required in refrigerators and freezers.
Description of Violation
On   at 9:21 AM the temperature in the freezer was 10 degrees Fahrenheit. The freezer had not been opened
that morning. 

Plan of Correction Accept (  03/18/2026)
The thermometer was replaced in the freezer because it was defective. Moving forward, staff will do weekly checks to
ensure compliance, either by the administrator or other staff. Daily checks are also being made in the areas where
issues have arisen. In March of this year, 2026, formal education and training will begin for all staff. Training will
continue monthly through June 2026. Thus, each staff member will understand the need for oversight and their
responsibility going forward. Documentation of the training will be kept in the staff folders and in the administrative
file, both in a lock cabinet in their office. Overall, the administrator is responsible for all compliance under 2600.
Audits of resident and staff folders will be conducted quarterly, and the results will be kept secure. Administrators are
responsible for continued compliance.

Licensee's Proposed Overall Completion Date: 04/15/2026

Implemented - 07/21/2026)

103i - Outdated Food

27. Requirements
2600.
103.i. Outdated or spoiled food or dented cans may not be used.
Description of Violation
On , There were 2 undated, white, food containers, containing dried cereals in the basement.

Repeat violation: 

Plan of Correction Directed - 03/18/2026)
Our new policy is 1. dry cereal, cornmeal, potato, mashed, or any items will no longer be removed from their original
containers, but will be placed in plastic tubs or bins in their original form. container; this will ensure that their pests
are free of moisture and in proper condition for use throughout the facility. Additional items will be placed in barrels;
therefore, this type of violation will no longer occur. Immediately after the inspection, this new rule was put in 
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place. Weekly checks are being conducted to ensure these items are now handled differently. Starting March 2026
and each subsequent quarter thereafter, staff will be educated and how to deal with um food items especially dried
products like cereal rice and etcetera in the facility and that the those items will remain in the container in which
they were purchased and locked into the plastic tubs or buckets on the shelves with the additional items being placed
in the barrels until use. New training will begin in March 2026 and each month until June 2026. Documentation of
these trainings will be kept in the staff folder and also in the administrative files in the locked cabinet in the office.
Quarterly training will begin in March and continue each quarter thereafter. The administrator would be responsible
for ensuring that the training is completed and that all documentation is properly stored. Admin. Is responsible for
facility compliance.

Proposed Overall Completion Date: 03/31/2026

Directed plan of correction:  The home shall provide education to staff on dating and labeling any food items that
are opened and how to properly store opened food items in containers that are labeled appropriately by the end of
March 2026.  The administrator or designee shall audit all food storage areas twice per week in the home to ensure
that food items are stored, labeled and dated appropriately. Audits shall continue twice weekly for 1 month, then
weekly for 2 months then monthly thereafter.  Documentation of the training and completed  audits shall be kept
and made available to the Department upon request. 

Directed Completion Date: 03/31/2026

Not Implemented - 07/21/2026)

105e - Clean Linen Storage

28. Requirements
2600.
105.e. Clean linens and towels shall be stored in an area separate from soiled linen and clothing.
Description of Violation
On  linens used by residents of the home were stored directly on the basement floor behind the washer. 

Plan of Correction Accept - 03/18/2026)
Starting January 15, 2026, daily checks will be conducted to ensure that dirty/soiled items are never on the floor.
Dirty laundry will not be on the floor; it will be in bags until washed and returned to the resident. No items will be on
the floor. Staff and administrators will do daily monitoring to ensure that this does not occur. In service training will
be conducted weekly and daily as needed until the formalized training starts in March of 2026, when documentation
will be kept. The administrator is responsible for compliance in all areas of the facility.

Licensee's Proposed Overall Completion Date: 03/31/2026

Implemented  - 07/21/2026)

105f - Labeling/Return of Clothes

29. Requirements
2600.
105.f. Measures shall be implemented to ensure that residents’ clothing are not lost or misplaced during

laundering or cleaning. The resident’s clean clothing shall be returned to the resident within 24 hours after
laundering
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Description of Violation
The home does not have a system to safeguard resident laundry from loss.  Resident clothing is unlabeled and stored
on unlabeled open shelving in the basement. 

Plan of Correction Directed - 03/18/2026)
We are in the process of purchasing additional bins to place residents' belongings/clothes on these shelves so that
the items will not be lost or misplaced. The expected completion date is April 30, 2026. Pictures will be provided. On
an ongoing basis, since immediately after the inspection, the staff have been receiving direction on how to prevent
issues with residents' belongings. Formalized training will begin before the end of March 2026, and each quarter
thereafter, documentation of these trainings will be kept in the staff and administrator files in the office's lock
cabinet. Thus, topics where violations occurred will be covered in training. Administrators are responsible for
compliance with the 2600.

Proposed Overall Completion Date: 04/30/2026

Directed Plan of Correction: within 7 calendar days of the receipt of this plan of correction, the administrator or
designee shall ensure that laundry that is brought from the resident rooms to the laundry area is in a laundry basket
or other container that is identified with the residents name.  The administrator or designee shall ensure that all
resident laundry is returned to the resident within 24 hrs. 

Directed Completion Date: 04/01/2026

Implemented  - 07/21/2026)

107b - Emergency Procedures

30. Requirements
2600.
107.b. The home shall have written emergency procedures that include the following:

1. Contact information for each resident’s designated person.
2. The home’s plan to provide the emergency medical information for each resident that ensures

confidentiality.
3. Contact telephone numbers of local and State emergency management agencies and local resources for

housing and emergency care of residents.
4. Means of transportation in the event that relocation is required.
5. Duties and responsibilities of staff persons during evacuation, transportation and at the emergency

location. These duties and responsibilities shall be specific to each resident’s emergency needs.
6. Alternate means of meeting resident needs in the event of a utility outage.

Description of Violation
The home’s written emergency procedures do not include contact information for each resident’s designated person, the
home’s plan to provide the emergency medical information for each resident that ensures confidentiality, duties and
responsibilities of staff persons during evacuation, transportation and at the emergency location. These duties and
responsibilities shall be specific to each resident’s emergency needs.

Plan of Correction Directed  - 03/18/2026)
In each resident folder, there is a form that provides demographic contact information and the next of kin. There is
another form that covers transfers to hospitals and shows meds, diagnosis, allergies, and contact person (see forms).
These forms holds the information required on the emergency procedures and kept copies of these are in each folder
and in a binder in the medication cabinet, easy access if needed in an emergency these information include current 
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medication diagnosis next of kin case manager is set to allow for compliance on their emergency procedures [C
forms] proposed completion date 3/31/2026 the administrator is responsible for the overall adherence to this rule
formal training of all staff will start on March 2026. Subsequently, each quarter we'll have formal education, and
documentation will be kept. Audits of resident folders will be done every quarter as well. Documentation will be kept
in a locked area, and the administrator or designee will address deficiencies.

Proposed Overall Completion Date: 04/30/2026

Directed Plan of Correction:  Within 7 calendar days of the receipt of this plan of correction, the administrator or
designee shall create or update the homes emergency procedures to include a list of all current residents, their
respective emergency contacts or designated person as well as the home’s plan to provide the emergency medical
information for each resident that ensures confidentiality,  contact telephone numbers of local and State emergency
management agencies and local resources for housing and emergency care of residents, means of transportation in
the event that relocation is required, and duties and responsibilities of staff persons during evacuation, transportation
and at the emergency location. These duties and responsibilities shall be specific to each resident’s emergency needs. 
The administrator or designee shall be responsible for updating this information as the resident/contact information
changes, and this plan shall be reviewed at least every six months to ensure accurate information is available in one
easy to access location such as a binder or folder that can be quickly obtained in an emergency. 

Directed Completion Date: 04/01/2026

Implemented - 07/21/2026)

107d - Procedure Emergency Management Agency Submission

31. Requirements
2600.
107.d. The written emergency procedures shall be reviewed, updated and submitted annually to the local

emergency management agency.
Description of Violation
The home’s written emergency procedures were submitted on . The home could not provide proof of prior
submission. 

Plan of Correction Accept - 03/03/2026)
This violation occurred because the designee could not locate a copy of the report that was submitted for 2024. In
the future, the designee will make a hard copy of the report and keep it in the files. 

Licensee's Proposed Overall Completion Date: 03/09/2026

Implemented - 07/21/2026)

121a - Unobstructed Egress

32. Requirements
2600.
121.a. Stairways, hallways, doorways, passageways and egress routes from rooms and from the building must be

unlocked and unobstructed.
Description of Violation
On   at 9:35 AM, a padlocked chain blocked egress from the home’s backyard gate. This gate is considered an
emergency egress from the property. 
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34. Requirements
2600.
125.a. Combustible and flammable materials may not be located near heat sources or hot water heaters.
Description of Violation
On a large white towel was under the stove/oven in the kitchen.  In the back hall on the side there
were plastic bags and containers laying against the heater which has hot to the touch.  In the office there were stacks of
papers leaning against the heater which was hot, and papers and bags covered most of the walkable area in the office. 

Repeat violation: 

Plan of Correction Directed - 03/23/2026)
The white towel under the stove was removed. The violation immediately occurred. The plastic bags and containers
near the baseboard heaters were moved immediately. The office was cleared of stacks of papers, and staff received
information on combustible items (see Pictures of the office and hallway). Formal training will start in March 2026
and continue each month until June 2026. Other training sessions will be held quarterly, beginning in March 2026.
All documentation will be placed in each staff folder, and the files will be securely locked away. The administrator is
responsible for ensuring continued compliance.

Proposed Overall Completion Date: 03/18/2026

Directed Plan of Correction: In addition to the above POC and within 7 calendar days of the receipt of this POC,
the administrator or designee shall audit all areas of the home, at least weekly to ensure ongoing compliance. Any
areas of non-compliance shall be corrected immediately upon discovery. 

Directed Completion Date: 03/18/2026

Not Implemented - 07/21/2026)

131f  Fire Extinguisher Inspection

35. Requirements
2600.
131.f. Fire extinguishers shall be inspected and approved annually by a fire safety expert. The date of the inspection

shall be on the extinguisher.
Description of Violation
The fire extinguisher in the dining area has not been inspected by a fire safety expert since  . The fire
extinguisher in the basement of the  side has not been inspected since .

Plan of Correction Accept  - 03/23/2026)
The inspection of the extinguishers in the  building was done. The inspection was conducted on 1/30/2026 [see
pictures of the receipt and tagged extinguishers]. These extinguishers were out of compliance because of a special
regulation that required them to be updated every 10 years. The invoice and payment are required to get this into
compliance. In the future, the administrator is responsible for ensuring that this 10-year issue is addressed before the
fire extinguisher's expiration date. All staff members will be trained on this new system by March 2026.
Documentation and audit training will begin, and documentation will be kept in the folders in the office's locked file
cabinet. Also, the administrator will monitor to ensure all extinguishers are serviced by November each year. The
administrator and designer responsible for continued compliance are on-site.

Licensee's Proposed Overall Completion Date: 03/15/2026

Implemented  - 07/21/2026)
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162e - Menu Changes

41. Requirements
2600.
162.e. A change to a menu shall be posted in a conspicuous and public place in the home and shall be accessible

to a resident in advance of the meal. Meal substitutions shall be made in accordance with §  2600.161
(relating to nutritional adequacy).

Description of Violation
On , assorted pizza and peanut butter and jelly sandwiches were listed on the menu for
the lunch meal.  Tuna fish sandwiches and peanut butter and jelly sandwiches were served instead.  No notice was
provided to the residents in advance of the meal.

Plan of Correction Accept (  03/23/2026)
The staff inadvertently substituted tuna for lunch instead of the posted pizza or peanut butter and jelly. The
substitution was incorrect because a notice of the change should have been posted before the substitution, so all
residents in the house would have been aware of it before coming to the table. In the future, menu changes will be
made in advance, and documentation of the substitution will be kept in the administrator's file in the office, amongst
the menu forms. The issue was addressed with all staff after the inspection. Formalized training on menu
substitutions and other issues within the house will be discussed and documented starting March 2026, informally
weekly and more formally every quarter. Documentation will be kept of this issue. The administrator is responsible
for compliance within the home. Also, at the beginning of the week, to prevent any such infraction, the administrator
or the designee will check the supplies to ensure all items are available within the home, and, if not, will purchase
them before the date of use. This will be covered in the formal training beginning in March 2026, and the audit will
be done quarterly and documented properly.

Licensee's Proposed Overall Completion Date: 04/30/2026

Implemented  - 07/21/2026)

182b - Prescription Medication

42. Requirements
2600.
182.b. Prescription medication that is not self-administered by a resident shall be administered by one of the

following:
1. A physician, licensed dentist, licensed physician’s assistant, registered nurse, certified registered nurse

practitioner, licensed practical nurse or licensed paramedic.
2. A graduate of an approved nursing program functioning under the direct supervision of a professional

nurse who is present in the home.
3. A student nurse of an approved nursing program functioning under the direct supervision of a member of

the nursing school faculty who is present in the home.
4. A staff person who has completed the medication administration training as specified in §  2600.190

(relating to medication administration training) for the administration of oral; topical; eye, nose and ear
drop prescription medications; insulin injections and epinephrine injections for insect bites or other
allergies.

Description of Violation
On  at 7:00 AM staff person A administered medications to residents to include the following; 

, and  tablet to resident   Staff person A is not a staff
person who has completed the medication administration training as specified in § 2600.190 (relating to medication
administration training) for the administration of oral; topical; eye, nose and ear drop prescription medications; insulin
injections and epinephrine injections for insect bites or other allergies.
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On  at 7:00 AM staff person C administered medications to residents to include the following; 
, and  tablet to resident  Staff person A is not a staff person

who has completed the medication administration training as specified in § 2600.190 (relating to medication
administration training) for the administration of oral; topical; eye, nose and ear drop prescription medications; insulin
injections and epinephrine injections for insect bites or other allergies.

Plan of Correction Accept  03/23/2026)
The violation occurred because the administrator, who is also a trainer, had an emergency and did not audit the staff
files on time; as a result, the deficiency was not discovered and addressed before the inspection. In the future, all staff
files will be audited quarterly by the administrator(s). Any deficiency will be addressed immediately. If a staff
member is out of compliance, the staff member will be appropriately trained, and proof of successful completion,
including dates, training source, time spent, and the trainer's qualifications, will be placed in the staff member's
folder. Training for all previous med staff will begin in March 2026 and will continue until each staff member has
completed the training and med pass with proper documentation of scores. Quarterly audits will be documented and
kept in all staff files beginning March 2026 and each quarter thereafter. The administrator/trainer will also audit
med-trained staff monthly, starting in April 2026, to ensure compliance in this area. The administrator is responsible
for compliance with 2600 regulations.

Licensee's Proposed Overall Completion Date: 04/30/2026

Implemented  07/21/2026)

183b - Meds and Syringes Locked

43. Requirements
2600.
183.b. Prescription medications, OTC medications, CAM and syringes shall be kept in an area or container that is

locked. This includes medications and syringes kept in the resident’s room.
Description of Violation
On  at 9:39 AM, 3 blister cards of resident medications were unlocked, unattended, and accessible in the
unlocked office on the side of the building.

On  at 10:38 AM, the closet containing medications for all residents of the home was unlocked, unattended,
and accessible.

On  at 7:00 AM the closet containing medications for all residents of the home was unlocked, unattended,
and accessible.

Repeat violation: 

Plan of Correction Directed - 03/23/2026)
Starting immediately, staff A is responsible for ensuring that all meds are securely stored in the designated storage
area. The outer area of the med cabinet will be locked. Med drawers will be locked. Any meds to be returned to the
pharmacy will be locked in the file cabinet, and the cabinet key will be kept securely by staff A until the pharmacy
personnel arrive for pickup. Until the chief administrator returns, Staff A is responsible for ensuring complete med
compliance within the home. The other staff who have been taken off medication duties will start new training by
the end of March 2026. The training will be documented, and these staff will not be allowed to dispense or document
medication administration until they complete the medication class, show the scores achieved, the source of 
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training, and the credentials of the trainer, and have completed the proper medication observation. The chief
administrator and trainer will conduct training for these staff. Monthly medication reviews will begin in March and
continue through June 2026, until all med staff have been successfully retrained by the trainer.

Proposed Overall Completion Date: 04/30/2026

Directed Plan of Correction: In addition to the above plan, the administrator or designee shall check the home
daily on each shift to ensure all medications are kept in an area or container that is locked. The daily audits shall
continue for 2 weeks, then weekly thereafter.  Documentation of audits shall be kept and made available to the
Department upon request. 

Directed Completion Date: 04/30/2026

Not Implemented  07/21/2026)

183c - Refrigerated Meds Locked

44. Requirements
2600.
183.c. Prescription medications, OTC medications and CAM stored in a refrigerator shall be kept in an area or

container that is locked.
Description of Violation
On   at 9:21 AM,   prescribed for resident  was unlocked and accessible in the
refrigerator in the bottom drawer. 

Plan of Correction Directed  - 03/23/2026)
Staff A received instruction on how to handle medication safely. Staff A will ensure all medication is safely stored in
the locked cabinet in the office until the pharmacy personnel arrive to remove it/them from the home. All staff will
begin formal medication training per 2600. The training will start in March 2026 and continue until June 2026, with
quarterly training going forward. Documentation will be kept in each staff member's folder and also in the
administrator's records. The home administrators will be responsible for assuring compliance in the home. The med
trainer will also train staff to become practicum observer (s) to help with medication audit issues.

Proposed Overall Completion Date: 04/30/2026

Directed Plan of Correction: In addition to the above plan, the administrator or designee shall check the home daily
on each shift to ensure all medications are kept in an area or container that is locked. The daily audits shall continue
for 2 weeks, then weekly thereafter. Documentation of audits shall be kept and made available to the Department
upon request. 

Directed Completion Date: 04/30/2026

Implemented  07/21/2026)

183d - Prescription Current

45. Requirements
2600.
183.d. Only current prescription, OTC, sample and CAM for individuals living in the home may be kept in the home.
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medications are properly handled in the home, making sure the cabinets are locked, making sure that the
medication storage area and storage closet are locked at all times, including the drawers, and removing any
outdated medications according to our in home regulations and also 2600. For any self administered medication,
staff will re educate residents weekly or more frequently if needed to ensure medications are stored and disposed of
properly. This change will start immediately and will be an ongoing formal training program for all staff. Medication
handling will begin in March and continue through June 2026. Documentation of these trainings will be kept in the
staff folders and in the administrator's files, which are locked in the office cabinet. The administrator and Med trainer
are responsible for ensuring medications are handled properly so that no further violations are uncovered. Quarterly
audits will start in March 2026, and documentation of these audits will be kept.

Resident 2. In the future the administrator or designee will monitor the self administered medication to ensure that
they are disposed of according to the manufacture's instructions. 

Proposed Overall Completion Date: 04/30/2026

Directed Plan of Correction: In addition to the above plan for training, within 7 calendar days of the receipt of this
plan, the administrator or designated person qualified to administer medications will review all current residents’
MAR’s, prescription orders, and medications to ensure all prescribed medications are available, are labeled and dated
properly, and that any expired or discontinued medications are removed from the medication storage area and kept
in a secure location until the pharmacy can pick up or destroyed in an approved manner.  A weekly audit of the
medication storage area shall continue there after. Additionally, an audit of medications self administered by
residents shall be completed weekly to ensure proper storage, labeling and expiration dates are adhered to.
Documentation of the audits shall be kept and made available to the Department for review upon request. 

Directed Completion Date: 04/30/2026

Not Implemented  - 07/21/2026)

185b - Medication Procedures

47. Requirements
2600.
185.b. At a minimum, the procedures must include:

1. Documentation of the receipt of controlled substances and prescription medications.
2. A process to investigate and account for missing medications and medication errors.
3. Limited access to medication storage areas.
4. Documentation of the administration of prescription medications, OTC medications and CAM for residents

who receive medication administration services or assistance with self-administration. This requirement
does not apply to a resid t who self-administers medication without the assistance of a staff person and
stores the medication in  room.

Description of Violation
The home's procedures for the safe use of medications and medical equipment do not include documentation of the
receipt of controlled substances and prescription medications, a process to investigate and account for missing
medications and medication errors, and limited access to medication storage areas.

Plan of Correction Accept  - 03/23/2026)
The home medication policy will be updated by April 15, 2026, to specify how narcotics/controlled countable meds
will be handled in the home in the future. (picture will be available) The log showing the number of items received 
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51 - Criminal Background Check

1. Requirements
2600.
51. Criminal History Checks - Criminal history checks and hiring policies shall be in accordance with the Older

Adult Protective Services Act (35 P. S. § §  10225.101—10225.5102) and 6 Pa. Code Chapter 15 (relating to
protective services for older adults).

Description of Violation
Staff person A began working as a volunteer providing direct care to residents in the home in January 2026. The home
does not have documentation that a criminal background check was completed prior to or on the date of hire. 

Plan of Correction Accept  - 06/29/2026)
Starting June 2026 the administrator/designee will be using the attached check list to audit all staff records(see
attached) staff requirement sheet. As of June 2026 the administrator will be auditing all staff folders on a monthly
basis until the end of 2026. Starting 2027 all staff folders will be audited by the administrator or designee to ensure
compliance. ,Result of audit will be kept in the administrator records.

Licensee's Proposed Overall Completion Date: 06/30/2026

Not Implemented - 07/21/2026)

54c - Volunteer

2. Requirements
2600.
54.c. A volunteer who performs ADLs shall meet the staff person qualifications and training requirements specified

in this chapter.
Description of Violation
Volunteer staff A assists residents with activities of daily living including assisting showers. The volunteer does not meet
the staff person qualifications and training requirements specified in this chapter in accordance with 2600.54a and
2600.65. 

Plan of Correction Accept  - 06/29/2026)
As of June 2026 the administrator will be using the attached check list to audit all staff records to ensure
compliance(see attached). Monthly audits on the staff folders will continue by administrator/designee until December
2026. In 2027 and beyond staff folders will be audited quarterly by administrator/designee. copies of the audits will
be placed in each staff folder and also in the administrator's records.

Licensee's Proposed Overall Completion Date: 06/30/2026

Not Implemented - 07/21/2026)

82a - Poisonous Materials

3. Requirements
2600.
82.a. Poisonous materials shall be stored in their original, labeled containers.
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new cleaning checklist which has been set in place by the administrator list all items that Must be checked by staff
daily including, beds ,chairs, lamps. (see attached) . The administrator/designee makes daily checks of the home to
ensure continued compliance within the home. On a weekly basis the administrator/designee will document the
results of the weekly checks and keep documentation. If corrective actions is needed at any time the administrator
will get the issue fix asap. Starting 2027 the administrator will cover fixtures and furniture in the quarterly audits and
keep results in the administrator's files. 

Licensee's Proposed Overall Completion Date: 06/30/2026

Not Implemented  - 07/22/2026)

101o - Walls, Floors, Ceilings

17. Requirements
2600.
101.o. The bedrooms must have walls, floors and ceilings, which are finished, clean and in good repair.
Description of Violation
The floor in second floor front bedroom was uneven and was splattered with an  unknown brown substance. 
A floor plank located in the room at the top of the third floor on the 45 side was observed to be in poor condition.  It
was pushed down, or broken off in places and not flush with surrounding planks. It appeared to have been painted over
multiple times further creating an uneven surface and posing a tripping hazard. 

Plan of Correction Accept (  06/18/2026)
In 1245 side, Room s flooring was replaced on 06/05/2026. See proof. 

06/05/2026 Room  on 3rd floor front has been fixed by workers from SNS Construction. See pictures.
Administrator will monitor weekly for continued compliance and will ensure all problems are fixed as needed. 

Licensee's Proposed Overall Completion Date: 06/07/2026

Not Implemented (  - 07/22/2026)

102h - Toilet Paper

18. Requirements
2600.
102.h. Toilet paper shall be provided for every toilet.
Description of Violation
There was no toilet paper for the toilet in the 3rd floor bathroom of 45 side.

Repeated Violation  

Plan of Correction Accept  - 06/18/2026)
As of May 7, 2026, tissue paper was immediately placed in the 3rd floor bathroom on the 45 side. Designee and
maintenance will ensure, daily, that all bathrooms have toilet paper. Moving forward, we have implemented a
checklist for all staff to complete each and every time they work. Administrator and designee will monitor the
building to ensure compliance. 

Licensee's Proposed Overall Completion Date: 06/07/2026
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121.a. Stairways, hallways, doorways, passageways and egress routes from rooms and from the building must be
unlocked and unobstructed.

Description of Violation
In the  vestibule, the floor is warped and the exit door will not open entirely, partially obstructing the exit, a person
would have to turn to the sideways to be able to exit through the opening. 

The back door on the first floor 45 side was locked with a dead bolt, which cannot be opened with one hand. The door
needs to be pushed  into the door frame with force for the dead bolt to be unlocked. 

Plan of Correction Directed - 06/29/2026)
Currently S&S construction has been renovating and updating issues within the home. In the past neither of these
doors have created an issue either for fire drills, EMT or other emergency visits to the home. S&S construction is still
working on finding a permanent solution to this issue by the end of July 2026. A proposed plan is to shave the door 
and adjust the spring which prevents the door from staying wide open. the administrator will continue to monitor the
situation and document the outcome by the end of July 2026. 

Proposed Overall Completion Date: 07/31/2026

DIRECTED PLAN OF CORRECTION:  Within 72hrs of receipt of this plan of correction, the administrator or designee
will contact a licensed contractor to completely repair the emergency exit door so that it opens and closes properly
and fully until a replacement door or other permanent repair is able to be made by the end of July.  Additionally, the
administrator or designee shall audit all emergency egress doors at least once a month to ensure proper functioning
of all egress doors.   Documentation of all repairs and monthly audits for 6 months shall be kept and made available
to the Department upon request. 

Directed Completion Date: 07/10/2026

Not Implemented (  - 07/22/2026)

125a - Combustible Storage

22. Requirements
2600.
125.a. Combustible and flammable materials may not be located near heat sources or hot water heaters.
Description of Violation
There is a pile of papers pushed up next to the toaster in the kitchen area.
There is a plastic red/purple cigarette lighter on the floor under the radiator in the  vestibule.
In the back exit hallway there is a large piece of plywood behind the radiator, as well as various construction items in 
cardboard boxes on the floor, in close proximity to the radiator and plastic container of joint compound sitting on the 
radiator. 

Repeated Violation -
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Plan of Correction Accept ( - 06/18/2026)
05/07/26 the papers were immediately removed.  Staff training on these specific issue was done on 05/08/26.  Staff
were again educated on fire safety especially combustible and flammable materials. The smoking policy was
discussed in details.  In the future the administrator will monitor daily and any issues will be fixed immediately (see
pictures)

Licensee's Proposed Overall Completion Date: 06/07/2026

Not Implemented  - 07/22/2026)

130a - Smoke Detector 15 ft Bedroom

23. Requirements
2600.
130.a. There shall be an operable automatic smoke detector located within 15 feet of each bedroom door.
Description of Violation
A smoke detector on the 3rd floor-43 side is covered in duct tape. The home reports that it was covered to prevent it
from going off during the renovations to the rooms on this floor.  There is no other smoke detector located in the area
or within 15 feet of the rooms in this area. 

Plan of Correction Accept  - 06/29/2026)
To prevent the above deficiency again the administrator and staff will continue to do daily walk through in the
buildings.  As of June 2026 all staff have been given checklist to look for specific things/items to ensure compliance
within the home. ,The administrator/designee will do daily walk through of the  home and document and fix or any
problem or find someone to fix the issue immediately.  weekly documented check of the home will continue until the
end of July 2026 then monthly until December 2026.(see checklist). After July and until December 2026 monthly
documented checks will be done by administrator/designee and records will be kept. Starting January 2027 the
administrator will start quarterly audits and results and corrective actions will be kept in the administrators records.

Licensee's Proposed Overall Completion Date: 06/30/2026

Implemented  07/21/2026)

133.1 - Exit Signs

24. Requirements
2600.
133.1. Exit Signs - The following requirements apply for a home serving nine or more residents: Signs bearing the

word ‘‘EXIT’’ in plain legible letters shall be placed at all exits.
Description of Violation
There is not an exit sign at the door used as an emergency exit in the hall that crosses over from the 45 side to the 43
side. The home currently serves 12 residents.

Plan of Correction Accept (  - 06/18/2026)
As of May 8, 2026, additional exit signs were added and are now located at each egress of the home. The
administrator will be responsible for ensuring that all exits are properly labeled and visible. Weekly checks will be
made as well.

Licensee's Proposed Overall Completion Date: 06/07/2026

Implemented  - 07/21/2026)
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141b1 - Annual Medical Evaluation

25. Requirements
2600.
141.b.1. A resident shall have a medical evaluation: At least annually.
Description of Violation
Resident  most recent medical evaluation was completed on  

Plan of Correction Accept - 06/29/2026)
 Audits for residents folders are being done on a quarterly basis. Previous audits was completed at the end of
March/April 2026. The next audit will be completed by the end of June 2026 by the administrator and designee (see
audit check sheet). Also to ensure that this violation does not happen again . The administrator/ designee will
conduct mini compliance checks, to enforce the quarterly audits this will begin July 2026 and monthly thereafter. All
audits and checks will be kept in each resident folder. administrator is ultimately responsible for ensuring compliance
within the home.  

Licensee's Proposed Overall Completion Date: 06/30/2026

Not Implemented  - 07/21/2026)

144c1 - Smoking Area Guidelines

26. Requirements
2600.
144.c. A home that permits smoking inside or outside of the home shall develop and implement written fire safety

policy and procedures that include the following: 
1. Proper safeguards inside and outside of the home to prevent fire hazards involved in smoking, including

providing fireproof receptacles and ashtrays, direct outside ventilation, no interior ventilation from the
smoking room through other parts of the home, extinguishing procedures, fire resistant furniture both
inside and outside the home and fire extinguishers in the smoking rooms.

Description of Violation
The home permit's smoking in the smoking area located outside at the back of the home.  On   In resident room

, there are cigarette butts on the floor and the room smells heavily of smoke. There was visible smoke lingering in the
room when the door was opened at one point during the inspection. Additionally, the bathroom on the 2nd floor-45
side smells strongly of cigarette smoke. 

Plan of Correction Accept  - 06/29/2026)
Since the inspection the administrator and all staff have been doing daily checks throughout the buildings to ensure
compliance. The staff have also been checking resident more vigilantly at the doors to ensure cigars, cigarettes,
matches and lighters are being collected when the resident enters the buildings .and stored safely until they are leave
the building again start date 5/8/2026 (see attached)  all staff  will continue daily to do this to  protect everyone in
the home.  New cleaning checklist will help to support this new plan. Administrator/designee will do daily checks
going forward and document findings in the daily logs.  Monthly  monitoring documentation will begin June 2026
and will continue until December 2026 . Starting 2027 the quarterly audits will be kept by the administrator.

Licensee's Proposed Overall Completion Date: 06/30/2026

Not Implemented  - 07/22/2026)

144c2 - Smoking Area Distance

27. Requirements
2600.
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monthly until December 2026. Beginning 2027 the administrator/ designee will do quarterly audits .

Licensee's Proposed Overall Completion Date: 06/30/2026

Not Implemented  - 07/22/2026)

225c - Additional Assessment

32. Requirements
2600.
225.c. The resident shall have additional assessments as follows:

1. Annually.
2. If the condition of the resident significantly changes prior to the annual assessment.
3. At the request of the Department upon cause to believe that an update is required.

Description of Violation
Resident most recent assessment was completed on 

Plan of Correction Accept - 06/29/2026)
The administrator/designee will conduct monthly audits from June 2026 until December 2026 (see audit sheet).
Starting 2027 the administrator/designee will conduct quarterly audits and keep records in the administrators files.

Licensee's Proposed Overall Completion Date: 06/30/2026

Implemented - 07/22/2026)
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